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1 Context
Community Planning and the Islands (Scotland) Bill
As the Islands (Scotland) Bill says, “island communities face challenges around geographic remoteness, declining populations, transport and
digital connections...”. The Government has stated a commitment to supporting the island communities and improving outcomes by creating
the right conditions for growth.
Specifically, we consider a strong health service in Shetland to be a pre-requisite of a thriving economy. A strong emergency care response, at
the Gilbert Bain Hospital and through other emergency service providers, is essential to businesses being able to invest in, locate to and
operate in these islands. It goes without saying that the 200 miles of sea between us and the mainland means that we must have skilled and
competent people on the island to deal with any emergencies, as well as a providing a good level of general health care which enables people
to feel safe to live in these islands.
The concept of community planning is inherent in the way of life for islands. All elements of public, private and voluntary sectors work
together, especially in emergency situations, to address issues. Natural connections exists between organisations and individuals which helps
build resilience and a flexible approach to making things work at a local level. It is difficult therefore to see Health and Care services in
isolation from other essential public services (such as transport, housing and education). Services are intrinsically linked and care needs to be
taken not to consider the movement of one service in isolation of others, as inter-dependencies may not be immediately evident.
The provision of relatively well paid professional health and care posts has a significant positive benefit on the islands economies. Health and
care jobs are vital to the local economy and maintaining, and growing, the isles populations through a range of attractive jobs is an important
consideration. In essence, every job counts as it has a disproportionately positive socio-economic impact. The more remote and rural the
area, the more essential health and care jobs are to their continued existence and sustainable future.
Evidence: Isles Factor Paper Submitted to North of Scotland Regional Plan development, 01 H&SC NHSS Isles Factors (page 11)
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Collaboration through Regional Planning
The Island Boards face challenges in being able to continue to provide safe and effective health and care services. Support to island boards
from mainland boards is well established and an essential part of Health provision for our community. There is an opportunity to further
strengthen these arrangements to help both sustain services at a local level and also ensure access to more specialist services that are not
available locally.
The island hospitals need a level of activity to maintain an adequate level of workforce and skills so that appropriate emergency services are
available. The staff need a broader range of skills than in most other Health services and are often required to undertake both generalist and
specialist tasks.
The Regional Plan provides a commitment to treatment as close to patient’s home as it is possible and safe to do and this, alongside effective
use of technology, will help to minimise the time which island patients spend travelling to/from treatment.
There is an emphasis on the e’Health agenda, and the focus on technology being used as an enabler to avoid patients, and their families,
having to travel unnecessarily for appointments or treatment and in providing appropriate specialist advice to staff across Shetland. This
needs to be underpinned by robust infrastructure and we are already working across agencies in Shetland to make the case for further
investment, where there is a gap in provision.
Scenario Planning
NHS Shetland, in keeping with Health services across the world, is reaching a ‘tipping point’ in our ability to continue to meet current and
future demand and performance levels. Our ability to identify and implement savings and efficiency targets, while maintaining our current
performance, has become increasingly challenging. This is compounded by the challenges in attracting staff to fill key posts.
From a financial perspective, rather than continue to look for a percentage of savings and efficiencies from each Department, we recognise the
need to see if we were investing in the right mix and balance of services overall.
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We have therefore started a ‘Scenario planning’ process as a way to progress a structured conversation with staff and stakeholders about the
future of Health & Care services in Shetland. The process is developing a small number of scenarios— or stories about how the future might
unfold and how this might affect an issue, or issues, that confronts us.
The work has been started in partnership with our staff, service users and other community planning partners.
2 Performance and progress of Shetland's Integrated Joint Board
To provide evidence on the performance and progress of Shetland Islands Health and Social Care Partnership, the following reports are
presented.
Final Accounts 2016-17 (page 18)
Evidence: 02 H&SC NHSS IJB Final Accounts 2016-17 1 a, b
Annual Performance Report 2016-17 (page 55)
Evidence: 02 H&SC NHSS IJB Annual Performance Reports 2016-17 2 a,b
Sample Quarterly Performance Reports, March 2018 (page 86)
Evidence: 02 H&SC NHSS Sample Quarterly Performance Reports, March 2018 3 a,b
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3 The most recent Annual Review self-assessment and feedback letter from the Cabinet Secretary or relevant Minister
-

At a Glance LDP Standards 2016-17
At a Glance Outcomes 2016-17
Update from 2015-16 Action Points
Everyone Has the Best Start in Life 2016-17
Safe Healthcare 2016-17
Everyone has a positive experience of healthcare 2016-17
Available Resources 2016-17
Staff Supported and Engaged 2016-17
People able to live well at home or in the community 2016-17
Area Clinical Forum Report 2016-17
Area Partnership Forum Report 2016-17
Annual Review Letter 2016-17

Evidence: as above tagged in bundle as ‘03’ (page 108)
The key issues highlighted by the Minister for NHS Shetland’s Annual Review 2016-17 are as below.
Main Action Points:
-

Continue to review, update and maintain robust arrangements for controlling Healthcare Associated Infection, with particular emphasis
on C.Diff and SABs.
Continue to deliver on its key responsibilities in terms of clinical governance, risk management, quality of care and patient safety.
Keep the Health and Social Care Directorates informed on progress towards sustainable achievement of access performance standards.
As a minimum achieve the same elective waiting time performance at the 31 March 2018 as the Health Board delivered at the 31
March this year.
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-

Continue to keep the Health and Social Care Directorates informed of progress in implementing the local efficiency savings programme
and plans in place to meet financial targets.
Continue to work with planning partners on the critical health and social integration agenda and the ky objective to significantly reduce
delay in general and particularly patients experiencing delayed discharge.
Continue to make progress against the staff sickness absence standard.
Keep the Health Directorates informed of progress with redesigning local services.

4 Progress in delivery of your LDP
Progress in delivery of the Board’s performance is captured in regular reports to the Board.
Evidence:
LDP 2017-18 (page 148)
Evidence: 04 NHSS LDP
LDP Feedback Letter (page 218)
Evidence: 04 NHSS LDP Feedback Letter 2017-18
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5 NHS Shetland Performance Reports.
NHS Shetland recently approved an updated planning and performance Annual Cycle, attached at Appendix 1.
-

Sample Quality performance report
Sample Healthcare Infection performance reports
Sample Performance reports

Evidence:
Sample Quality Assurance, Cover and Report, April 2018 (page 229)
Evidence: 05 1 a,b,c,d NHSS Quality Assurance Sample Cover, Report & Data Appendices April 2018
Sample Healthcare Infection, Cover and Report, April 2018 (page 256)
Evidence: 05 2 a,b NHSS HAI Assurance Sample Cover and HAIRT Template Report April 2018
Sample Performance, Cover and Data Report, February 2018 (page 269)
Evidence: 05 3 a,b, NHSS Performance Cover and Data Report February 2018
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Evidence Register
Section
0 Evidence Pack
1 Context
2 Integration Joint
Board

Evidence
Evidence Pack and Register
Islands Factors for Regional Planning
Final Accounts 2016-17, Covering Report

Reference
0 Evidence Pack
01 H&SC NHSS Isles Factors
02 1 a H&SC NHSS IJB Final Accounts 2016-17

Page

Final Accounts 2016-17, Accounts
Annual Performance Report 2016-17 Covering
Report
Annual Performance Report 2016-17
Quarterly Performance Report to March 2018

02 1 b H&SC NHSS IJB Final Accounts 2016-17
02 2 a H&SC NHSS IJB Annual Performance Report 2016-17

23
55

Quarterly Performance Report for Year to March
2017: Complaints
3 Annual Review

At a Glance LDP Standards 2016-17
At a Glance Outcomes 2016-17
Update from 2015-16 Action Points
Everyone Has the Best Start in Life 2016-17
Safe Healthcare 2016-17
Everyone has a positive experience of healthcare
2016-17
Available Resources 2016-17
Staff Supported and Engaged 2016-17
People able to live well at home or in the
community 2016-17
Area Clinical Forum Report 2016-17
Area Partnership Forum Report 2016-17

11
18

02 2 b H&SC NHSS IJB Annual Performance Report 2016-17 64
02 3 a H&SC NHSS Sample Quarterly Performance Reports, 86
March 2018
02 3 b H&SC NHSS IJB Annual Performance Report 201698
17 Complaints
03 At a Glance LDP Standards 2016-17
03 At A Glance Outcomes 16-17
03 Item 1 Update from 2015-16 action points
03 Item 2 Everyone has the best start in life and is able to
live longer healthier lives 2016-17
03 Item 3 Safe healthcare 2016-17
03 Item 4 Everyone has a positive experience of healthcare
2016-17
03 Item 5 Available resources 2016-17
03 Item 6 Staff Supported and Engaged 2016- 17
03 Item 7 People are able to live well at home or in the
community 2016-17
03 Shetland Area Clinical Forum Report 2016-17
03 Shetland Area Partnership Forum Report 2016-17
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111
113
114
117
118
124
127
131
135
137
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4 LDP
5 NHS Performance

Annual Review Letter 2016-17
NHS Shetland 2017/18 LDP
Scottish Government Feedback Letter
Sample quality assurance – Board Cover report
Sample quality assurance – Board Bi-monthly
Report
Sample quality assurance – Quality Report
Scorecard
Sample quality assurance – Quality Report
Complaints & Feedback
Sample Healthcare Infection assurance – Board
report
Sample Healthcare Infection assurance – Bimonthly Board HAIRT Template
Sample quarterly performance reports - Board
Cover Report
Sample quarterly performance reports

03 Final signed Annual Review letter 2016-17
04 01 NHSS LDP 2017/18
04 02 NHSS FINAL LDP 2017-18 - Feedback Letter (NHS
Shetland)
05 01 a NHSS Quality Report Cover - April 2018
05 01 b NHSS Quality Report - April 2018

139
148
218

05 01 c NHSS Quality Report – Appendix 1 – Quality
Scorecard - April 2018
05 01 d NHSS Quality Report – Appendix 2 – Complaints &
Feedback Summary - April 2018
05 02 a NHSS Healthcare Infection Report April 2018

237

05 02 b NHSS Healthcare Infection HAIRT Template Report
– April 2018
05 03 a NHSS Board Performance report cover - Feb 2018

258

05 03 b NHSS Performance reports – Scorecard – Feb 2018

277
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Planning and Performance Reporting Schedule
Topic

Report

Frequency

Meeting

April

Board

May

June

Board

July

Aug

Board

Development
Session
Strategic
Planning

Oct

Joint Strategic
Plan

Nov

Board
Dev.

Local Delivery
Plan
Local
Outcome
Improvement
Plan
Regional
Delivery Plan
Performance

Sept

Dec

Board
Dev.

3 Year,
annual
refresh
Annual

Process

3 Year,
annual
refresh

Approval

Jan

Feb

Board
Dev.

Draft

Mar

Dev.

Final

Draft

NEW

New
process
1

Key
Quarterly
JanApril –
Performance
March
June
Indicators
Q4
Q1
Progress
Quarterly
JanApril –
Reports on
March
June
Action Plans
Q4
Q1
Annual
Annual
Review
Report: LOIP
Annual
Annual
Review
Report: IJB
‘Focus In
Ad Hoc,
On...’
1
The indicators which are available annual will be reported at the first opportunity following publication.
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This paper sets out the factors which the three island Boards consider are essential
considerations in the development of the Regional Delivery Plan for the North of Scotland
region.
The concept of community planning is inherent in the way of life for islands. All elements of
public, private and voluntary sectors work together, especially in emergency situations, to
address issues. Natural connections exists between organisations, communities and individuals
which help build resilience and a flexible approach to making things work at a local level. It is
difficult therefore to see Health and Care services in isolation from other essential public
services (such as transport, housing, education and the voluntary sector, which is increasingly
providing services in innovative ways). Services are intrinsically linked and care needs to be
taken not to consider the movement of one service in isolation of others, as inter-dependencies
may not be immediately evident.
The provision of relatively well paid professional health and care posts has a significant positive
benefit on the islands economies. Health and care jobs are vital to the local economy and
maintaining, and growing, the isles populations through a range of attractive jobs is an
important consideration. In essence, every job counts as it has a disproportionately positive
socio-economic impact. The more remote and rural the area, the more essential health and
care jobs are to their continued existence and sustainable future.
The islands face specific issues around geographical inequality in terms of ability of people to
easily access a range of services, where public transport is limited and there is a reliance on car
ownership to get around. There are also (sometimes hidden) issues of poverty and
deprivation, which are sometimes masked by the national data. Unlike rural areas, deprivation
in rural areas does not occur in specific areas but is more dispersed across geographic
communities. This relates to, for example, the high cost of living, fuel poverty, ability to access
communications and technology based solutions and services being centralised in main centres
of population.
The Scottish Government has prepared an Islands (Scotland) Bill for consultation. The
accompanying Policy Memorandum sets out the Policy objectives of the Bill, as follows:
“ Scotland‘s islands are renowned across the world for their proud traditions and vibrant
cultures. They are wonderful places to live, work, study and visit, and contribute much to
the fabric of Scotland as a nation. Some of the most resilient and supportive
communities in Scotland are within the islands. The inclusive and respectful nature of
these communities provides a better quality of life for everyone who lives and works
there as demonstrated frequently in quality of life surveys.
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However, island communities face challenges around geographic remoteness, declining
populations, transport and digital connections, and other issues. Working in partnership
with island communities, local authorities and other organisations the Scottish
Government is already tackling many of these challenges through a range of policy
initiatives and investment in housing, ferry services, air travel, digital and mobile
programmes and our commitment to providing the net revenue from Crown Estate
marine assets out to 12 nautical miles to coastal and island councils.
The Government is committed to supporting these communities and improving
outcomes by creating the right environment for investment, empowerment and
increasing sustainable economic growth. It is expected that the measures in this Bill, in
conjunction with existing Government, local authority and public body actions in
meeting the needs of island communities, will contribute to creating the right conditions
for growth.”
The Island Boards face significant challenges in being able to continue to provide safe and
effective health and care services to some of the more remote islands, some with populations
of below 50 people. The acknowledgement by the Scottish Government that rural models of
health care are significantly more expensive than in cities is welcome.
Part 3 of the Bill places a duty on the Scottish Ministers and other relevant public bodies to
have regard to island communities in exercising their functions. Under the Bill an island
communities impact assessment would need to be prepared when a new or revised policy,
strategy or service is likely to have a significantly different effect on island communities from its
effect on other communities (including other island communities).
The duty created under the Bill is often referred to as ‘island-proofing’. The importance of
island-proofing was recognised in Empowering Scotland’s Island Communities:
“The principle of island-proofing is one of building a broad-based islands awareness into
the decision making process of all parts of the public sector. Island-proofing consists of
considering the particular needs and circumstances of island communities when the
Scottish Government and other relevant public authorities are exercising their functions
and making decisions”.
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The Bill seeks to ensure that island communities are not unreasonably disadvantaged due to
their location. Island-proofing raises awareness of the needs and circumstances of island
communities and the process will cover:
-

identifying the potential direct or indirect consequences that new or revised legislation,
policies, strategies or services might have on the inhabited islands of Scotland;
ensuring a proper assessment of those consequences, if likely to be significant, is
undertaken;
adjusting legislative, policy and service proposals where appropriate to help ensure they
address the needs of island communities.

The Draft Bill includes the following provisions:
“DUTIES IN RELATION TO ISLAND COMMUNITIES
Duty to have regard to island communities
(1) A relevant authority must have regard to island communities in carrying out its
functions.
Island communities impact assessment
(1) A relevant authority must prepare an island communities impact assessment in
relation to a—
(a) policy,
(b) strategy, or
(c) service,
which, in the authority’s opinion, is likely to have an effect on an island community
which is significantly different from its effect on other communities (including other
island communities) in the area in which the authority exercises its functions.
(3) An island communities impact assessment prepared under subsection (1) must—
(a) describe the likely significantly different effect of the policy, strategy or service (as
the case may be), and
(b) assess the extent to which the authority considers that the policy, strategy or service
(as the case may be) can be developed or delivered in such a manner as to 10 improve
or mitigate, for island communities, the outcomes resulting from it”.
The Island Boards would seek to make sure that island issues are given full consideration in the
development of the Regional Delivery Plan.
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Work has been done around ensuring the viability of remote and rural health services over the
past two decades and the islands Boards would seek to build on that. An example of that work
is the previous commitment given on obligate networks
(http://www.sehd.scot.nhs.uk/publications/DC20090304oblig.pdf). An extract from the
assurances given in 2008, states that:
“In May 2008 ...‘Delivering for Remote and Rural Healthcare’ was published by the
Cabinet Secretary, as Scottish Government policy. Within the detailed report the
establishment of ‘Obligate Networks’ was identified as one of the key building blocks
required to sustain local services and to ensure access to more specialist services that are
not available locally. This concept builds on the well-established MCN approach ... but
takes this a bit further and was identified as crucial to the sustaining access for those
living in remote and rural communities by the Cabinet Secretary, when Delivering for
Remote and Rural healthcare was published.
Obligate Networks should be established between NHS Boards to sustain core services
and ensure access to four key specialist services not routinely available in Rural General
Hospitals (RGHs), including Child Health, Mental Health, Radiology and Laboratories”.
The Report on ‘Delivering for Remote and Rural Healthcare’ highlighted that:
“Services must be planned and co-ordinated with a greater focus on more collective and
collaborative responses within and across communities. This will include the
formalisation of networks to ensure that larger centres are obligated to support and
sustain healthcare services in remote and rural areas.”
The three island Boards need to have adequate cover for emergency situations, which may
arise from time to time. There is the obvious need to respond to sea-based or transport related
incidents, as well as having potentially high risk industries located within the islands (for
example, oil and gas processing facilities). The hospital and acute services therefore need to
have adequate facilities and staffing to deal with emergency situations, where support from
elsewhere will take time to organise and travel to the islands and where the weather conditions
might impede such a response.
The trauma workload, although not extensive, is unpredictable and can be significant across the
islands. Having in place a range of local services helps to maintain skills for the emergency
work, keeping the islands well placed to manage whatever emergency occurs, including
stabilisation for transfer for however long it takes for the retrieval team to be accessed,
mobilised and travel to the isles.
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Other essential local services will include paediatrics and cardiology, where there is a need for
Boards to maintain staff skills at a sufficient level to address immediate presentations, before
patients are transferred to mainland or specialist based facilities for further care, where
appropriate.
There are therefore fixed costs associated with having a minimum level of health cover
available 24 hours a day. What this means in practice is that the facilities and services are often
‘over provided’ for standard levels of activity. This can cause diseconomies of scale to be
highlighted within the system so the challenge is to make best use of the highly qualified and
skilled workforce to provide a broad range of other services suited to their skills and abilities.
This can be at odds to the emerging policy drivers to have centres of excellence dealing with
specific conditions (for example, the elective care centres). The island hospitals need a level of
activity to maintain an adequate level of provision for emergencies, as well as offering a range
of services to make the islands an attractive proposition for skilled medical staff.
The staff therefore need a broad range of skills, and are often required to undertake both
generalist and specialist tasks. There is a considerable level of co-dependency in this way of
working. Often services are built around individuals with a certain specialism, which can result
in a fragile service relying on only one individual. The ‘domino effect’ is significant where a
change to one individual’s post may mean that a range of other services are no longer able to
be provided.
In keeping with other areas, the islands are facing difficulties in recruiting to core health and
care posts. People need to make a definite commitment to live and work in the island
communities and it is often a lifestyle choice, not necessarily determined by career progression
considerations. The opportunities for private practice are minimal. Suitable and adequate
training and support arrangements are therefore essential to attracting staff to work in more
remote areas.
One of the underlying principles of the Regional Clinical Strategy - to provide treatment as close
to patient’s home as it is possible and safe to do - is welcomed. This, alongside, effective use of
technology will help to minimise the time which patients spend travelling to/from treatment.
Islanders often do not wish to travel off island for treatment and may prefer no treatment to
having to travel elsewhere. This can be evidenced from experience in the Western Isles, where
there was a rise in number of joint replacements and cataract removals when the services
were provided locally, rather than at a distance.
The island boards also welcome the commitment in the Regional Clinical Strategy to maximise
the appropriate use of technology including:
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-

establishing where electronic contact with patients can add value for individuals and
communities, and
defining where technology can better support remote clinical decision-making.

Services which rely on a shared approach and use of technology need adequate and resilient
broadband to support the work. However, the systems are only one element of delivering
services in this way; there is also the need for medical practitioners within mainland Boards to
want to work in this way and develop more flexible approaches for patient pathways which
places the patient at the centre of the delivery arrangements. In the developing arrangements,
we take it as read that the individual person/patient is the most important part of the delivery
of health services.
Each of the island groups rely on public transport – by ferry or air – to get to and from the
Scottish mainland. Within each of the islands groups there are several inhabited islands, some
with very small populations (less than 20 people). These islands also rely on fixed links, ferries
or air links to get to and from the smaller islands to services provided on the main islands.
The distance to point of treatment is an important consideration for island residents, which will
involve time away from their home life and jobs. Residents from the smaller islands have to
travel within the islands (to airports or ferry terminals) in order to reach the connection points
to the Scottish mainland. This can add significantly to their travel times.
The islands Boards rely on adequate, flexible and frequent transport methods, especially air
links, to support a certain volume of patients travelling to the main hospitals for treatment.
Travel links can be disrupted by weather, such as high winds or fog, which can disrupt transport
links to/from the islands for several days at a time.
Overnight accommodation for escorts, family or friends is required, at reasonable cost and at a
reasonable travelling distance to the hospital (for visiting). Easily accessible transport links are
required to/from the airport terminal and hospitals, with escort support if required. The
arrangements need to support family and friends visiting, where the patient stay is lengthy.
Any changes to the well established routes for treatment points and travel arrangements will
need careful consideration to ensure that suitable alternative transport, escort and
accommodation arrangements remain in place. The islands Boards cover the costs of patient
transport from within their health allocation and the costs are significant and should be
minimised where at all possible in order that limited resources can be used on direct patient
care.
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The Islands Board have experience of the withdrawal of visiting services by mainland Boards,
often at short notice. This has a disproportionate impact on island communities with patients
often having to wait greatly extended times for the next available appointment (eg if the
visiting consultant only comes every 2nd month and the next clinic is booked, this will add 4
months to the wait). It is acknowledged that more people being treated in one location can be
more cost effective. However, this does not account for the additional transport and
accommodation costs of numerous patients having to travel to the point of treatment, rather
than only one visiting medical practitioner; never mind the disruption to patients.
That is the logistical, cost, service quality and workforce dilemma of considering which services
should be provided at a local island level, and which should be provided regionally. The Islands
Boards see regional working as a positive opportunity to make best use of all the resources at
our disposal, regardless of geographical location. There is an opportunity for experienced
generalists working in the islands and dealing with everything that comes their way to share
these experiences with those based predominantly on the mainland by some rotational
element to consultant posts. There is also the potential for island boards to host ‘back room’
services such as HR or payroll for the whole region.

Submitted on behalf of the North of Scotland Island Board Planning leads:
Dr Maggie Watts, Director of Public Health, NHS Western Isles
Hazel Roberson, Director of Finance, NHS Orkney
Hazel Sutherland, Head of Planning and Modernisation, NHS Shetland

7 August 2017
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Shetland Islands Health and Social Care Partnership

Agenda Item

2
Shetland NHS
Board

Shetland Islands
Council

Meeting(s):

IJB Audit Committee
Integration Joint Board

Report Title:

Final Audited Accounts 2016/17

Reference
Number:
Author /
Job Title:

CC-46-17 F

1.0

20 September 2017
21 September 2017

Karl Williamson / Chief Financial Officer

Decisions / Action required:

The IJB Audit Committee RESOLVE to:
a) CONSIDER the audited Annual Accounts for 2016/17 (Appendix 1)
b) NOTE the Management Representation Letter (Appendix 2); and
The IJB RESOLVE to:
a) APPROVE the audited Annual Accounts for 2016/17 for signature (Appendix
1).
b) NOTE the Management Representation Letter for signature (Appendix 2)
2.0

High Level Summary:

IJBs are specified in legislation as ‘Section 106’ bodies under the terms of the Local
Government (Scotland) Act 1973, so are expected to prepare their financial statements in
compliance with the Code of Practice on Local Government Accounting in the United
Kingdom.
Regulations require that IJB Members consider the audited annual accounts and approve
them for signature by 30 September 2017 and publish them no later than 31 October
2017.
3.0

Corporate Priorities and Joint Working:

The IJB is a separate legal entity, accountable for the stewardship of public funds and
expected to operate under public sector best practice governance arrangements,
proportionate to its transactions and responsibilities. The preparation and presentation of
the accounts is a key element of the IJB’s overall governance and reporting
arrangements.
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4.0

Key Issues:
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The audited accounts include the following key points for members’ consideration:
•

Deloitte has issued an unqualified independent auditor’s report on the 2016/17
financial statements. They have been prepared in accordance with accounting
regulations and guidance.

•

The financial year 2016/17 was the first full year of operation for the IJB;

•

The IJB made an accounting surplus of £0.125m in 2016/17, which will be carried
forward into 2017/18;

5.0

Exempt and/or confidential information:

None
6.0
6.1
Service Users,
Patients and
Communities:

None

6.2
Human
Resources and
Organisational
Development:

None

6.3
Equality,
Diversity and Human
Rights:
6.4
Legal:

None

6.5

There are no financial implications arising from this report.

Finance:

None

6.6
Assets and
Property:

None

6.7
ICT and new
technologies:

None

6.8

Environmental: None

6.9
Risk
Management:

There are no significant issues in relation to the audited Annual
Accounts. Deloitte’s Annual Report on the 2016/17 audit was
presented as a separate item on the agenda.
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6.10 Policy and
Delegated Authority:

Shetland’s Integration Joint Board (IJB) was formally
constituted on 27 June 2015 and operates in accordance with
the approved Integration Scheme, Scheme of Administration,
and the Financial Regulations.
Regulations require that IJB Members consider the audited
annual accounts and approve them for signature by 30
September 2017 and publish them no later than 31 October
2017.

6.11

The proposals in this report have not

Previously
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considered by:

been presented to any other committee
or organisation.

Contact Details:
Karl Williamson, Chief Financial
Officer, karlwilliamson@nhs.net 8th September 2017
Appendices:
1 – Shetland Health and Social Care Partnership Audited Annual Accounts 2016/17
2 - Management representation letter
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Shetland Islands Council

Shetland Islands Integration
Joint Board
Annual Accounts
2016/17
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Introduction

Non-Voting Members:

The Shetland Islands Health and Social Care
Partnership (Integration Joint Board) is a body
corporate, established by Parliamentary Order
under section 9 of the Public Bodies (Joint
Working) (Scotland) Act 2014, on 27 June 2015.

• Mr S Bokor-Ingram (Chief Officer)
• Mrs M Nicolson (Chief Social Work Officer)
• Mr K Williamson (Chief Financial Officer)
• Ms S Beer (Carers’ Representative)
• Dr S Bowie (GP Representative)

The Parties:
Shetland Islands Council (“the Council” or “SIC”),
established under the Local Government etc.
(Scotland) Act 1994.
Shetland Health Board (“the Health Board” or
“NHS Shetland” or “NHSS”), established under
section 2(1) of the National Health Service
(Scotland) Act 1978 (operating as Shetland NHS
Board).
The Parties agreed the Integration Scheme of
Shetland Islands Health and Social Care
Partnership, which sets out the delegation of
function by the Parties to the Integration Joint
Board.
The Shetland Health and Social Care Partnership
Members for 2016/17 were as follows:

• Ms K Carolan (Lead Nurse for the Community)
– appointed January 2017
• Ms S Gens (Staff Representative)
• Mrs C Hughson (Third Sector Representative)
• Mr H Massie (Patient / Service User
Representative) – resigned December 2016
• Ms E Watson (Lead Nurse for the Community)
– became temporary voting member January
2017
• Mr I Sandilands (Staff Representative)
• Mr J Unsworth (Senior Consultant: Local Acute
Sector)

Voting Members:

Post Year End Changes to Voting Membership

• Mr B Fox (SIC Member)

• Mr B Fox (term ended 4 May 2017)

• Mr G Cleaver (SIC Member) – resigned

• Mr C Smith (term ended 4 May 2017)
• Mr A Wishart (term ended 4 May 2017)

January 2017
• Mr K Massey (NHS Shetland) –resigned 31
May 2016

• Mr M Burgess (SIC Member) – from 18 May
2017

• Mr T Morton (NHS Shetland) – appointed June
2016

• Mr Allison Duncan (Vice Chairperson) (SIC
Member) – from 18 May 2017

• Mr C Smith (Chairperson)

• Ms E Macdonald (SIC Member) – from 18 May

• Ms C Waddington (Vice Chairperson) –

2017
• Mr T Morton (NHS Shetland) – Resigned July

resigned January 2017
• Mrs E Watson (NHS Shetland) – appointed

2017 – position currently vacant

January 2017
• Mrs M Williamson (Vice Chairperson) appointed January 2017
• Mr A Wishart (SIC Member) – appointed
February 2017
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Management Commentary
The purpose of the Management Commentary is
to inform all users of these Accounts and help
them to understand the most significant aspects of
Shetland Islands Health and Social Care
Partnership’s financial performance for the year 1
April 2016 to 31 March 2017 and its financial
position as at 31 March 2017.
Background
Integration of health and social care is the Scottish
Government’s ambitious programme of reform to
improve services for people who use health and
social care services. Integration will ensure that
health and social care provision across Scotland
is joined-up and seamless, especially for people
with long-term conditions and disabilities, many of
whom are older people.
The Public Bodies (Joint Working) (Scotland) Act
was granted royal assent on 1 April 2014.
Shetland Islands Council and the Board of NHS
Shetland took the decision that the model of
integration of health and social care services in
Shetland would be the Body Corporate, known as
an Integrated Joint Board (IJB).
Under the Body Corporate model, the Health
Board and the Council delegate the responsibility,
for planning and resourcing service provision of
adult health and social care services to an
Integration Joint Board.
As a separate legal entity the IJB has full
autonomy and capacity to act on its own behalf
and can, accordingly, make decisions about the
exercise of its functions and responsibilities as it
sees fit.
The IJB is responsible for the strategic planning of
the functions delegated to it by SIC and NHS
Shetland. The Strategic Plan specifies the service
to be delivered by the Parties. The IJB is also
responsible for ensuring the delivery of its
functions through the locally agreed operational
arrangements set out within its Integration
Scheme.
The practical application of the Integration
Scheme will be managed and administered in
accordance with the Financial Regulations,
Standing Orders and Scheme of Administration of
the Parties as amended to meet the requirements
of the Act.

The IJB approved its Joint Strategic
(Commissioning) Plan 2016 -2019 on 28 June
2016.
Purpose and Objectives
The main purpose of integration is to improve the
wellbeing of people who use health and social
care services, particularly those whose needs are
complex and involve support from health and
social care at the same time. The Integration
Scheme is intended to achieve the National Health
and Wellbeing Outcomes prescribed by the
Scottish Ministers in Regulations under section
5(1) of the Act:
National Health and Wellbeing Outcomes
1. People are able to look after and improve their
own health and wellbeing and live in good
health for longer.
2. People, including those with disabilities or longterm conditions or who are frail are able to live,
as far as reasonably practicable, independently
and at home or in a homely setting in their
community.
3. People who use health and social care services
have positive experiences of those services,
and have their dignity respected.
4. Health and social care services are centred on
helping to maintain or improve the quality of life
of people who use those services.
5. Health and social care services contribute to
reducing health inequalities.
6. People who provide unpaid care are supported
to look after their own health and wellbeing,
including reducing any negative impact of their
caring role on their own health and wellbeing.
7. People using health and social care services
are safe from harm.
8. People who work in health and social care
services feel engaged with the work they do
and are supported to continuously improve the
information, support, care and treatment they
provide.
9. Resources are used effectively and efficiently
in the provision of health and social care.
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National Health and Wellbeing Outcomes
(continued)

the 2014 Mental Health review, carried out by the
local charity Mind Your Head, to address.

The following objectives were set out in the
Shetland Joint Strategic (Commissioning) Plan
2016 - 2019:
• That the main purpose of services which are
provided to meet integration functions is to
improve the wellbeing of services users; and
• That, in so far as consistent with the main
purpose, those services be provided in a way
which, so far as possible:
 is integrated from the point of view of service
users;
 takes account of the particular needs of
different service users;
 takes account of the particular needs of
service users in different parts of the area in
which the service is being provided;
 takes account of the particular
characteristics and circumstances of
different service users;
 respects the rights of service users;
 takes account of the dignity of service users;
 takes account of the participation by service
users in the community in which service
users live;
 protects and improves the safety of service
users;
 improves the quality of the service;
 is planned and led locally in a way which is
engaged with the community (including in
particular service users, those who look after
service-users and those who are involved in
the provision of health or social care);
 best anticipates needs and prevents them
arising; and
 makes the best use of the available facilities,
people and other resources.
Operational Review
For 2016/17 we set out to put in place
arrangements to improve our services through a
range of initiatives and we concentrated on six key
actions. We are pleased to report that we have
achieved two of these actions and are well on our
way to completing the remaining four. On one of
the actions, regarding the Mental Health Service,
we still have a number of recommendations from
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Achieved:
• Developed Integrated Locality Service Plans;
and
• Assisted Shetland Partnership with
implementing the redesign of community
justice.
In Progress:
• Implementing the findings outlined within the
Mental Health Review;
• Developing a Joint Organisational
Development and Workforce Strategy;
• Developing an Oral Health Strategy; and
• Developing Anticipatory Care Plans.
Shetland continues to perform well against peer
group comparators and the Scottish average.
Some areas worth highlighting are:
• Shetland is the best in Scotland for the
percentage of people spending the last six
months of life at home or in a community
setting;
• The percentage of adults with intensive needs
receiving care at home is well above the
Scotland average;
• The rate of emergency bed days is also low,
indicating fewer days are spent in hospital after
an emergency admission; and
• The re-admission rate to hospital within 28
days of discharge is low, indicating that
services are working at discharging people
when they are ready and then keeping them in
the community thereafter.
The operational management team had a
continued challenge to find further efficiencies
within the IJB budgets and considerable pressures
remain, which will require continued attention in
2017/18 and beyond in order to achieve a
balanced position.
Further detail on operational performance can be
found in the IJB Annual Performance Report
2016/17
at; http://www.shetland.gov.uk/Health_Social_Car
e_I
ntegration/documents/IJBAnnualPerformanceRep
ort2016-17Final.pdf
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Primary Financial Statements
The Annual Accounts detail Shetland Health and
Social Care Partnership’s transactions for the
period from 1 April 2016 to 31 March 2017. The
Annual Accounts are prepared in accordance with
the International Accounting Standards Board
(IASB) Framework for the Preparation and
Presentation of Financial Statements (IASB
Framework) as interpreted by the Code of
Practice on Local Authority Accounting in the
United Kingdom.
A description of the purpose of the primary
statements has been included immediately prior to
each of the financial statements: The Statement of
Income and Expenditure and the Balance Sheet.
These Statements are accompanied by Notes to
the Accounts which set out the Accounting
Policies adopted by the Partnership and provide
more detailed analysis of the figures disclosed on
the face of the primary financial statements.
The primary financial statements and notes to the
accounts, including the accounting policies, form
the relevant Annual Accounts for the purpose of
the auditor’s certificate and opinion. The
remuneration of the Chief Officer of the
Partnership is disclosed in the Remuneration
Report.
Financial Review
The Joint Strategic (Commissioning) Plan 20162019 sets out the functions which have been
delegated by the Parties and the associated
agreed budgets. The Plan was agreed by IJB
Members on 28 June 2016.

IJB. The expenditure detailed, also took into
account the proportionate refund and repayment
of underspend and overspend, respectively, by
the Parties.
Given the Statement of Income and Expenditure
for 2016/17 requires to show the actual
expenditure of the IJB in the year, the 2015/16
figures, whilst still apportioned as detailed above
have been restated to remove adjustments made
for over and underspend.
For the year-ended 31 March 2017 the IJB has
generated a surplus of £125k, after adjustment
has been made for fortuitous underspend repaid
to SIC and additional contribution made by NHS.
The Integration Scheme states that where there is
a planned, forecast, under spend on an element of
the operational budget due to agreed changes in
line with the Strategic Plan, this will be retained by
the IJB to either fund other service areas in-year
in line with the Strategic Plan or be carried forward
to fund services in subsequent years of the
Strategic Plan. However, any windfall under spend
will be returned to SIC and/or NHSS in line with
the original budget allocation for 2016/17.
The surplus of £125k represents the underspend
in the year of Scottish Government Additionality
Funding allocations agreed by the IJB to each of
the Parties. This funding will be carried forward
and the IJB can then make decisions on how best
it can be utilised to further its objectives, in line
with its Joint Strategic (Commissioning) Plan.

The purpose of the Annual Accounts is to present
a public statement on the stewardship of funds for
the benefit of both Members of the IJB and the
public. The IJB is funded by Shetland Islands
Council (SIC) and Shetland Health Board (NHSS).
The Statement of Income and Expenditure
presents the full economic cost of providing the
Board’s services in 2016/17.
The presentation of the Annual Accounts has
been revised for 2016/17, which represents the
first full year of operation for the IJB. As the IJB
only became live in November 2015, the Annual
Accounts for 2015/16 only disclosed a 19-week
proportion of the overall operating expenditure of
IJB, the proportion of the Chief Officer’s cost from
his appointment on 20 July 2016 and each party’s
additional contributions to the running costs of the
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Financial Transactions 2016/17
SIC
£000
1 Budgets delegated to the Parties from the IJB
2 Contribution from the Parties to the IJB (against delegated budgets)
3 (Surplus)/Deficit

NHSS
£000

Total
£000

(20,845) (22,605) (43,450)
20,431

23,958

44,389

(414)

1,353

939

4 Additional contributions from Parties to meet IJB Direct Costs

13

12

25

5 IJB Direct Costs (Audit fee, Insurance & Members Expenses)

(13)

(12)

(25)

6 Fortuitous underspend repaid to SIC

367

7 Additional contribution from NHS to IJB to meet overspend
8 Final position of IJB

(47)

-

367

(1,431)

(1,431)

(78)

(125)

The table on page 7 details the financial position for the IJB and is broken down by service area.
The outturn position to the end of March 2017 is an overall deficit of £939k which represents an underspend
in relation to services commissioned from SIC of £414k and an overspend in relation to services
commissioned from NHSS of £1.353m. The £939k deficit is detailed in Row 3 in the above table.
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The main reasons for significant variances from budget are explained on page 8

Service Heading
Mental Health
Substance Misuse
Oral Health
Pharmacy & Prescribing
Primary Care
Community Nursing
Directorate
Pensioners
Sexual Health
Adult Services
Adult Social Work
Community Care
Resources
Criminal Justice
Speech & Language
Therapy
Dietetics
Podiatry
Orthotics
Physiotherapy
Occupational Therapy
Health Improvement
Unscheduled Care
Renal
SG Additionality Funding
Integrated Care Fund
Efficiency Target

Annual Budget
Joint Budgets
Set aside
NHS
SIC
Budget
£000
£000
£000

Outturn
Joint Budgets
Set aside
NHS
SIC
Budget
£000
£000
£000

Total
£000

1,347
402
3,178
6,039
4,660
2,576
330
66
-

1,058
259
478
78
5,148
1,761

524
38
-

2,405

-

10,199
29

-

10,199

83
112
201
143
572
185
86
410
(1,357)

1,409
426
-

244
3,042
144
(420)

(1,777)

19,033

20,845

3,572

43,450

661
3,178
6,563
4,660
2,576
808
78
38
5,214
1,761

29
83
112
201
143
572
1,594
244
3,042
144
512
410

Outturn Variance
Joint Budgets
Set aside
NHS
SIC
Budget
£000
£000
£000

Total
£000

1,267
392
3,143
5,909
5,022
2,559
344
72
-

1,097
243
177
76
4,955
2,176

537
41
-

2,364

-

9,920
18

-

9,920

73
105
191
140
533
174
8
444
(599)

1,390
379
-

238
3,461
185
(281)

19,777

20,431

4,181

7

Page 31 of 293

635
3,143
6,446
5,022
2,559
521
76
41
5,027
2,176

18
73
105
191
140
533
1,564
238
3,461
185
387
444
(880)
44,389

80
10
35
130
(362)
17
(14)
(6)
-

(39)
16
301
2
193
(415)

(13)
(3)
-

-

279
11

-

10
7
10
3
39
11
78
(34)
(758)

19
47
-

6
(419)
(41)
(139)

(744)

414

(609)

Total
£000
41
26
35
117
(362)
17
287
2
(3)
187
(415)
279
11
10
7
10
3
39
30
6
(419)
(41)
125
(34)
(897)
(939)

Pharmacy & Prescribing – Underspend of
£117k
There was a £46k underspend in specialist drugs
due to delayed commencement of HEP C
treatment, combined with other minor
underspends across the service.
Primary Care –Overspend of £362k

HS/S5/18/16/6
self-directed support packages where
increased demand has been seen in the year;
• rolling vacancies across the service, often
taking several months to recruit to; and
• difficulty in recruitment despite efforts to
promote careers in the care sector.
This was offset by additional holiday pay costs of
£224k, payable as a result of a legal ruling.

Due to difficulty in recruiting and retaining General
Practitioners, there has been an overspend of
£311k in Primary Care as locum cover was
required in Yell, Unst, Whalsay and Lerwick. In
addition to this, the Hildasay 17c practice should
have received £61k from the General Medical
Council global sum payment, but no additional
funding was provided.
Directorate – Underspend of £287k
There was an underspend in training costs of
£148k due to changes in training priorities and
insufficient cover availability in some areas to
allow employees to be released for training.
Adult Services – Underspend of £187k
Due to vacant posts in the first half of the year at
Eric Gray Resource Centre and across the
Supported Living and Outreach service there was
an underspend of £213k in the year, this was offset by additional holiday pay costs of £90k
payable as a result of a legal ruling.

There was over-achievement of Board and
Accommodation income in the year of £217k.
Charging income can vary significantly as it is
dependent on the financial circumstances or
those receiving care.
There was a net underspend in provision of Meals
of £70k, due to savings from centralising kitchen
provision in Lerwick, more efficient procurement
and an overall reduction in demand for meals,
linked to more meal preparation being provided in
people’s home.
The underspend was off-set by unbudgeted
expenditure on essential equipment and furniture
replacement and repairs of £165k, including the
costs of upgrading the nurse call systems and
replacement flooring at several care homes and
an overspend on Independent Sector Placements
of £201k for which Council Contingency was
available, but not applied due to the overall
underspend in Council delegated budgets.
Unscheduled care – Overspend of £419k

Borrowing costs budgeted in respect of the Eric
Gray Replacement Project were less than
anticipated due to re-profiling of capital funding,
leading to an underspend of £89k.
Adult Social Work – Overspend of £415k
There was an overspend in Adult Social Work of
£469k in respect of Off-Island Placements for
which Council contingency was available, but not
applied due to the overall underspend in Council
delegated budgets.
Community Care Resources – Underspend of
£279k
There was an underspend in employee costs
budgets of £765k, due to:
• less than budgeted hours of care at home
being delivered in the year, as hours required
are difficult to predict. Individuals now also
have the choice to access home care through

Overspend of £303k in relation to locum
requirements to cover consultant and junior doctor
rotas. Nursing pay overspend of £75k due to
increases in patient acuity levels e.g. mental
health and dementia patients who often required
one on one care.
Integrated Care Funding
The Integrated Care Fund (ICF) was provided by
the Scottish Government in 2015/16 to help
Health and Social Care Partnership to support
investment in integrated services. In March 2015,
the Cabinet Secretary for Health, Wellbeing and
Sport announced that an additional £100m would
be made available to Health and Social Care
Partnerships through the ICF in each of the
financial years 2016/17 and 2017/18.
The Shetland IJB funding allocation for 2016/17
was £410k. The plan for use of this funding was
developed alongside the work on the Joint
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Strategic (Commissioning) Plan 2016 – 2019. It
was hoped to continue building the capabilities to
shift the balance of care further to community
settings, with support to people to maintain and
enhance independence seen as key to enhancing
people’s lives, whilst maintaining service provision
for those that most need it in the face of
diminishing resources.
The funding has been utilised in full during
2016/17 on a range of integration projects, with
the majority of the money being used to provide
the Intermediate Care Service.

Of the £880k savings achieved, £224k
represented recurring savings and £656k were
non-recurrent.

Scottish Government Additionality Funding –
Underspend of £125k

2017/18 Budget and Medium Term Financial
Outlook

The Scottish Government allocated £250m of
funding nationally in 2016-17 to the health and
social care partnership to support the delivery of
improved outcomes in social care, help drive the
shift toward prevention and further strengthen its
approach to tackling inequalities. Shetland Health
and Social Care Partnership was allocated
£1.024m of this funding.

The 2017/18 budget was noted on 10 March 2017
as part of the 2017/18 Strategic Commissioning
Plan. The plan also contains an indicative budget
allocation for 2018/19 and 2019/20.

As per Scottish Government guidance, £512k of
the funding was provided to help meet a range of
existing costs faced by local authorities in the
delivery of effective and high quality health and
social care services in the context of reducing
budgets. The remaining £512k was available to
support integration projects and the IJB agreed it
would be used as follows:
•
•
•

Support for increased demand for SelfDirected Support packages - £348k;
Recruitment of 2 therapist posts for the
Re-ablement Programme in Care Homes £86k; and
Funding for Hospital Discharge Liaison
Staff - £78k.

The IJB recognises an underspend in this funding
of £125k, due to less demand for Self-Directed
Support packages than anticipated in year, £47k,
and delays in recruitment of staffing in relation to
the Re-ablement Programme in Care Homes,
£78k.
Efficiency Target
A Recovery Plan of £1,777k was put in place for
the IJB to address the efficiency savings required
within the NHS budgets for directly managed and
set-aside services. As at 31 March 2017, there
was an underachievement of £897k against the
Recovery Plan.

The Balance Sheet as at 31 March 2017
The IJB carries a General Reserve of £125k as at
31 March 2017. This reserve was created from an
underspend in the Scottish Government
Additionality Funding.

The Shetland IJB, like many others, faces
significant financial challenges and is required to
operate within tight fiscal constraints for the
foreseeable future due to the continuing difficult
national economic outlook and increasing demand
for services. Additional funding of £250m was
announced for Health and Social Care
Partnerships for 2016/17 with an additional
£110m allocated nationally in 2017/18. These
additional funds are intended to address social
care pressures, as well as providing funding to
offset the costs of the national Living Wage and
reduced income through increased charging
thresholds. Despite this additional funding,
pressure continues on public sector expenditure
at a UK and Scottish level with further reductions
in government funding predicted in 2018/19.
The anticipated reduction in funding coupled with
the demographic challenges which Shetland is
facing, results in key risks which can be
summarised as follows:
• Increased demand for services alongside
reducing resources;
• The wider financial environment which
continues to be challenging; and
• Political uncertainty including the Brexit
negotiations, the financial powers arising from
the Scotland Act 2012 and recommendations
arising from the Smith Commission.
There is currently a shortfall in 2017/18, which is
attributed to the services commissioned from the
NHS. Planned Savings and Efficiency projects
totalling £1.291m have been agreed but there is
still a £1.208m shortfall that has to be addressed.
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Work is ongoing to identify further service
redesign that delivers the required savings and
efficiencies to close the remaining funding gap.
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Annual Governance Statement

The Governance Framework and Internal
Control System

Introduction
The Annual Governance Statement explains the
IJB’s governance arrangements and reports on
the effectiveness of the IJB’s system of internal
control.
Scope of Responsibility
The Integration Joint Board (IJB) is responsible
for ensuring that its business is conducted in
accordance with the law and appropriate
standards, that public money is safeguarded,
properly accounted for, and used economically,
efficiently and effectively. The IJB also aims to
foster a culture of continuous improvement in the
performance of the IJB’s functions and to make
arrangements to secure Best Value.
In discharging these responsibilities, the Chief
Officer has a reliance on the systems of internal
control of both Shetland NHS Board (the Health
Board) and Shetland Islands Council (the Council)
that support compliance with both organisations’
policies and promote achievement of each
organisation’s aims and objectives, as well as
those of the IJB.
The IJB has adopted a Local Code of Corporate
Governance (“the Local Code”) consistent where
appropriate with the six principles of CIPFA and
the Society of Local Authority Chief Executives
(SOLACE) framework “Delivering Good
Governance in Local Government”. This
statement explains how the IJB has complied with
the Local Code and also meets the Code of
Practice on Local Authority Accounting in the UK,
which details the requirement for an Annual
Governance Statement.
Purpose of Internal Control
The system of internal control is based on an
ongoing process designed to identify, prioritise
and manage the risks facing the organisation. The
system aims to evaluate the nature and extent of
failure to achieve the organisation’s policies, aims
and objectives and to manage risks efficiently,
effectively and economically. As such it can
therefore only provide reasonable and not
absolute assurance of effectiveness.
The system of internal control has been in place
at the IJB for the financial year ended 31 March
2017 and up to the date of the approval of the
Statement of Accounts.

The Board of the IJB comprises the Chair and 5
Members with voting rights; 3 are Council
Members appointed by the Council and 3 are
Health Board Members appointed by the Health
Board from among those Members of the local
NHS system appointed by Scottish Ministers. The
IJB via a process of delegation from the Health
Board and the Council has responsibility for the
planning, resourcing and operational delivery of
all integrated health and social care within its
geographical area through its Chief Officer. The
IJB also has strategic planning responsibilities for
a range of acute health services for which the
budget is “set aside”.
The main features of the IJB’s system of internal
control are summarised below.
• The overarching strategic vision and objectives
of the IJB are detailed in the IJB’s Integration
Scheme which sets out the key outcomes the
IJB is committed to delivering through the
Council and the Health Board as set out in the
IJB’s Strategic Plan and Annual Financial
Statement.
• Services are able to demonstrate how their
own activities link to the IJB’s vision and
priorities through their Corporate Improvement
Plans and Service Plans.
• Performance management, monitoring of
service delivery and financial governance is
provided through quarterly reports to the IJB as
part of the Planning and Performance
Management Framework. Quarterly reports
include financial monitoring of the integrated
budget and the “set aside” budget, the IJB Risk
Registers, performance against national
outcome measures, local outcome measures
and service development projects. The IJB
also receives regular reports from the joint
Council, Health Board and IJB Clinical, Care
and Professional Governance Committee and
the IJB Audit Committee.
• The Participation and Engagement Strategy
sets out the IJB’s approach to engaging with
stakeholders. Consultation on the future vision
and activities of the IJB is undertaken
collaboratively with the Council and the Health
Board and through existing community
planning networks. The IJB publishes
information about its performance regularly as
part of its public performance reporting.
• The IJB operates within an established
procedural framework. The roles and
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responsibilities of Board Members and officers
are defined within Standing Orders, Scheme of
Administration and Financial Regulations;
these are subject to regular review.
• Effective scrutiny and service improvement
activities are supported by the formal
submission of reports, findings and
recommendations by Audit Scotland, the
external auditors, national inspection agencies
and the appointed Internal Audit service to the
IJB’s Senior Management Team, to the IJB
and the main Board and Audit Committee.
• The IJB follows the principles set out in
COSLA’s Code of Guidance on Funding
External Bodies and Following the Public
Pound for both resources delegated to the
Partnership by the Health Board and the
Council and resources paid to its Council and
Health Board Partners.
• Responsibility for maintaining and operating an
effective system of internal financial control
rests with the Chief Financial Officer. The
system of internal financial control is based on
a framework of regular management
information, Financial Regulations and
Standing Financial Instructions, administrative
procedures (including segregation of duties),
management and supervision, and a system of
delegation and accountability. Development
and maintenance of the system is undertaken
by managers within the IJB.
• The IJB’s approach to risk management is set
out in the Integration Scheme and IJB Risk
Management Strategy. Reports on risk
management are considered regularly by the
Health and Social Care Management Team
with quarterly reporting on the IJB Risk
Registers to the IJB Board and an annual
report to the IJB Audit Committee.
• IJB Board Members observe and comply with
the Nolan Seven Principles of Public Life.
Comprehensive arrangements are in place to
ensure IJB Board Members and officers are
supported by appropriate training and
development.
• Staff of both the NHS and Council are made
aware of their obligations to protect client,
patient and staff data. The NHS Scotland Code
of Practice on Protecting Patient Confidentiality
has been issued to all NHS Shetland staff
working in IJB directed services and all staff
employed by the Council working in IJB
directed services have been issued with the
SSSC Codes of Practice.

Review of Adequacy and Effectiveness

The IJB has responsibility for conducting at least
annually, a review of effectiveness of the system
of internal control and the quality of data used
throughout the organisation. The review is
informed by the work of the Service Managers
within the Council and the Health Board (who
have responsibility for the development and
maintenance of the internal control framework
environment), the work of the internal auditors,
the Chief Internal Auditor’s annual report, and
reports from external auditors and other review
agencies and inspectorates.
The review of the IJB’s governance framework is
supported by a process of self-assessment and
assurance certification by Directors within the
Council and the Health Board. The IJB directs the
Council and the Health Board to provide services
on its behalf and does not provide services
directly. Therefore, the review of the effectiveness
of the governance arrangements and systems of
internal control within the IJB places reliance upon
the individual bodies’ management assurances in
relation to the soundness of their systems of
internal control.
There was one significant internal control issue
identified by the 2016/17 Internal Audit Report.
The key area of concern centred on the 2016/17
Financial Recovery Plan which ultimately failed
with unachieved savings of £897k which
contributed to the £1.353 million overall NHSS
shortfall. This shortfall was however met by NHS
Shetland from non-recurrent funding.
The Recovery Plan for 2016/17 presented to the
IJB in March 2016 was not robust and did not
have clear SMART (Specific, Measurable,
Achievable, Relevant and Timely) attributes. It
did not clearly articulate what needed to be done
or how this would be delivered. Detailed plans on
delivery were never presented to the IJB.
Given that there is now a Recovery Plan for
2017/18 which requires £2.5 million of savings it is
vital that lessons are learned from 2016/17.
Actions in response to the 2016/17 Internal Audit
report have now been agreed and will be
presented to the IJB Audit Committee in August
2017. To address the specific issue concerning the
Recovery Plan a Transformational Change
Programme Board has been established which will
direct and co-ordinate the work around the agreed
change management projects.
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Roles and Responsibilities of the Audit
Committee and Chief Internal Auditor

Council to address financial issues and is a
member of the Local Partnership Finance Team.

IJB Members and officers of the IJB are
committed to the concept of sound internal control
and the effective delivery of IJB services. The
IJB’s Audit Committee operates in accordance
with CIPFA’s Audit Committee Principles in Local
Authorities in Scotland and Audit Committees:
Practical Guidance for Local Authorities.

The Partnership complies with the requirements
of the CIPFA Statement on “The Role of the Head
of Internal Audit in Public Organisations 2010”.
The IJB’s appointed Chief Internal Auditor has
responsibility for the IJB’s internal audit function
and is professionally qualified and suitably
experienced to lead and direct internal audit staff.
The Internal Audit service generally operates in
accordance with the CIPFA “Public Sector Internal
Audit Standards 2013”.

The Audit Committee performs a scrutiny role in
relation to the application of CIPFA’s Public
Sector Internal Audit Standards 2013 (PSIAS) and
reviews the performance of the IJB’s Internal
Audit Service. The appointed Chief Internal
Auditor has responsibility to review independently
and report to the Audit Committee annually, to
provide assurance on the adequacy and
effectiveness of the IJB’s system of internal
control.
The internal audit service undertakes an annual
programme of work, approved by the Audit
Committee, based on a strategic risk assessment.
The appointed Chief Internal Auditor provides an
independent opinion on the adequacy and
effectiveness of internal control.

Internal Control Issues and Planned Actions
The IJB continues to recognise the need to
exercise strong management arrangements to
manage the pressures common to all public
bodies. Regular reviews of the IJB’s
arrangements are undertaken by the appointed
internal auditors and overall the IJB’s
arrangements are sound. The key area of
concern is currently in relation to the 2017/18
Financial Recovery Plan. The Chief Officer has
agreed action to address this governance issue
and has provided assurance that the audit
recommendations will be implemented.

The work undertaken for 2016/17 focused on the
Strategic Commissioning Plan, the Financial
Recovery Plan and the Integrated Care Fund.
The Chief Internal Auditor has also conducted a
review of all relevant NHS Shetland Internal Audit
reports issued in the financial year by Scott
Moncrieff.
On the basis of the audit work undertaken during
the reporting period, the Chief Internal Auditor is
able to conclude that a reasonable level of
assurance can be given that the system of
internal control is operating effectively within the
organisation.
Compliance with Best Practice
The IJB complies with the CIPFA Statement on
“The Role of the Chief Financial Officer in Local
Government 2010”. The IJB’s Chief Finance
Officer has overall responsibility for the IJB’s
financial arrangements and is professionally
qualified and suitable experienced to lead the
IJB’s finance function and to direct finance staff in
both partner organisations to ensure the effective
financial management of the IJB. The Chief
Financial Officer has direct access to the Director
of Finance in Shetland NHS Board and the
Executive Manager – Finance in Shetland Islands
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Assurance
Subject to the above, and on the basis of
assurances provided, we consider that the
internal control environment operating during the
reporting period provides reasonable and
objective assurance that any significant risks
impacting upon the achievement of our principal
objectives will be identified and actions taken to
avoid or mitigate their impact. Systems are in
place to continually review and improve the
internal control environment and action plans are
in place to identify identified areas for
improvement.

………………………...
Simon Bokor-Ingram
Chief officer
21 September 2017

………………………...
Marjorie Williamson
Chair
21 September 2017
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Remuneration Report

Remuneration: IJB Chair and Vice Chair

Introduction

The voting members of the Integration Joint Board
shall comprise three persons appointed by NHS
Shetland (NHSS), and three persons appointed
by the Shetland Islands Council (SIC).
Nomination of the IJB Chair and Vice Chair post
holders alternates between a Councillor and a
Health Board representative.

This Remuneration Report is provided in
accordance with the Local Authority Accounts
(Scotland) Regulations 2014. It discloses
information relating to the remuneration and
pension benefits of specified IJB members and
staff.
The information in the tables below is subject to
external audit. The explanatory text in the
Remuneration Report is reviewed by the external
auditors to ensure it is consistent with the financial
statements.

Taxable
Name
Expenses
2015/16

The IJB does not provide any additional
remuneration to the Chair, Vice Chair or any other
board members relating to their role on the IJB.
The IJB does not reimburse the relevant partner
organisations for any voting board member costs
borne by the partner. The details of the Chair and
Vice Chair appointments and any taxable
expenses paid by the IJB are shown below:

Post Held

Nominating
Organisation

£

Taxable
Expenses
2016/17
£

Chairperson (April 2016 to March
2017)
Vice Chairperson (April 2016 to
- Ms C Waddington
January 2017)
Vice Chairperson (January 2017 to
- Mrs M Williamson
March 2017)
- Mr C Smith

The IJB does not have responsibilities, either in
the current year or in future years, for funding any
pension entitlements of voting IJB members.
Therefore, no pension rights disclosures are
provided for the Chair or Vice Chair.

SIC

-

NHSS

-

NHSS

-

Other Officers
No other staff are appointed by the IJB under a
similar legal regime and no other non-voting
board members of the IJB meet the criteria for
disclosure.

Remuneration: Officers of the IJB
The IJB does not directly employ any staff in its
own right, however specific post-holding officers
are non-voting members of the Board.
Chief Officer
Under section 10 of the Public Bodies (Joint
Working) (Scotland) Act 2014 a Chief Officer for
the IJB has to be appointed and the employing
partner has to formally second the officer to the
IJB. The employment contract for the Chief
Officer will adhere to the legislative and regulatory
framework of the employing partner organisation.
The remuneration terms of the Chief Officer’s
employment are approved by the IJB.

All Partnership officers are employed by either
NHS Shetland or Shetland Islands Council, and
remuneration to senior staff is reported through
the employing organisation.
The Chief Officer is employed by NHS Shetland
but this is a joint post with Shetland Islands
Council, with 50% of his cost being recharged to
the Council. Performance appraisal and terms and
conditions of service are in line with NHS Scotland
circulars and continuity of service applies. Formal
line management is provided through the Chief
Executive, NHS Shetland, but the Director of
Community Health and Social Care is accountable
to both the Chief Executive of NHS Shetland and
the Chief Executive of Shetland Islands Council.
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The IJB approved the appointment of the Chief
Financial Officer at its meeting on 20 July 2015.
The role of Chief Financial Officer for the IJB is
carried out by the NHS Shetland Head of Finance
& Procurement, Karl Williamson, with NHS
Shetland meeting his full cost.
Post held

Senior Employees
Simon Bokor-Ingram

Remuneration

The Chief Officer received the following
remuneration during 2016/17:

2016/17

Salary,
Fees and
Allowances
£
Chief Officer
92,432

HS/S5/18/16/6

2015/16*
Taxable
Total
Total
Expenses Remuneration Remuneration
£
£
£
92,432
63,460

* 2015/16 information relates to the period from the Chief Officer’s appointment on 20 July 2015 to 31
March 2016.
Disclosure by Pay Bands
As required by the regulations, the following table shows the number of persons whose remuneration for
the year was £50,000 or above, in bands of £5,000 (where bands are missing, values were nil for 2015/16
and 2016/17).
Number of Employees in Band
Remuneration Band
2015/16
1 £60,000 - £64,999
- £90,000 - £94,000
1 Total
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Number of Employees in Band
2016/17
1
1
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Pension benefits
In respect of officers’ pension benefits, the statutory liability for any future contributions to be made rests with the relevant employing partner organisation. On
this basis, there is no pensions liability reflected on the IJB balance sheet for the Chief Officer or any other officers.
The IJB, however, has responsibility for funding the employer contributions for the current year in respect of the officer time spent on fulfilling the
responsibilities of their role on the IJB. The table below shows the IJB’s funding during the year to support officers’ pension benefits. The table also shows
the total value of accrued pension benefits which may include benefits earned in other employment positions and from each officer’s own contributions.
The Chief Officer participates in the National Health Service Superannuation Scheme (Scotland). The scheme is an unfunded statutory public service pension
scheme with benefits underwritten by the UK Government. The scheme is financed by payments from employers and from those current employees who are
members of the scheme and paying contributions at progressively higher marginal rates based on pensionable pay, as specified in the regulations.
Pension entitlement for the Chief Officer for the year to 31 March 2017 is shown in the table below, together with the contribution made to this pension by the
employing body.

Name of Senior Official

Simon Bokor-Ingram

In-Year Employer Pension Contributions
Year ending Year ending
Designation
31 March
31 March
2017
2016
£
£
ER
13,516
13,383 Pension
Chief Officer
Strain
- Lump Sum

Accrued Pension Benefits
As at 31
As at 31
Increase
March 2017 March 2016 (Decrease)
£
27,272
71,668

……………………………………...
Simon Bokor-Ingram
Chief Officer

………………………....................
Marjorie Williamson
Chair

21 September 2017

21 September 2017

17
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£
25,918
72,645

£
1,354
(977)
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The Chief Financial Officer’s Responsibilities

Statement of Responsibilities for the
Annual Accounts
The Integration Joint Board’s Responsibility
The Integration Joint Board is required to:
• make arrangements for the proper
administration of its financial affairs and to
secure that the proper officer has the
responsibility for the administration of those
affairs (section 95 of the Local Government
(Scotland) Act 1973). In this Integration Joint
Board, the proper officer is the Chief Financial
Officer;
• manage its affairs to secure economic, efficient
and effective use of resources and to
safeguard its assets;

The Chief Financial Officer is responsible for the
preparation of the Board’s Annual Accounts in
accordance with proper practices as required by
legislation and as set out in the CIPFA/LASAAC
Code of Practice on Local Authority Accounting in
the United Kingdom (the Accounting Code).
In preparing this Annual Accounts, the Chief
Financial Officer has:
• selected suitable accounting policies and then
applied them consistently;
• made judgements and estimates that were
reasonable and prudent;
• complied with legislation; and
• complied with the local authority Accounting
Code (in so far as it is compatible with
legislation).

• ensure the Annual Accounts are prepared in
accordance with legislation (The Local
Authority Accounts (Scotland) Regulations
2014) and, so far as is compatible with that
legislation, in accordance with proper
accounting practices (section 12 of the Local
Government in Scotland Act 2003); and

The Chief Financial Officer has also:

• approve the Annual Accounts for signature.

• taken reasonable steps for the prevention and
detection of fraud and other irregularities.

I can confirm that these Annual Accounts were
approved for signature by the Integration Joint
Board on 23 June 2017.

• kept adequate accounting records which were
up to date;

Signed on behalf of Shetland Islands Integration
Joint Board.

I certify that the Annual Accounts give a true and
fair view of the financial position of the Integration
Joint Board at the reporting date and the
transactions of the Integration Joint Board for the
year ended 31 March 2017.

………………………...
Marjorie Williamson
Chair
21 September 2017

....................................
Karl Williamson
Chief Financial Officer
21 September 2017
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Independent Auditor’s Report to the
Members of Shetland Islands Integration
Joint Board and the Accounts
Commission
This report is made solely to the parties to whom
it is addressed in accordance with Part VII of the
Local Government (Scotland) Act 1973 and for no
other purpose. In accordance with paragraph 120
of the Code of Audit Practice approved by the
Accounts Commission, we do not undertake to
have responsibilities to members or officers, in
their individual capacities, or to third parties.
Report on the audit of the financial statements
Opinion on financial statements
We certify that we have audited the financial
statements in the annual accounts of Shetland
Islands Integration Joint Board for the year ended
31 March 2017 under Part VII of the Local
Government (Scotland) Act 1973. The financial
statements comprise the Comprehensive Income
and Expenditure Statement, Movement in
Reserves Statement, Balance Sheet and notes to
the financial statements, including a summary of
significant accounting policies. The financial
reporting framework that has been applied in their
preparation is applicable law and International
Financial Reporting Standards (IFRSs) as
adopted by the European Union, and as
interpreted and adapted by the Code of Practice
on Local Authority Accounting in the United
Kingdom 2016/17 (the 2016/17 Code).
In our opinion the accompanying financial
statements:
• give a true and fair view in accordance with
applicable law and the 2016/17 Code of the
state of affairs of the body as at 31 March
2017 and of its surplus on the provision of
services for the year then ended;
•

have been properly prepared in accordance
with IFRSs as adopted by the European
Union, as interpreted and adapted by the
2016/17 Code; and
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•

have been prepared in accordance with the
requirements of the Local Government
(Scotland) Act 1973, The Local Authority
Accounts (Scotland) Regulations 2014, and
the Local Government in Scotland Act 2003.

Basis of opinion
We conducted our audit in accordance with
applicable law and International Standards on
Auditing in the UK and Ireland (ISAs (UK&I)). Our
responsibilities under those standards are further
described in the Auditor’s Responsibilities for the
Audit of the Financial Statements section of our
report. We are independent of the body in
accordance with the ethical requirements that are
relevant to our audit of the financial statements in
the UK including the Financial Reporting
Council’s Ethical Standards for Auditors, and we
have fulfilled our other ethical responsibilities in
accordance with these requirements. We believe
that the audit evidence we have obtained is
sufficient and appropriate to provide a basis for
our opinion.
Responsibilities of the Chief Financial Officer
for the financial statements
As explained more fully in the Statement of
Responsibilities, the Chief Financial Officer is
responsible for the preparation of financial
statements that give a true and fair view in
accordance with the financial reporting
framework, and for such internal control as the
Chief Financial Officer determines is necessary to
enable the preparation of financial statements
that are free from material misstatement, whether
due to fraud or error.
Auditor’s responsibilities for the audit of the
financial statements
Our responsibility is to audit and express an
opinion on the financial statements in accordance
with applicable legal requirements and ISAs
(UK&I) as required by the Code of Audit Practice

Page 44 of 293

HS/S5/18/16/6
approved by the Accounts Commission. Those
standards require us to comply with the Financial
Reporting Council’s Ethical Standards for
Auditors. An audit involves obtaining evidence
about the amounts and disclosures in the
financial statements sufficient to give reasonable
assurance that the financial statements are free
from material misstatement, whether caused by
fraud or error. This includes an assessment of:
whether the accounting policies are appropriate to
the circumstances of the body and have been
consistently applied and adequately disclosed;
the reasonableness of significant accounting
estimates made by the Chief Financial Officer;
and the overall presentation of the financial
statements.

statements in accordance with ISAs (UK&I), our
responsibility is to read all the financial and nonfinancial information in the annual accounts to
identify material inconsistencies with the audited
financial statements and to identify any
information that is apparently materially incorrect
based on, or materially inconsistent with, the
knowledge acquired by us in the course of
performing the audit. If we become aware of any
apparent material misstatements or
inconsistencies we consider the implications for
our report.

Our objectives are to achieve reasonable
assurance about whether the financial statements
as a whole are free from material misstatement,
whether due to fraud or error, and to issue an
auditor’s report that includes our opinion.
Reasonable assurance is a high level of
assurance, but is not a guarantee that an audit
conducted in accordance with ISAs (UK&I) will
always detect a material misstatement when it
exists. Misstatements can arise from fraud or
error and are considered material if, individually or
in the aggregate, they could reasonably be
expected to influence the economic decisions of
users taken on the basis of these financial
statements.

We are required by the Accounts Commission to
express an opinion on the following matters.

Report on other requirements
Opinions on other prescribed matters

In our opinion, the auditable part of the
Remuneration Report has been properly prepared
in accordance with The Local Authority Accounts
(Scotland) Regulations 2014.
In our opinion, based on the work undertaken in
the course of the audit.
•

Other information in the annual accounts
The Chief Financial Officer is responsible for the
other information in the annual accounts. The
other information comprises the information other
than the financial statements and our auditor’s
report thereon. Our opinion on the financial
statements does not cover the other information
and we do not express any form of assurance
conclusion thereon except on matters prescribed
by the Accounts Commission to the extent
explicitly stated later in this report.

•

the information given in the Management
Commentary for the financial year for which
the financial statements are prepared is
consistent with the financial statements and
that report has been prepared in accordance
with statutory guidance issued under the
Local Government in Scotland Act 2003; and
the information given in the Annual
Governance Statement for the financial year
for which the financial statements are
prepared is consistent with the financial
statements and that report has been prepared
in accordance with the Delivering Good
Governance in Local Government: Framework
(2016).

Matters on which we are required to report by
In connection with our audit of the financial
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exception
We are required by the Accounts Commission to
report to you if, in our opinion:
• adequate accounting records have not been
kept; or
• the financial statements and the auditable part
of the Remuneration Report are not in
agreement with the accounting records; or
•

we have not received all the information and
explanations we require for our audit; or

•

there has been a failure to achieve a
prescribed financial objective.

•

We have nothing to report in respect of these
matters.

…………………………
Pat Kenny, CPFA (for and on behalf of Deloitte
LLP)
110 Queen Street
Glasgow
G1 3BX
United Kingdom
21 September 2017
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Comprehensive Income and Expenditure Statement for the period from 1 April 2016 to 31 March 2017
The Comprehensive Income and Expenditure Statement shows the accounting costs of providing the service in accordance with generally accepted
accounting practices (GAAP).
2015/16

2015/16

2015/16

Gross
Expenditure
As Restated*
£000

Gross
Income
As Restated
£000

Net
Expenditure
As Restated
£000

8,922
7,058
19
15,999
15,999
15,999

(15,999)
(15,999)
(15,999)

8,922
7,058
19
15,999

2016/17
Gross
Notes Expenditure
£000
Health Services
Social Care Services
Corporate Services
Cost of Services

(15,999) Taxation and Non-Specific Grant Income
- (Surplus) / Deficit on provision of services
- Total Comprehensive Income and Expenditure

3
3
3

24,838
20,430
25
45,293

4

45,293
45,293

2016/17

2016/17

Gross
Net
Income Expenditure
£000
(45,418)
(45,418)
(45,418)

£000
24,838
20,430
25
45,293
(45,418)
(125)
(125)

The IJB was established on 27 June 2015, but only became live and commenced delivery of health and care services on 20 November 2015. Consequently,
the 2016/17 financial year is the first fully operational financial year of the IJB and the figures above reflect this.
There are no statutory or presentation adjustments which affect the IJB’s application of the funding received from partners. The movement in the General Fund
balance is therefore solely due to the transactions shown in the Comprehensive Income and Expenditure Statement. Consequently, an Expenditure and Funding
Analysis is not provided in these annual accounts.
*Details of the prior period adjustment are disclosed in note 11.

22
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Movement in Reserves Statement

The Movement of Reserves Statement shows the movement in the year in the IJB’s reserves.
Movements in Reserves During 2016/17
Opening Balance at 31 March 2016

General Fund
Balance
£000
-

Unusable
Reserves
£000
-

Total Comprehensive Income and Expenditure

(125)

-

Increase or Decrease in 2016/17

(125)

-

Closing Balance at 31 March 2017

(125)

-

Total
Reserves
£000
(125)
(125)
(125)

The IJB had no reserves or movement in reserves in the period from 27 June 2015 to 31 March 2016, so a
Movement in Reserves Statement for 2015/16 was not required.
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Balance Sheet as at 31 March 2017

The Balance Sheet shows the value of the assets and liabilities as at the balance sheet date. The net
assets of the IJB (asset less liabilities) are matched by the reserves held by the IJB.
As at 31
March 2016

As at 31
March 2017

As Restated*
£000
15,999 Short-term Debtors
15,999 Current Assets

Notes

(15,999) Short-term Creditors
(15,999) Current Liabilities

£000

5

45,418
45,418

6

(45,293)
(45,293)

- Net Assets

125

- Usable Reserves
- Total Reserves

125
125

The Statement of Accounts presents a true and fair view of the financial position of the Integration Joint
Board as at 31 March 2017 and its income and expenditure for the year then ended.
The unaudited Annual Accounts were authorised for issue on 23 June 2017 and the audited accounts were
authorised for issue on 21 September 2017.
*Details of the prior period adjustment are disclosed in note 11.

....................................
Karl Williamson
Chief Financial Officer
21 September 2017
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Notes to the Primary Financial Statements
Note 1: Summary of Significant
Accounting Policies
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The accounting policies which have a significant
effect on the amounts recognised in the financial
statements of the IJB are summarised below.
A Accruals of income and expenditure

General Principles
The Financial Statements summarise the
authority’s transactions for the 2016/17 financial
year and its position as at 31 March 2017.
The IJB was established under the requirements
of the Public Bodies (Joint Working) (Scotland)
Act 2014 and is a Section 106 body as defined in
the Local Government Act 1973 and as such are
required to prepare their Annual Accounts in
compliance with the Code of Practice on
Accounting for Local Authorities in the United
Kingdom.
The Code specifies the applicable accounting
policies for:
• selecting measurement bases for recognising
assets, liabilities, gains and losses in the
Annual Accounts;
• making changes to reserves; and
• the minimum disclosure requirements.
A valid estimation technique can be used to
derive the monetary amount (i.e. the one that best
reflects the economic reality of a transaction or
event) to be recognised in the financial
statements in such circumstances when the basis
of measurement for the monetary amount cannot
be applied with certainty (and the range of options
is considered to be material).
Accounting Conventions and Concepts
The accounting convention adopted in the Annual
Accounts is historical cost.
The concept of the IJB as a going concern is
based on the premise that its functions and
services will continue in existence for the
foreseeable future.
The concept of materiality derives from the
premise that financial statements need not be
precisely accurate to represent a true and fair
view. It is a matter of professional judgement as
to whether users of the accounts could come to
different conclusions about the IJB's standards of
stewardship or make different economic decisions
as a result of deviations from the provisions set
out in the Code.

Activity is accounted for in the year that it takes
place, not simply when settlement in cash occurs.
In particular:
• Expenditure is recognised when goods or
services are received and their benefits are
used by the IJB;
• Income is recognised when the IJB has a right
to the income, for instance by meeting any
terms and conditions required to earn the
income, and receipt of the income is probable;
• Where income and expenditure have been
recognised but settlement in cash has not
taken place, a debtor or creditor is recorded in
the Balance Sheet; and
• Where debts may not be received, the balance
of debtors is written down.
B Funding
The IJB is primarily funded through funding
contributions from the statutory funding partners,
Shetland Islands Council and NHS Shetland.
Expenditure is incurred as the IJB commissions
specified health and social care services from the
funding partners for the benefit of service
recipients in Shetland.
C Cash and Cash Equivalents
The IJB does not operate a bank account or hold
cash. Transactions are settled on behalf of the
IJB by the funding partners. Consequently, the
IJB does not present a ‘Cash and Cash
Equivalent’ figure on the balance sheet. The
funding balance due to or from each funding
partner as at 31 March is represented as a debtor
or creditor on the IJB’s Balance Sheet.
D Employee Benefits
The IJB does not directly employ staff. Staff are
formally employed by the funding partners who
retain the liability for pension benefits payable in
the future. The IJB therefore does not present a
Pensions Liability on its Balance Sheet.
The IJB has a legal responsibility to appoint a
Chief Officer. More details on the arrangement
are provided in the Remuneration Report. The
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charges from the employing partner are treated
as employee costs.

CNORIS scheme is therefore analogous to
normal insurance arrangements.

E Provisions, contingent liabilities and
assets

Known claims are assessed as to the value and
probability of settlement. Where it is material the
expected value of known claims, taking probability
of settlement into consideration, is provided for in
the IJB’s Balance Sheet.

Provisions are liabilities of uncertain timing or
amount. A provision is recognised as a liability on
the balance sheet when there is an obligation as
at 31 March due to a past event; settlement of the
obligation is probably; and a reliable estimate of
the amount can be made. Recognition of a
provision will result in expenditure being charged
to the Comprehensive Income and Expenditure
Statement and will normally be a charge to the
General Fund.
A contingent liability is a possible liability arising
from events on or before 31 March, whose
existence will only be confirmed by later events.
A provision that cannot be reasonably estimated,
or where settlement is not probable, is treated as
a contingent liability. A contingent liability is not
recognised in the IJB’s Balance Sheet, but is
disclosed in a note where it is material.
A contingent asset is a possible asset arising
from events on or before 31 March, whose
existence will only be confirmed by later events.
A contingent asset is not recognised in the IJB’s
Balance Sheet, but is disclosed in a note only if it
is probable to arise and can be reliably measured.
F

Reserves

The IJB’s reserves are classified as either Usable
or Unusable Reserves.
The IJB’s only Usable Reserve is the General
Fund. The balance of the General Fund as at 31
March shows the extent of resources which the
IJB can use in later years to support service
provision.
G Indemnity Insurance
The IJB has indemnity insurance for costs relating
primarily to potential claim liabilities regarding
Board member or officer responsibilities. The
NHS Shetland Board and the Shetland Islands
Council have responsibility for claims in respect of
the services that they are statutorily responsible
for and that they provide.

H Changes in accounting policies and
estimates, errors and prior period
adjustments
Changes in accounting policies are made only
when required by proper accounting practices, or
the change provides more reliable or relevant
information about the effect of transactions, other
events and conditions on the Authority’s financial
position and financial performance. A change in
accounting policy requires a prior period
adjustment.
Changes in accounting estimates are accounted
from prospectively, i.e. in the current and future
years affected by the change and do not give rise
to a prior period adjustment.
Prior period adjustments arise as a result of a
change in accounting policies or to correct a
material error. Material errors discovered in prior
period figures are corrected retrospectively by
amending opening balances and comparative
amounts for the prior period. Where a change in
accounting policy is made, it is applied
retrospectively (unless stated otherwise) by
adjusting opening balances and comparative
amounts for the prior period as of the new policy
had always been applied.

Note 2: Events After the Reporting Period
The Annual Accounts were authorised for issue
by the Chief Financial Officer on 23 June 2017.
Events taking place after this date are not
reflected in the financial statements or notes.
Where events taking place before this date
provided information about conditions existing at
31 March 2017, the figures in the financial
statements and notes have been adjusted in all
material respect to reflect the impact of this
information.

Unlike NHS Boards, the IJB does not have any
“shared risk” exposure from participation in the
Clinical Negligence and Other Risks Indemnity
Scheme (CNORIS). The IJB participation in the
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Note 3: Expenditure and Income Analysis
by Nature
2015/16
As Restated
£000
7,058 Services
commissioned from
8,922 Services
commissioned from
17 Auditor fee: External
2 Other admininstrative
(15,999) Partners' funding
contributions and NonSpecific Grant Income
- Total

2016/17

As at 31
March 2016

£000
20,430

As Restated
£000

21
4
(45,418)

(125)

2016/17

As Restated
£000
7,068 Funding contribution
from Shetland Islands
Council
8,931 Funding contribution
from NHS Shetland
- Other Non-ringfenced
grants and contributions
15,999 Total

£000
19,552

24,432
1,434
45,418

The funding contribution from the NHS Board
shown above includes £4.463m in respect of ‘set
aside’ resources. These are provided by the NHS
which retains responsibility for managing the
costs of providing the services. The IJB has
responsibility for the consumption of, and level of
demand placed on, these resources.
Other non-ring fenced grants and contributions
represents Scottish Government funding provided
for the IJB, which is paid to the IJB via NHS
Shetland.

As at 31
March
2017
£000

Shetland Islands
Council
8,931 NHS Shetland
15,999 Total
7,068

24,838

Note 4: Taxation and Non-Specific Grant
Income
2015/16

HS/S5/18/16/6
Note 5: Short-term Debtors

19,552
25,866
45,418

Note 6: Short-term Creditors
As at 31
March
2017

As at 31
March 2016
As Restated
£000

£000

Shetland Islands
Council
(8,931) NHS Shetland
(15,999) Total
(7,068)

(20,442)
(24,851)
(45,293)

Note 7: Usable Reserve: General Fund
The IJB holds a balance on the General Funding
for two main purposes:
• to earmark, or build up, funds which are to be
used for specific purposes in the future, such
as known or predicted future expenditure
needs. This supports strategic financial
management.
• to provide a contingency fund to cushion the
impact of unexpected events or emergencies.
2015/16
General Fund
£000
- Balance at 1 April
Transfers in:
Scottish Government
Additionality Funding Reserve
- Balance at 31 March

2016/17
£000
(125)
(125)

Note 8: Related Party Transactions
The IJB has related party relationships with the
Shetland Islands Council and NHS Shetland. In
particular, the nature of the partnership means
that the IJB may influence, and be influenced by,
its partners. The following transactions and
balance included in the IJB’s accounts are
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presented to provide additional information on the
relationships.
Transactions with Shetland Islands Council
2015/16
As Restated
£000
(7,068) Funding contributions
due from Shetland
Islands Council
7,068 Expenditure on
services provided by
Shetland Islands
Council
- Total

2016/17
£000
(19,552)

2016/17
£000
25,866
(24,851)
1,015

Note 9: VAT

878

The IJB is a non-taxable entity and does not
charge or recover VAT on its functions.

Note 10: Accounting Standards issued Not
Adopted

2016/17
£000
19,552

(20,442)

(890)

Transactions with NHS Shetland
2015/16
As Restated
£000
(8,931) Funding contributions
due from NHS Shetland
8,931 Expenditure on
services provided by
NHS Shetland
- Total

2015/16
As Restated
£000
(8,931) Amounts due from
NHS Shetland
8,931 Amounts due to NHS
Shetland
- Total

20,430

Balances with Shetland Islands Council
2015/16
As Restated
£000
7,068 Amounts due from
Shetland Islands
Council
(7,068) Amounts due to
Shetland Islands
Council
- Total

Balances with NHS Shetland

The Code requires the disclosure of information
about accounting changes that will be required by
new accounting standards that are not yet due to
be adopted. There are none which are relevant to
the IJB accounts.

Note 11: Critical Judgements and
Estimation Uncertainty
There are no material judgements made in
these Financial Statements.
Note 11: Prior Year Adjustment

2016/17
£000
(25,866)
24,838

(1,028)

The Local Authority (Scotland) Accounts Advisory
Committee (LASAAC) issued updated guidance
to IJBs for 2016/17, which stated that Service
Expenditure Analysis in the Comprehensive
Income and Expenditure Account (CIES), which
applied in 2015/16 local government accounts, is
not applicable to 2016/17 annual accounts. The
new requirements for CIES are based on the
organisation’s management reporting and
resource allocation arrangements.
In the 2015/16 Financial Statements, the
proportionate contributions made by the Parties to
the IJB were adjusted to recognised the
proportionate refund of fortuitous underspend to
Shetland Islands Council and repayment of over
spend to NHS Shetland. The prior year
adjustment strips out these adjustments to reflect
the actual expenditure on services by for 2015/16.

Page 53 of 293

HS/S5/18/16/6
The effect of these adjustments on the
Comprehensive Income and Expenditure
Accounts (CIES) is show in the tables below:
Prior Year Adjustment to
Comprehensive Income and
£000
Expenditure Account (CIES)
Services commissioned by IJB (per
16,320
2015/16 Accounts)
Proportionate adjustment for
underspend/overspend by the Parties
against delegated budgets
Restated Cost of Services per CIES
2016/17

(321)

15,999

Prior Year Adjustment
to Balance Sheet
Year-end balances per
2015/16 Accounts
Proportionate adjustment
to year-end accruals in
respect of contributions
made from the Parties
As Restated at 31
March 2016

The contributions made to and from the IJB from
the Parties are recorded as Short Term Debtors
and Creditors, given the IJB does not have its
own bank account for the physical transfer of
money to take place. The comparative figures in
the Balance Sheet have also been amended to
reflect the prior year adjustment required as
follows:
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Short
Term
Debtors
£000
16,320

Short
Term
Creditors
£000
(16,320)

(321)

321

15,999

(15,999)
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Hazel Sutherland, Head of Planning and Modernisation, NHS Shetland

1.0

Decisions / Action required:

1.1

That the Integration Joint Board approves the Shetland Islands Health and Social
Care Partnership’s Annual Performance Report for 2016-17 for publication.

2.0

High Level Summary:

2.1

The 2014 Act obliges Health and Care Partnerships to publish an annual
performance report setting out an assessment of performance in planning and
carrying out the integration functions for which they are responsible. This is the first
Annual Performance Report prepared for the IJB.

2.2

The deadline set for publication is 31 July 2017.

2.3

The purpose of the performance report is to provide an overview of performance in
planning and carrying out integrated functions and is produced for the benefit of
Partnerships and their communities.

2.4

There are minimum expectations on the content of the reports, with particular
reference to the reporting of the Core Integration Indicators to support assessment
of performance in relation to the National Health and Wellbeing Outcomes.

2.5

Generally, the guidance encourages an approach where the Annual Performance
Report is produced with the public in mind, so ‘readability’ and ‘understandable’
have been key objectives in developing the content and style.

3.0

Corporate Priorities and Joint Working:
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3.1

The IJB Joint Strategic Commissioning Plan describes how health and care
services can be delivered, jointly, across the services described in the Shetland
Islands Health and Social Care Partnership’s Integration Scheme.

3.2

The Plan is a significant part of public sector delivery in Shetland and supports the
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Shetland Community Partnership’s Local Outcome Improvement Plan, Shetland
Islands Council’s Corporate Plan and NHS Shetland’s 2020 Vision and Local
Delivery Plan.
3.3

Delivery of the Strategic Commissioning Plan relies on partnership working
between Shetland Islands Council, NHS Shetland, Shetland Charitable Trust, other
regional and national organisations (such as the Scottish Ambulance Service, NHS
Grampian and other specialist Health Boards) and voluntary sector providers.

4.0

Key Issues:
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4.1

The performance framework for the IJB includes four key elements:
-

Delivery of the Strategic Commissioning Plan
Service Performance, with a focus on Health and Wellbeing Outcomes
Identifying and managing risks
Use of resources – money, staff and assets

Delivery of
Strategic
Plan

Use of
Resources

Performance
Framework

Service
Performance

Managing
Risk

4.2

The planning and performance cycle is set out below.

Quarter 1
May – June

Quarter 2
August –
September

Quarter 3
October –
December

Quarter 4
February - March

Looking back on
what’s actually been
done and learning
from that.

Planning for the
year ahead, what do
we want to achieve
and why.

Resourcing the
plans through
budgets, workforce
plans, asset plans,
etc.

Approval of the
Plans and
Resources for the
year ahead.
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4.3

The Annual Performance Report enables the IJB, and other interested parties, to
look back over the year that’s just been to celebrate the achievements, learn from
what worked well, and not so well, and apply that learning to future plans and
projects. This is the idea of ‘continuously learning’ through the actions of :

Analyse

Review

Plan

Do

4.4

The themes which the Annual Performance Report considers are:
-

4.5

Key achievements, and what didn’t work so well
Financial Performance
Service Performance, with a focus on Health and Wellbeing Outcomes
What service users think
Workforce review and staff surveys
What changes were made to service models, and any impacts
What risks did we carry and how well were they managed
External view of what we do, through audits, inspections, studies, etc
What’s happening in each local area, known as localities
What are the plans for the future

Shetland Islands Health and Social Care Partnership performs well and secures
good results across many of the Health and Wellbeing Outcomes. The Partnership
achieves ‘first in Scotland’ results in four of the Government’s key measures on the
latest available data (2015-16):
-

Number of unplanned admissions for those aged over 75
Number of delayed discharges
Proportion of the last six months of life spent at home or in a community
setting
The number of bed days used in the last six months of life

However, when compared with other areas, the models in Shetland can be of higher
cost which is reflected in the financial challenges facing the IJB.
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5.0

Exempt and/or confidential information:
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5.1
6.0

None.
Implications :

6.1
Service Users,
Patients and Communities:

The key purpose of the Annual Performance Report is to
provide an honest assessment of the successes and
challenges facing the Partnership so that our service
users, patients and communities are well informed about
what we do, and why. This is a new report. In the first
year, it has not been possible to engage with service users
as to the content and style, but that is something which we
would wish to do in future.

6.2
Human Resources
and Organisational
Development:

Staff views are recorded through the conversations
between managers and staff using a staff engagement tool
called, i-matter.
The Joint Staff Forum is in place to ensure consultation with staff
representatives of the partner agencies.
Two joint trainers have been appointed to deliver essential core
training to staff within the integrated services which has made a
positive difference to the ability to meet training needs.

6.3
Equality, Diversity
and Human Rights:

The guidance asked for a specific focus on equality and
human rights. In the 2016-17 Strategic Commissioning
Plan’s Equality Impact Assessment, there were no specific
issues highlighted which were to be addressed in that
year. For future years, the updated Strategic
Commissioning Plan includes a focus on Health Inequality
and access to services for ethnic minorities, led by the
Public Health team.
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6.4

Legal:

The Public Bodies (Joint Working) (Scotland) Act
2014 ("the 2014 Act") established the legislative
framework for the integration of health and social care
services.
Section 42 of the 2014 Act requires that Performance
Reports are prepared by the "Integration Authority".
The required content of the performance reports is set out
in the Public Bodies (Joint Working) (Content of
Performance Reports) (Scotland) Regulations 2014.
The Scottish Government issued further ‘Guidance for
Health and Social Care Integration Partnership
Performance Reports’.
It is considered that the Annual Performance Report meets
the minimum reporting requirements of the legislation,
regulations and guidance but, in future years, could be
strengthened with regard to the analysis of performance
on: best value; inequalities and human rights; staff
engagement; and arrangements within localities.
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6.5

Finance:

The Annual Performance Report includes the information
required by the Regulations in respect of Financial
Reporting. A separate, and complementary, report is
prepared by the IJB’s Chief Financial Officer for the
Annual Accounts.

6.6

Assets and Property:

There are no specific issues to address with regard to
assets and property.

6.7
ICT and new
technologies:

There are no specific issues to address for ICT and new
technologies.

6.8

Environmental:

6.9

Risk Management:

There are no specific environmental implications to
highlight.
The Annual Performance Report includes an assessment
of the key risks which were encountered and addressed
throughout the year. In the first year of operation, the key
risks were around the governance arrangements of the IJB
and the effectiveness of the Strategic Commissioning Plan
in addressing service needs.

6.10 Policy and Delegated
Authority:

Consideration and approval of the Annual Performance
Report, for publication, is within the remit of the IJB.

6.11 Previously
considered by:

Strategic Planning Group

2 June 2017

Contact Details:
Name: Hazel Sutherland
Title: Head of Planning and Modernisation, NHS Shetland
E’mail: hazelsutherland1@nhs.net
6 June 2017

Appendices
Appendix 1 - Shetlands Islands Health and Social Care Partnership Annual Performance
Report 2016-2017
References
The Public Bodies (Joint Working) (Content of Performance Reports) (Scotland)
Regulations
2014 http://www.legislation.gov.uk/ssi/2014/326/pdfs/ssi_20140326_en.pdf
Guidance for Health and Social Care Integration Partnership Performance
Reports http://www.gov.scot/Publications/2016/03/4544/0
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Shetland Islands Health and Social Care
Partnership
Annual Performance Report 2016-17

Note: Not all the data in the Report has been finally verified through the Scottish Government’s
validation processes. We have used the most up to date data we have. Where that might change,
when the national data is published, we shall amend the on-line versions of the Report.
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Welcome .... to the first Annual Performance Report for Shetland Islands Health and Social Care
Partnership. This report covers our first full year as a Health and Social Care Partnership under the
terms of the Public Bodies (Joint Working) (Scotland) Act 2014.
We published our first Strategic Plan in November 2015 and we have worked hard at delivering the
best possible health and care services for the community but there is still plenty of work to do.

INSERT SIGNATURE
Simon Bokor-Ingram
Director of Community Health and Social Care for NHS Shetland and Shetland Islands Council
Chief Officer of Shetland’s Integration Joint Board (IJB)

Simon’s photo

Contact Details
We always welcome comments on what we do. Comments or questions about this document,
including requests for support information or documentation should be made to:
Shetland Isles Health and Social Care Partnership
NHS Shetland Board Headquarters
Montfield Offices
Burgh Road
Lerwick
Shetland, ZE1 0LA
Telephone:
01595 743697
Email:
simon.bokor-ingram@shetland.gov.uk or simon.bokor-ingram@nhs.net
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Page 66 of 293

HS/S5/18/16/6

Our Vision is that by 2020 everyone in Shetland is able to live longer healthier lives, at home
or in a homely setting. We will have an integrated health and care system focused on
prevention, supported self management and reducing health inequalities. We will focus on
supporting people to be at home or in their community with as much specialist care
provided in Shetland and as close to home as possible. Care will be provided to the highest
standards of quality and safety, with the person at the centre of all decisions.

Background
Shetland Islands Integration Joint Board (IJB) was formed in July 2015 and become operational with
the approval of the Strategic Plan in November 2015. Following a short period of operation, we
chose to update the Strategic Commissioning Plan to make it more strategic and focused and the
revised version received approval, in principle, in March 2017.
The IJB is responsible for the planning, and ensuring the delivery, of the services within Shetland
Island’s Health and Social Care Partnership. The IJB is a separate legal entity and operates with full
autonomy. Once the Strategic Plan is agreed, NHS Shetland and Shetland Islands Council then
deliver the services that are set out in the Plan.
The Plan includes services for:
Adults with learning disability & autistic spectrum disorder
Adult social work
Unpaid carers
Residential care, permanent, respite and short breaks
Day care support
Care at Home, including nutritional support
Community nursing
Criminal justice
Community rehabilitation and intermediate care
Dementia
Domestic Abuse
GPs
Health Improvement

Mental Health
Nutrition and Dietetics
Occupational Therapy
Oral Health
Orthotics
Pharmacy and Prescribing
Physiotherapy
Psychology
Podiatry
Aspects of hospital services, unscheduled care
Speech and Language Therapy
Substance Misuse
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Our Priorities are built on:
−
−
−
−
−
−
−
−
−
−
−

Keeping people safe from harm, protecting vulnerable people
Delivering integrated health and care pathways and single point of entry to services by
continuing to shift resources to primary and community care
Strengthening and working in partnership with individuals, their families and communities
Reducing avoidable admission to and inappropriate use of hospital services
Developing primary care and community responses through multi-disciplinary teams
Supporting unpaid carers
Tackling inequalities, with a focus on health inequality
Prevention and early intervention
Promoting healthy lifestyles
Improving mental health and wellbeing
Promoting self management and independence

Localities
The Plan is considered across seven localities based on geography and ward boundaries. The same
arrangements are in place for all Shetland’s strategic plans, including the Shetland Partnership’s
Local Outcome Improvement Plan.
A good strategic commissioning process will take account of the differing needs of each locality.
We look to find ways to actively work with local communities to share problems, identify solutions
and make the best possible use of all resources available.
The seven localities in Shetland are:
−
−
−
−
−
−
−

North Isles
North Mainland
West Mainland
Whalsay and Skerries
Central Mainland
Lerwick and Bressay
South Mainland

Each area currently has a set of services delivered within the locality:
−
−
−
−

primary care;
community nursing;
care at home; and
care home resources

alongside a broad range of voluntary activity to support individual and community wellbeing.
The Occupational Therapy and Health Improvement teams have practitioners allocated to deliver
services and work with partner services within the locality. The Adult Social Work team has
identified link professionals for each locality and the Pharmacy and Prescribing service are
developing their community based support to GP practices.
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There is in place a considerable range of voluntary and community provision in each area to support
well being. Examples of this will include: support for individuals with dementia; befriending; lunch
clubs; craft circles; leisure and learning opportunities. These deliver invaluable social benefits to
those attending and form an intrinsic part of the network of provision to support individual health
and wellbeing and community resilience.
Many services, although located in Lerwick, will provide outreach services throughout the islands to
wherever the patients and service users live. An example of this way of working is the podiatry
service.

Actions from 2016-17
We set out to put in place arrangements to improve our services through a range of initiatives and
we concentrated on 7 key activities.
Percentage
Complete
Integration of Health and Social Care Services, in line with legislation

100%

Implementing the findings outlined within Mental Health Review

49%

Develop Integrated Locality Service Plans

90%

Assist with implementing the redesign of community justice.

100%

Develop a joint Organisational Development and Workforce Strategy

60%

Development of Oral Health Strategy

100%

Develop Anticipatory Care Plans

85%
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Some key service changes that have happened, or continued in the year, include:
•

The Government continued their direction on how dental services are provided by moving
towards independent NHS providers (“high street dentists”). In Shetland, this has been
supported by government grants to establish NHS dental practices - similar to the
arrangements in place for pharmacists and opticians. The changes are taking some time to
bed in, but our most recent performance shows the waiting list reduced from nearly 1,000
to 587 as our service users find ways to access the new services.

•

Our continued focus on helping people to help themselves and giving people more choice
and control has resulted in an increasing number of Self Directed Support option 1 (direct
payments) packages being agreed, an increase from 34 to 48 during 2016-17. This gives
services users who have assessed care needs responsibility for managing their own budget
for the services they need in a way that suits them.

•

The investment in community pharmacists has enabled reviews to be done with patients
who have complex or multiple prescriptions, to make sure that their medicines are wellmanaged. Not only is this better for the patient, it also helps to save money by cutting out
unnecessary prescriptions and costs.

•

The Intermediate Care Team pilot continued to deliver good outcomes for people moving
from a period in hospital back to their home, or a community setting. The service saw about
200 service users and 77% reported that they saw an improvement in their ability to live
independently.

•

The number of people who were delayed in hospital waiting for a care package reduced
from 9 at the beginning of the year to zero by the end of the year.

•

Staff sickness rates have reduced significantly from 6.3% at the beginning of the year to 3.9%
by March 2017.

•

IJB signed up to Scotland’s Charter for a Tobacco free Generation.

•

We were the first Partnership in Scotland to implement the staff engagement tool - called imatter.
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Self Directed Support is becoming more popular....
Self- directed support allows people to choose how their support is provided, and gives them as much
control as they want of their individual budget. It reflects the support a person purchases or arranges,
to meet agreed health and social care outcomes. It includes offers a number of options for getting
support. The person’s individual (or personal) budget can be:
•

taken as a Direct Payment (a cash payment)

•

allocated to a provider the individual chooses (sometimes called an individual service fund, where
the council or funder, holds the budget, but the person is in charge of how it is spent)

•

or the council can arrange a service.

Individuals can choose a mixture of all 3 for different types of support.

Direct Payments expenditure by Year (£m)
1.00
0.90
0.80
0.70
0.60
0.50
0.40
0.30
0.20
0.10
0.00

2006-07

2007-08

2008-09

2009-10

2010-11

2011-12

2012-13

2013-14

2014-15

2015-16

2016-17

How Have We Performed?
Measuring what we do to make sure that we are doing the right things is a key part of performance
reporting. So, how do we know how we are performing?
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We ask our
service users
We compare
how our
services are
performing with
other areas

We learn from
'best practice'
from other
places and from
national
guidance

We ask our staff

How do we know
how we are
performing?

We learn from
complaints and
compliments

Our work is
inspected and
and we agree
improvement
actions

We carry out
audits to check
for quality

The Scottish Government has a key purpose to increase healthy life expectancy. This is so that
people live longer in good health, increasing their capacity for productive activity and reducing the
burden of ill health and long term conditions on people, their families and communities, public
services and the economy generally.
Shetland’s life expectancy is reasonable for females at 81.9 years life expectancy from birth (5th in
Scotland by Health Board area) but lower for males at 77.6 life expectancy at birth (10th in Scotland
by Health Board areas).
Life Expectancy at Birth (2012-2014) Male
Scotland
77.1
Shetland
Position by Health Board

77.8
10th

Female
81.1
82.4
5th

Shetland’s Life expectancy continues to improve for males and females and both are above the
national average, as shown graphically using data from 2000-01.
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Male life expectancy at birth
80

Age

78
76
74
72
70

2000-02 2001-03 2002-04 2003-05 2004-06 2005-07 2006-08 2007-09 2008-10 2009-11 2010-12 2011-13 2012-14

Scotland

73.3

73.5

73.8

74.2

74.6

74.9

75.1

75.4

75.9

76.3

76.6

76.9

77.1

Shetland

75

73.5

74.1

75.2

76.4

75.9

74.9

76.0

77.0

78.0

77.4

77.9

77.9

Age

Female Life Expectancy at Birth
83
82
81
80
79
78
77
76

2000-02 2001-03 2002-04 2003-05 2004-06 2005-07 2006-08 2007-09 2008-10 2009-11 2010-12 2011-13 2012-14

Scotland

78.8

78.8

79.0

79.2

79.5

79.7

79.9

80.1

80.4

80.7

80.8

81.0

81.1

Shetland

81.4

80.6

80.2

80.9

81.5

82.6

81.5

81.9

80.7

81.0

81.3

82.5

82.4

One of our principle aims is to help people to
live longer and healthier lives, at home, or in a
homely setting. Here is how we help folk to
do that...

We enabled 65 people to continue to live safely
in their own home through intensive care at
home provision each week.
We undertook 173 adaptations to people’s own
houses through the One Stop Shop service.

We have fitted technology into 650 people’s
houses.

Our community nurses carried out about 33,000
visits.
170 people regularly attend Day Care settings
each month.

115 people enjoyed meals on wheels delivered
to their own home.
We kept the number of people who were fit to
leave hospital but waiting for a care package at
below single figures all year.

We deliver 2,500 hours of home care every week
across Shetland.
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Shetland’s performance, against peer group comparators and the Scottish average, is outlined in the
table over. Some areas worth highlighting are:
-

Shetland is the best in Scotland for the percentage of the last six months of life spent at
home or in a community setting
The percentage of adults with intensive needs receiving care at home is well above the
Scotland average.
The emergency admission to hospital rate is lower than the Scottish average
The rate of emergency bed days is also low indicating fewer days are spent in hospital after
an emergency admission.
The readmission rates to hospital within 28 days of discharge is low, indicating that services
are working at discharging people when they are ready and then keeping them in the
community thereafter.

“It was the first carers’ event I’d been to, I had a massage
and my nails done, and thought I may as well have a health
check while I was there. I thought I was quite healthy but
my blood pressure was higher than expected and my
cholesterol levels were borderline for being too high. The
lady suggested I might like to try the Counterweight
programme. I thought I’d give it a go, and expected that I’d
lose about half a stone while I was doing it and then put it
all on again as this is what had happened in the past...but
I’ve actually enjoyed having the one to one appointments
and the information I got in my counterweight books. It’s
been good to see my weight reducing every couple of
weeks; I’ve lost just over 2 stone. I made changes to my
eating, such as eating more fruit and veg, and reduced the
amount of crisps and chocolate I eat. I try to avoid snacking
after my tea, or choose a healthier snack if I am still
hungry. I’ve swapped fizzy drinks for water instead, and am
walking and swimming on a regular basis. I’ll keep doing
the things I’ve been doing, I’m determined not to let my
weight go back up again.”
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Performance against National Health and Wellbeing Outcomes

1. Percentage of adults able to look after their health very well or quite
well. (2015-16)
2. Percentage of adults supported at home who agree that they are
supported to live as independently as possible. (2015-16)

95%

Peer Group
Average
95%

78%

86%

84%

3. Percentage of adults supported at home who agree that they had a say
in how their help, care or support was provided. (2015-16)

81%

80%

79%

4. Percentage of adults supported at home who agree that their health
and care services seemed to be well co-ordinated. (2015-16)

60%

77%

75%

5. Percentage of adults receiving any care or support who rate it as
excellent or good. (2015-16)
6. Percentage of people with positive experience of care at their GP
practice. (2015-16)
7. Percentage of adults supported at home who agree that their services
and support had an impact in improving or maintaining their quality of
life. (2015-16)
8. Percentage of carers who feel supported to continue in their caring role.
(2015-16)
9. Percentage of adults supported at home who agree they felt safe.
(2015-16)
11. Premature mortality rate (per 100,000 population) (2015)
12. Rate of emergency admissions for adults. (per 100,000 population)
(2016-17)

79%

83%

81%

89%

90%

87%

84%

87%

84%

54%

45%

41%

79%

86%

84%

Indicator

Shetland

13. Rate of emergency bed days for adults. (per 100,000 population)
(2016-17)

407
9,566

Scotland
94%

441
12,037

69,612

119,649

65

95

94%

87%

20
84%

21
83%

18. Percentage of adults with intensive needs receiving care at home.
(2015-16)
19. Number of days people spend in hospital when they are ready to be
discharged. (per 1,000 pop) (2016-17)

73%

62%

528

842

20. Percentage of total health and care spend on hospital stays where the
patient was admitted in an emergency. (2016-17)

13%

23%

14. Readmissions to hospital within 28 days of discharge. (per 1000
population) (2016-17)
15. Proportion of last 6 months of life spent at home or in community
setting. (2016-17)
16. Falls rate per 1,000 population in over 65s. (2016-17)
17. Proportion of care services graded ‘good’ (4) or better in Care
Inspectorate Inspections. (2015-16)

The Scottish Government has asked that Shetland Islands Health and Social Care Partnership, along
with all other partnerships, pay particular attention to the following indicators:
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-

Unplanned admissions
Occupied bed days for unscheduled care
A&E performance
Delayed discharges
End of life care and
The balance of spend across institutional and community services.

Shetland continued to perform well across all categories, recording ‘first in Scotland’ on four of the
eight key performance indicators.
Current Performance
Unplanned admissions
2015-16 unplanned admission rates 75+ all specialities
Occupied bed days for unscheduled care
2015-16 unplanned bed day rates 75+ all specialities
A&E Attendance rate per 1,000 population 2015-16
A&E % seen within 4 hours, November 2016:
Delayed Discharge Census November 2016 Standard Delays over 3 days, by type of
delay
Proportion of the last six months of life spent at home or in a community setting for
people who died in 2015-16
2015-16 Bed Days in the last six months of life by partnership
2014-15 Balance of Care 75+ by Intensive Care at Home; Care Home and Hospital

Place in
Scotland
First
Second
Twelfth
Fifth
First
First
First
Eleventh

“Caring for Smiles is Scotland’s oral health promotion programme for older people which delivers
and provides training for care-home staff on oral health issues and in Shetland, this is undertaken
by the Public Dental Service. In alignment with the 2020 Vision, we have used Caring for Smiles as
an integrated framework for provision of oral healthcare for the older population within the
community setting, using the Community Health and Social Care Directorate as the vehicle. We
have expanded the training programme to those who provide care for the older population in the
community rather than just for those working in care-homes. The Caring for Smiles Team are also
complimenting dentists annual care-home visits with additional 6 monthly visits to provide
support to care-home staff and clients. Also clients who access Care-homes for day-care also
have access to the Caring for Smiles Programme. The aim is to take a National Framework and
make it community focussed ensuring that those who need access to oral healthcare can do so by
empowering carers with the knowledge and skills to equip them to confidently and competently
provide the best oral care for the people they look after”.
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Inspection of Services
Our care services undergo a regular inspection programme from the Care Commission. The tables
below show the latest available care grades awarded.
One of the Scottish Government’s suite of National Indicators is the proportion of care services
graded ‘good’ (4) or above in Care Inspection Grades. As at March 2017, 100% of our care services
were graded 4 or above.

Care Homes
Service
Nordalea

Care and
Support
4- Good

Isleshavn
North Haven

4- Good
4- Good

Wastview

4- Good

Fernlea
Walter and Joan Gray
Edward Thomason and
Taing House
Overtonlea

4- Good
4- Good
5 – Very
Good
4- Good

Environment

Staffing

Management and
Leadership
4-Good

No grade
available
4- Good
No grade
available
No grade
available
5 – Very Good
4- Good
Not assessed

No grade
available
4 – Good
No grade
available
No grade
available
4 – Good
4 – Good
Not assessed

Not assessed

Not assessed

4- Good

Environment

Staffing

5 – Very Good

5 – Very Good

Management and
Leadership
5 – Very Good

No grade
available
No grade
available
5 – Very Good

No grade
available
No grade
available
4 – Good

4- Good

5 – Very Good

4 – Good

4-Good

4- Good
Not assessed

4 – Good
Not assessed

4- Good
5 – Very Good

No grade
available
4- Good

No grade
available
4- Good

5 – Very Good

4 – Good
4-Good
4-Good
4-Good
4- Good
5 – Very Good

Support Services
Service

Isleshavn

Care and
Support
5 – Very
Good
4- Good

North Haven

4- Good

Wastview

5 – Very
Good
5 – Very
Good
4- Good
5 – Very
Good
5 – Very
Good
5 – Very
Good

Nordalea

Fernlea
Walter and Joan Gray
Edward Thomason and
Taing House
Montfield
Overtonlea
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Other Services
Service
Adoption

Care and
Support
5 – Very Good

Fostering

4 – Good

Eric Gray Resource
Centre
Mental Health Support
Services
Support at Home

6 – Excellent
6 – Excellent
4 – Good

Environment

Staffing

No grade
available
No grade
available
No grade
available
No grade
available
No grade
available

5 – Very
Good
5 – Very
Good
5 – Very
Good
5 – Very
Good
4 – Good

Management and
Leadership
5 – Very Good
5 – Very Good
No grade available
5 – Very Good
4-Good

The Chief Social Work Officer, in her latest annual report,
stated that,
“We deliver good quality social work and social care
services. We have a skilled and committed workforce...(but)
we need to ensure that we are doing everything we can to
improve our recruitment and retention of staff. Strong
leadership is needed in order to achieve:
- acceleration of integration and collaborative
working
- delivery on prevention, early intervention and
reablement
- the rebalance of provision in order to support
individuals and families in their communities”.
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What resources did we use?

We aim to use money and assets wisely and
make sure that we do the right things, for the
right price.

At the end of March 2017, we employed 653 full
time equivalent staff to provide health and care
services in NHS Shetland and Shetland Islands
Council.

We provided services from nearly 50 community
health and social care buildings and facilities,
across all areas of Shetland.

We secured services and provided grants to a
wide range of third sector organisations to the
value of £1.5 million.

We invested about £120,000 in staff training and
development.

The flow of money into and out of the IJB is shown in the Table below. The overall income to the IJB
was £44.9m against expenditure of £44.8m, leaving a surplus for the year of £0.1m.
Financial Year 2016-17
Income
Original funding offer from the Parties to the IJB
Funding for direct costs (Audit fee, Insurance & Members Expenses)
Additional contribution from NHS to IJB to meet overspend
Sub Total Income
Expenditure
Actual expenditure against delegated services
Direct Costs
Fortuitous under spend repaid to SIC
Sub Total Expenditure
Final position of IJB
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SIC

NHSS

Total

£000

£000

£000

(20,845) (22,605)

(43,450)

(13)

(12)

(25)

0

(1,431)

(1,431)

(20,858) (24,048) (44,906)
20,431

23,958

44,389

13

12

25

367

0

367

20,811
(47)

23,970
(78)

44,781
(125)
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We spent £44.4m on the following services (which also compares the actual expenditure to the
revised budget in the year).
Service

Mental Health
Substance Misuse
Oral Health
Pharmacy & Prescribing
Primary Care
Community Nursing
Directorate
Pensioners
Sexual Health
Adult Services
Adult Social Work
Community Care Resources
Criminal Justice
Speech & Language Therapy
Dietetics
Podiatry
Orthotics
Physiotherapy
Occupational Therapy
Health Improvement
Unscheduled Care
Renal
Scottish Gov Additionality
Integrated Care Funding
Recovery Plan
Total

2016/17
Revised Annual
Budget
£000

Actual
Expenditure in
the Year

2,405
661
3,177
6,563
4,660
2,576
808
78
38
5,214
1,761
10,199
29
83
112
201
143
571
1,595
244
3,042
145
512
410
(1,777)
43,450

£000
2,364
635
3,143
6,446
5,022
2,559
521
76
41
5,026
2,176
9,920
18
73
105
191
140
533
1,564
238
3,461
186
387
444
(880)
44,389

Budget v
Expenditure
Variance
(Adverse)/Positive
£000
41
26
34
117
(362)
17
287
2
(3)
188
(415)
279
11
10
7
10
3
38
31
6
(419)
(41)
125
(34)
(897)
(939)

The Integrated Care Fund
Shetland Island’s Health and Social Care Partnership received specific funding from the Scottish
Government, called the Integrated Care Fund. The Fund is intended to support delivery of
improved outcomes from health and social care integration, help drive the shift towards prevention
and further strengthen our approach to tackling inequalities for adults. The funding helps the
partnerships to focus on prevention, early intervention and care and support for people with
complex and multiple conditions, particularly in those areas where multi-morbidity is common in
adults under 65, as well as in older people.
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The table below explains what we spent the money on.
Product

2016/17
Integrated Care
Fund Expenditure
£

Proactive Care and Support
Intermediate Care Service
Medical input and clinical expertise to support community
initiatives including Intermediate Care and Anticipatory Care
Planning.
Identifying unmet need for long-term neurological conditions using
a neurophysiotherapist to work with primary care and voluntary
sector.

357,025
30,000
5,052
392,077

Preventative and Anticipatory Care
Provision of hearing impairment training to community staff so they
can better support clients

7,837
7,837

Supportive Enablers
Third sector provided Independent Living Support at Home across
seven localities to provide ongoing reablement and social
engagement.
Provision of Post Diagnostic Support for people living with dementia

TOTAL : Integrated Care Fund 2016/17 Spend

29,778
14,700
44,478
444,392

The benefits to our service users that we were able to secure from this money were as follows:
-

we helped more people to live independently in their own home;
more people were able to be discharged from hospital at the right time;
more people were able to receive early rehabilitation and enablement services, helping
them to regain their function;
we invested in equipment and skills to address impairment, to help people with their sense
of well-being;
people were able to be seen earlier for some specialist interventions;
we maintained a focus on enabling people to live within their own communities; and
we were able to support the role of the unpaid carers in continuing care.
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Financial Outlook

The financial outlook is challenging. For the
incoming financial year, the IJB will need to
find savings of £2.5m on the current cost of
NHS Funded services in order to balance the
books. This is why the IJB has undertaken to
look afresh at sustainable models of service
delivery across the isles.

What risks did we deal with?
Managing risks in a positive, realistic and dynamic way will help the IJB to be pro-active in ensuring
that the objectives of the Strategic Plan are met. The IJB therefore maintains a Strategic Risk
Register, which is a description of the things which could cause the strategic objectives to not be met
(for example, outcomes not achieved or timescales not met). During 2016-17, the IJB successfully
managed some key strategic risks around:
-

the establishment and operation of the new IJB Board; and
the effectiveness of the strategic plan and the ability of services to meet the needs of service
users and communities;

This might have resulted in, for example:
-

decisions not being made in a timely manner;
the strategic objectives not being met; or
service users and/ or patients not getting the services they need.

In Shetland, like other places, partnership working for health and social care has been in operation
since 2004. Strong relationships and connections have been made between staff and service
providers in each community, as well as at political level. The introduction of legislation to
formalise the partnership arrangements, through the Public Bodies (Scotland) (Joint Working) Act
2014, resulted in a great deal of work to get the new organisation up and running. The IJB have,
during that time, successfully managed the key risks to make sure that decisions were made when
needed, service delivery was maintained and good performance achieved.
What areas still need work?
We had an ambitious programme of work for 2016-17 and some areas will need continued and
ongoing attention, sometimes over a longer period of time, to keep making a difference.
Evidence has suggested that there is a persistent, and widening, inequality gap in Shetland. The
Commission on Tackling Inequalities in Shetland heard evidence relating to socio-economic
equalities and geography in Shetland and the foreword of their Report states that,
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“Shetland doesn’t exhibit the extreme disparities in wealth, health and other indicators that
characterise some communities. Nevertheless, the evidence gathered by the Commission
confirms that, in 2016, inequality is an inescapable feature of Shetland life. Some of our
fellow citizens are struggling. Their circumstances differ, but lack of sufficient money to live a
decent life is a common factor. The causes of their difficulties are not simple but it’s clear
that a variety of influences, including changes in welfare policies, are making their position
steadily more precarious”.
Tackling these issues will require new and innovative approaches, rooted in community based
solutions, working across all services areas, not just in health and care.
Mental illness is one of the major public health challenges in Scotland. Around one in three
people are estimated to be affected by mental illness in any one year. Improving wellbeing,
resilience and mental health is therefore a priority for Shetland Islands Health and Social Care
Partnership.
There are some lifestyle choices and behaviours which persist within society that may impact
negatively on people’s ability to look after their own well-being and live in good health for longer.
We need to move away from doing things to people to working with them on all aspects of their
care and support, to one based on anticipation, prevention and self management. This is an ongoing
programme of behavioural and cultural change which needs to continue. This work will include,
amongst other things, tackling issues around alcohol or substance misuse, obesity and physical
activity.
Public sector reform over many years has focused on the need to move away from organisations
working in isolation to service models being built up from the needs of individual and communities.
This approach has recently been strengthened through the Community Empowerment (Scotland) Act
2015. The aim of this legislation is, amongst other things, to “strengthen the voice of communities
in the decisions that matter to them. It will also improve outcomes for communities by ... ensuring
that local service providers work together even more closely with communities to meet the needs of
the people who use them”. Continuing the process of learning how to work differently with our
communities and involving them in the design and development of service models will continue to
be an exciting and challenging area of work.
What next – our plans for 2017-18
Audit Scotland, in their report on ‘Changing Models of Health and Social Care’ stated that,
“the growing number of people with complex health and social care needs, particularly frail
older people, together with continuing tight finances, means that current models of care are
unsustainable. New models of care are needed.”
The Shetland Islands Health and Social Care Partnership Plan for 2017-2020 sets out the
arrangements which we intend to put in place to reconsider the level and type of service that we can
sustain. This reflects the funding available and recognises some specific issues around the
recruitment and retention of staff to various specialist posts.
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These projects will look at:
-

-

the hospital model, to determine what services need to be provided locally and which are
best provided by our partner health boards, such as NHS Grampian in Aberdeen, and the
associated staffing levels required to maintain a safe, high quality and effective service;
the primary care model, to determine an equitable distribution of primary care resources
across Shetland, recognising the particular recruitment challenges in this area; and
developing an affordable and sustainable social care model for Shetland, which builds on the
network of social care services, and responds to the need to promote self care and multidisciplinary teams working to support individuals and families to live well for longer in their
own home, or a homely setting.

The strategic change programme for 2017-18 is included below.
(A) Whole Population
Implementing an asset based approach to
health care prevention

Effective Prescribing- working with patients and
prescribers to ensure that evidenced, best value,
medicines are started and stopped appropriately

(B) Sustainable Service Models

Developing a safe and effective model of
unscheduled care

Developing a sustainable hospital, acute and
specialist services model for Shetland

Developing a sustainable primary care
model for Shetland, with clear links to the 7
locality areas and the Gilbert Bain Hospital

Developing a sustainable model of social care
resources

Developing a sustainable model for mental
health services, including appropriate crisis
and emergency arrangements

Developing a sustainable model for adults affected
by learning disabilities and autism spectrum
disorders

(C) Organisational Issues

Improving Business Performance and Efficiency

Improving the Quality and Safety of our services

Achieving Financial Balance
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Shetland Islands Health and Social Care Partnership

Annual Performance Report 2016-17

Public Reporting Template
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Appendix A - Projects and Actions - Integrated Joint Board
Report Type: Actions Report
Generated on: 27 February 2018
Report Layout: IJB Simple Actions

Code & Title

DP017b
Implement findings
outlined within
Mental Health
review

Code & Title

Description

Desired Outcome

Dates
Planned Start

06-Jan-2015

Actual Start

06-Jan-2014

Implement findings
outlined within
Mental Health
review (2014)

People are able to
access a mental health
service which is able
to respond
appropriately to need.
Failure to recruit to the
Head of Mental
Health post and
alternative
management
arrangements are now
being looked at
urgently.

Original Due Date

31-Mar-2015

Due Date

31-Dec-2017

Completed Date

Likely to meet target

Desired Outcome

Dates

Progress

Description

Progress

Planned Start
DP024 Develop
Develop Integrated
Integrated Locality Locality Service
Service Plans
Plans

Code & Title

DP025 Assist
Shetland
Partnership with
implementing the
redesign of
community justice.

People are able to
look after and improve
their own health and
wellbeing and live in
good health for longer

Expected Success

Progress Statement

Lead

Refreshed action plan in
place. A number of actions
completed with remainder at
Community Health &
varying stages of
Social Care
progression. Additional
Directorate
management resource in
place to support completion
of actions.

Progress Statement

Lead

07-Nov-2014

Actual Start

02-Nov-2015

Original Due Date

31-Mar-2015

Due Date

31-Mar-2017

Completed Date

08-Jun-2017

Description

Desired Outcome

Dates

Assist Shetland
Partnership with
implementing the
redesign of
community justice.

Planned Start
Offenders within
Shetland have the best
opportunities to make Actual Start
positive changes to
their lives and reduce Original Due Date
the likelihood of
Due Date
reoffending.
Completed Date

Expected Success

Strategic Plan has been
refreshed for 2017/18-2020
which includes locality
Community Health &
information. Will continue to Social Care
develop these plans during Directorate
the course of the next year.

Likely to meet target
Progress

Progress Statement

Lead

07-Nov-2015
12-Nov-2015
31-Mar-2015

Expected Success

31-Dec-2016
24-Jan-2017
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Likely to meet target

Transition phase is
Community Health &
progressing well and we are Social Care
on target to reach the
Directorate
deadlines for 2016.
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Code & Title

DP026 Develop a
joint
Organisational
Development and
Workforce
Strategy

Code & Title

DP027
Development of
Oral Health
Strategy

Code & Title

DP031 Develop
Anticipatory Care
plans

Description

Desired Outcome

Dates
Planned Start

01-Apr-2015

Develop a joint
Organisational
Development and
Workforce
Development
Strategy

People who work in
health and social care
services feel engaged
with the work they do
and are supported to
continuously improve
the information,
support, care and
treatment they provide.

Actual Start

11-Nov-2015

Original Due Date

31-Mar-2016

Due Date

29-Sep-2017

Completed Date

18-Oct-2017

Desired Outcome

Dates

Description

Deveopment of
Oral Health
Strategy

Description

Develop
Anticipatory Care
plans within
localities that
include all of the
available assets

People are able to
look after and improve
their own health and
wellbeing and live in
good health for longer

Desired Outcome

People using health
and social care
services are safe from
harm

Progress

Progress Statement

Expected Success

Community Health &
Submitted to Integration
Joint Board in October 2017. Social Care
Directorate

Experiencing issues,
risk of failure to meet
target
Progress

Planned Start

01-Apr-2015

Actual Start

01-Jul-2015

Original Due Date

31-Mar-2016

Due Date

30-Sep-2016

Completed Date

26-Oct-2016

Dates
Planned Start

01-Apr-2015

Actual Start

12-Nov-2015

Original Due Date

31-Mar-2016

Due Date

31-Mar-2017

Completed Date

08-Jun-2017
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Lead

Progress Statement

Lead

Oral Health Strategy
approved by IJB on 28 June
and NHS Board on 23
August 2016. Detailed
action plan in development.

Community Health &
Social Care
Directorate; Oral
Health

Progress

Progress Statement

Lead

Expected Success

Development of ACPs firmly Community Health &
embedded and number has Social Care
increased significantly
Directorate

Expected Success

Likely to meet target

Likely to meet target
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Appendix B - Council-wide Indicators - Community Health and Social Care
compared with Whole Council
Generated on: 27 February 2018 08:04

Previous Years

Quarters
(past) Performance & (future) Improvement Statements
Q3
2017/18

2014/15

2015/16

2016/17

Q4
2016/17

Q1
2017/18

Q2
2017/18

Value

Value

Value

Value

Value

Value

Value

OPI-4A Staff Numbers (FTE) - Whole
Council

2191

2196

2236

2236

2234

2215

2232

Managers continue to carefully manage staff numbers and
associated costs and reflects recruitment pressures in some areas.

OPI-4A-E Staff Numbers (FTE) Community Health & Social Care
Directorate

517.2

520.1

536.6

536.6

532.2

537.3

542.9

These are actual numbers of staff in post (rather than what is
actually budgeted for)

722.55

743.82

743.82

751.6

750.88

713.07

These are actual numbers of staff in post (rather than what is
actually budgeted for)

Code & Short Name

OPI-4A-E+NHS Staff Numbers (FTE) Community Health & Social Care
Directorate inc. NHS
OPI-4C Sickness Percentage - Whole
Council

4.2%

3.7%

3.1%

4.1%

4.0%

3.4%

3.3%

OPI-4C-E Sick %age - Community Health
& Social Care Directorate

6.0%

5.6%

5.2%

7.4%

7.6%

5.7%

4.6%

OPI-4E Overtime Hours - Whole Council

83,510

97,815

87,608

20,527

26,594

26,733

24,883

OPI-4E-E Overtime Hours - Community
Health & Social Care Directorate

5,675

7,546

2,231

583

1,125

2,713

2,458

E01 FOISA responded to within 20 day
limit - Health & Social Care Services

91%

93.5%

95%

88%

95%

93%

95%
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Managers in all areas are working with both HR teams to ensure
consistent application of the Maximising Attendance policies.
Overtime and Overtime budgets are devolved to departmental level.
Overtime is often the most cost effective way to utilise existing
teams and ensure prompt service to our customers.
Continues to be actively monitored
Continue to strive to meet target.
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Appendix B (cont) - Sickness Absences - All Directorates (for comparison)
NOTE: Sickness absences are very seasonal, therefore this quarter is compared to the same quarter last
year (rather than compared to the previous quarter).
Generated on: 27 February 2018

Previous Years
Short Name

Last year

This year

2013/14

2014/15

2015/16

2016/17

Q3 2016/17

Q3 2017/18

Value

Value

Value

Value

Value

Value

Sickness Percentage - Whole Council

3.6%

4.2%

3.7%

3.1%

3.3%

3.3%

Sick %age - Chief Executive's "Directorate"

1.4%

2.4%

3.5%

1.2%

1.0%

2.1%

Sick %age - Children's Services Directorate

2.8%

3.7%

2.9%

2.5%

2.6%

3.3%

Sick %age - Community Health & Social Care Directorate

6.0%

6.0%

5.6%

5.2%

5.2%

4.6%

Sick %age - Corporate Services Directorate

1.6%

2.4%

1.8%

1.9%

2.5%

2.3%

Sick %age - Development Directorate

2.7%

4.2%

3.5%

2.9%

3.4%

2.3%

Sick %age - Infrastructure Directorate

3.4%

4.0%

3.8%

2.4%

2.4%

2.8%
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Appendix C - Directorate Performance Report – Local Delivery Plan
Generated on: 27 February 2018

Local Delivery Plan
Years
2015/16

Quarters

2016/17

Code & Short Name

Copy of Years

Q1
Q2
Q3
Q3
2017 2017 2017 2017
/18
/18
/18
/18

2015/16

2016/17

Latest Note

Valu Targ Valu Targ Valu Valu Valu Targ Valu Targ Valu Targ
e
et
e
et
e
e
e
et
e
et
e
et
CH-DA-01 Clients will wait no longer than
3 weeks from referral received to
appropriate drug treatment that supports
their recovery.

85.7
91.3
% 90% % 90%

100
%

100
%

100
%

90%

85.7
91.3
% 90% % 90%

CH-DA-02 Clients will wait no longer than
88.2
88.9
93.3 93.3
3 weeks from referral received to
90% % 90% %
%
appropriate alcohol treatment that supports %
their recovery.

100
%

90%

88.2
88.9
% 90% % 90%

The consultant clinical psychologist is seeing patients who
CH-MH-01 18 weeks referral to treatment
77.6
64.6 48.6
77.6
had been waiting for some time. Each such patient seen will
50%
90%
90%
90%
90%
for Psychological Therapies (percentage of 90% 90% % 90% %
%
%
be an 18 week breach. Current waiting list will be reviewed
completed waits less than 18 weeks)
with new psychiatrist for appropriateness of referral.
CH-MH-04 People with newly diagnosed
dementia who take up the offer of post
diagnostic support (ie have an active link
worker)

Note: this is an interim measure showing the percentage of
people with newly diagnosed dementia who take up the offer
of post diagnostic support (ie have an active link worker) as
45.3
44.9
41.3 45.7 46.2
45.3
44.9
% 50% % 50% %
%
% 50% % 50% % 50% national data is not yet available. 104 of 225 cases.
Continuing to promote the value of having this support to all
patients at point of diagnosis, but it is down to individual
choice as to whether they take up the offer.

CH-PC-02 Advance booking - GP Practice
Team

NA-EC-01 A&E 4 Hour waits
PH-HI-03 Sustain and embed Alcohol Brief
Interventions in 3 priority settings (primary
care, A&E, antenatal) and broaden
delivery in wider settings.

Practices run a mix of advanced booking, triage and on the
day appointments through walk in clinics. Advance booking
relates to the opportunity to have an appointment with a
76.4
member of the clinical team, not a named GP. The largest
% 90% practice currently has GP vacancies which is impacting on
access, with several other practices also having vacancies. In
the future National data will only produced every 2 years –
next publication due in May 2018.

Not
meas
76.4
Not measured for ured
% 90%
Quarters
for
Quar
ters

96.5
96.1
97.3 96.3 95.9
96.5
96.1
% 98% % 98% %
%
% 98% % 98% % 98%

360

261

207

261

77

122

152

195

360

261
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207

We are still behind trajectory; the Trakcare system in A&E is
not user friendly and A&E figures are not being captured
261 again, which is having a direct impact on our priority settings
data. We are confident that if this data was being captured
correctly, we would be on target. Staff have been reminded
of the importance of capturing this data.
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Appendix D - Directorate Performance Report – Outcomes 1-9 - Quarterly
Measures
Generated on: 27 February 2018

Outcome 1 - People are able to look after and improve their own health and wellbeing and live in good health for longer
Years
Code & Short Name

Quarters

2015/16
Value

2016/17

Target

Value

Target

Q1
Q2
Q3
Q3
Latest Note
2017/18 2017/18 2017/18 2017/18
Value

Value

Value

ASW003 Percentage of outcomes for
individuals are met

Target
80%

The new system for gathering this has been delayed until the
start of April 2018 in order for training of all staff to be
completed.
Monthly data return from practices shows 100% compliance
for those patients who need to speak to a healthcare
professional on the day.

PC002 Percentage access to a primary
care health professional for on the day
requests at any Shetland Health Centre

100%

100%

100%

100%

100%

100%

100%

100%

PC004 Percentage access to a Primary
Care health professional for an
appointment within 48 hours at any
Shetland Health Centre

100%

100%

100%

100%

100%

100%

100%

100%

Monthly data return from practices shows 100% compliance
for those patients who request an appointment within 48
hours.

Outcome 2 - People, including those with disabilities, long term conditions, or who are frail, are able to live, as far as reasonably practicable,
independently and at home or in a homely setting in their community
Years
Code & Short Name

Quarters

2015/16

2016/17

Q1
Q2
Q3
Q3
Latest Note
2017/18 2017/18 2017/18 2017/18

Value

Target

Value

Target

Value

Value

Value

Target

CCR007 Number of 65 and over receiving
Personal Care at Home.

199

200

204

200

210

209

226

200

CN002 Percentage of early supported
discharges with no readmission in 30 days
by Intermediate Care Team

94%

100%

90%

100%

100%

91.3%

100%

100%

CCR009 Number of people waiting for a
permanent residential placement.

12

10

5

10

1

4

4

10

MH002 Admissions to Psychiatric
Hospitals

15

24

18

24

7

7

2

6
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Personal care is offered to those who need it. Assessments
are thorough and the Council's policy of reablement, which
includes a six week period of free support, has helped us to
achieve good performance over a number of years.
15 patients discharged in this quarter. 5 Early Supported
Discharges from GBH, 6 Early Supported Discharge from Care
Centre, 4 Admission Avoidance. 0 readmissions
Target to have less than 10 people waiting for a permanent
residential placement. Currently well within target.
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Years
Code & Short Name

2015/16
Value

AHP006 Increased number of people
receiving home monitoring for health and
social care (technology enabled care)
CH-SC-01 Percentage of people 65 and
over requiring intensive care package
(over 10 hours per week) in their own
home

MD-MH-01 People with a diagnosis of
dementia on the dementia register

657

47%

170

Quarters
2016/17

Target

Value

599

653

39%

51%

184

170

Target

599

40%

184

Q1
Q2
Q3
Q3
Latest Note
2017/18 2017/18 2017/18 2017/18
Value

671

55%

167

Value

684

47%

174

Value

673

48%

179

Target

599

Shetland ranked in top quartile of local authorities in Scotland
for its telecare usage by care at home clients (Source- Draft
Joint Inspection of Adult Services 2014/15). Installation of
Telecare services is a key element of supporting people to
live independently at home for as long as possible.

40%

Enabling people to be as independent and safe as possible
remains one of our primary aims. We continue to provide
appropriate support in people's own home to assist in
achieving this.

184

Overall more people on the dementia register are dying or
moving away than are being diagnosed, though we have seen
an increase in recent months. Plan in development to
provide diagnostic training/awareness for relevant staff (e.g.
GPs). Work continues to encourage people to seek earlier
assessment and diagnosis. We are also intending to audit all
people discharged from hospital with dementia indicated in
the discharge summary to ensure that they are on the
register so that no potential new diagnoses are missed.

Outcome 3 - People who use health and social care services have positive experiences of those services, and have their dignity respected
Years
Code & Short Name

2015/16

Quarters
2016/17

Q1
Q2
Q3
Q3
Latest Note
2017/18 2017/18 2017/18 2017/18

Value

Target

Value

Target

Value

Value

Value

Target

94.65%

100%

90.9%

100%

88.9%

88.9%

100%

100%

ASW001 Percentage of assessments
completed on time

100%

100%

91%

100%

89.4%

89.2%

79.5%

100%

The target was missed due to complexities in some cases and
also increase in workload for soical workers and soical work
assistants.

ASW002 Percentage of reviews completed
on time

95.6%

100%

89%

100%

87.9%

85.4%

84.1%

100%

Reviews that were missed were due to unavailability of either
the individual, family member or worker. Although some
were missed, none went beyond the statutory timescale
requirement.

CJ002 Percentage of new Community
Payback Orders (Supervision) seen within
5 working days of the order being made

Outcome 4 - Health and social care services are centred on helping to maintain or improve the quality of life of service users
Years
Code & Short Name

2015/16
Value

Target

Quarters
2016/17

Value

Target

Q1
Q2
Q3
Q3
Latest Note
2017/18 2017/18 2017/18 2017/18
Value

Value

Value
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Target
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Years
2015/16

Code & Short Name
DS004 Number of people who are waiting
to register with Public Dental Service
(PDS) for ongoing Care

CN001 Number of Anticipatory Care Plans
in Place

Quarters
Q1
Q2
Q3
Q3
Latest Note
2017/18 2017/18 2017/18 2017/18

2016/17

Value

Target

Value

Target

Value

Value

Value

Target

640

500

572

500

10

10

10

500

831

700

1,061

700

1,068

1,107

1,102

700

Source: Local data. Despite waiting, all these people are able
to access NHS dental care elsewhere.
Data for December shows that there has been a reduction of
12 records from the total at the end of November 2017
(1114) thus there continues to be an increase in the number
of eKIS records being created but there has been a reduction
in the overall number of these at the end of December as a
result of individual deaths.

Outcome 6 - People who provide unpaid care are supported to reduce the potential impact of their caring role on their own health and wellbeing
Years
2015/16

Code & Short Name
AS003 Number of incidents of emergency
respite provided for adults with Learning
Disability/Autistic Spectrum Disorder

Quarters
Q1
Q2
Q3
Q3
Latest Note
2017/18 2017/18 2017/18 2017/18

2016/17

Value

Target

Value

Target

Value

Value

Value

Target

1

0

2

0

1

1

1

0

Outcome 7 - People who use health and social care services are safe from harm
Years
Code & Short Name

2015/16

Quarters
2016/17

Q1
Q2
Q3
Q3
Latest Note
2017/18 2017/18 2017/18 2017/18

Value

Target

Value

Target

Value

Value

Value

Target

CJ001 Percentage of Criminal Justice
Social Work Reports submitted to Courts
on time

100%

100%

100%

100%

100%

100%

100%

100%

CJ004 Risk and need assessment
completed and case management plans in
place within 20 days

100%

100%

100%

100%

88.9%

88.9%

100%

100%

PPS002 Percentage rate of antibiotic
prescribing in relation to Scottish average

PPS003 Number of polypharmacy reviews
completed

94.8%

98

100%

360

101.2%

383

99%

360

105.1%

66

In general we are expecting less antibiotics to be prescribed
in Shetland than in the Scottish population. This is not always
achievable and prevalence of infection in Shetland does not
always coincide with national prevalence figures. Q3 data
available at end of Feb 18.

94.1%

48

59
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90

Polypharmacy reviews bring about better outcomes for
patients and often significantly reduce costs. Reduction this
quarter due to staff on annual leave and off the island on
training.
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Years

Quarters

2015/16

Code & Short Name

Q1
Q2
Q3
Q3
Latest Note
2017/18 2017/18 2017/18 2017/18

2016/17

Value

Target

Value

Target

Value

Value

Value

Target

PPS004 Number of discharge
prescriptions dispensed out of hours by
nursing staff

435

588

164

192

48

65

68

48

Good discharge planning should reduce the need for nurses
to dispense medicines out of hours. Dispensing by pharmacy
is always more appropriate. Increase in recent months due to
shortages in technical team staffing.

CN003 Percentage of Catheter Associated
Infections in individuals with an indwelling
urinary catheter

2%

0%

0%

0%

0%

0%

16%

0%

1 CAUTI was identified in the 6 catheters inserted giving an
iinfection rate of 16% due to the small numbers. A repeat
audit will be undertaken in Quarter 4. NB This is the first
infection identified in the last 2 years

CH-DD-02 Delayed Discharges - number
of people waiting more than 14 days to be
discharged from hospital into a more
appropriate care setting, once treatment is
complete, excluding complex needs codes.

2

0

0

0

1

0

0

0

Outcome 9 - Resources are used effectively in the provision of health and social care services, without waste
Years
2015/16

Code & Short Name

Value
DS002 The ratio of WTE primary care
dentists providing NHS oral health care to
the total resident population of Shetland
AHP001 Number of people waiting longer
than nationally agreed referral to
assessment timescales for an occupational
therapy assessment (count)

Quarters

1,703

Target

1,670

2016/17
Value

2,083

Target

1,670

Q1
Q2
Q3
Q3
Latest Note
2017/18 2017/18 2017/18 2017/18
Value

2,289

Value

2,289

Value

2,289

Target

1,670

Sources: Local WTE data and ONS population data. The
greater the WTE of dentists, the greater the available capacity
for the resident population to receive NHS dental care. Q4
should reflect the new registration figures released by ISD
and incorporate the new dentists who started in this quarter.
To achieve the nationally agreed referral to assessment
timescales we have initiated a number of initiatives including
streamlining our referrals and screening processes, reviewing
all processes, and reconfiguring the team into a north and a
south team to gain staff efficiency.

7

10

1

10

1

0

4

10

98.73%

90%

99.4%

90%

100%

99.5%

99.2%

90%

AHP004 Percentage Waiting Time from
Referral to Treatment for Podiatry Services 99.67%
(18 weeks)

90%

98.6%

90%

100%

100%

99.4%

90%

AHP002 Percentage Waiting Time from
Referral to Treatment for Orthotics
Services (18 weeks)

CCR005 Occupancy of care homes

91.2%

90%

85.75%

90%

82.5%

84.3%

82.8%

90%

CJ003 Unpaid Work commenced within 7
working days

87.05%

100%

80.9%

100%

90.9%

0%

100%

100%
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Increased use of permanent beds for enablement and respite
care means occupancy levels decrease. Effectiveness of care
provided at home results in less demand for residential beds.
7 of 7 commenced within 7 working days.
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Years
Code & Short Name

2015/16
Value

PPS001 Percentage spend for Shetland
on GP Prescribing compared to the
national average
CH-AO-01 Maximum Waiting Time from
Referral to First Consultation for
Physiotherapy Services - %age of patients
seen within 18 weeks

98%

Target

99%

Quarters
2016/17

Value

Target

Q1
Q2
Q3
Q3
Latest Note
2017/18 2017/18 2017/18 2017/18
Value

Value

95%

99%

100.5%

97.1%

99.3%

90%

99.3%

100%

Value

Target
Shetland has traditionally spent less on medicines per
patient. The costs per patient are increasing and there will be
a need to undertake additional prescribing efficiency work to
maintain the current position. Q3 data available at end of
Feb 18.

100%
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90%
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Appendix D (cont) - Directorate Performance Report – Outcomes 1-9 Annual Measures
Generated on: 27 February 2018

Outcome 1 - People are able to look after and improve their own health and wellbeing and live in good health for longer
Previous Years
Code & Short Name
E15 Proportion of last 6 months of life
spent at home or in community setting

2014/15

This Year

2015/16

2017/18 Latest Note

2016/17

Value

Target

Value

Target

Value

Target

Target

92.3%

90.8%

92.6%

90.8%

93.8%

90.8%

90.8%

DS001 Decay experience of children in P1:
Percentage of children with no obvious
caries in deciduous teeth (children aged 56 years in P1 attending SIC primary
schools)

79.4%

75%

75%

Best performing partnership in Scotland. Managed Clinical
Network for Palliative Care established in 2015. Note: new
data taken from NSS Source system.
Source: NDIP data. Gives prevalence of dental decay in one
age group (P1 or P7) each year, as a percentage of the total
child population. Next P1 data release due Oct 18.

Outcome 3 - People who use health and social care services have positive experiences of those services, and have their dignity respected
Previous Years
Code & Short Name

2014/15
Value

ASW004 How satisfied are residents with
local social care/ social work services?

This Year

2015/16

2017/18 Latest Note

2016/17

Target

Value

Target

80%

79%

80%

Value

Target

Target

80%

80%

Health & Care Experience Survey 2 yearly data. Slightly lower
than national rate of 81%.

Outcome 4 - Health and social care services are centred on helping to maintain or improve the quality of life of service users
Previous Years
Code & Short Name

2014/15
Value

Target

AS002 Number of adults with LD/ASD
obtaining a recognised qualification in
lifelong learning; personal development;
maintaining skills

This Year

2015/16

35

Value

Target

46

2017/18 Latest Note

2016/17

35

Value

Target

40

Target

35

35

Adults with learning disability, autistic spectrum disorder
and/or complex needs are supported to have a safe, healthy
and active life. Self-care and enablement approaches are
promoted. 107 certificates were issued to 46 adults. Note:
academic year runs Aug to Sept.

Outcome 5 - Health and social care services contribute to reducing health inequalities
Previous Years
2014/15

2015/16

This Year
2016/17
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2017/18 Latest Note
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Previous Years
Code & Short Name

DS003a The percentage of the adult
populations who are registered with
Shetland dentists for NHS dental care

DS003c The percentage of the child
populations who are registered with
Shetland dentists for NHS dental care

2014/15
Value

Target

75.65%

2015/16
Value

2017/18 Latest Note

2016/17

Target

79.8%

93.55%

This Year

94.85%

Value

Target

Target

85.2%

Target is to see a net rise in registration figures. Registration
brings with it the responsibility to provide on-going care, for
which the PDS alone does not have sufficient capacity. Larger
rises are therefore dependent on an independent NHS
practice opening alongside the Public Dental Service to
increase capacity. Next data available July 18.

96.45%

Target is to see a net rise in registration figures. Registration
brings with it the responsibility to provide on-going care, for
which the PDS alone does not have sufficient capacity. Larger
rises are therefore dependent on an independent NHS
practice opening alongside the Public Dental Service to
increase capacity. Next data available July 18.

Outcome 7 - People who use health and social care services are safe from harm
Previous Years
Code & Short Name
CJ005 Percentage of individuals showing
a decrease in assessed risk and need at
end of order

2014/15

This Year

2015/16

2017/18 Latest Note

2016/17

Value

Target

Value

Target

Value

Target

Target

37.5%

75%

65.4%

75%

52.9%

75%

75%

Individual case management plans are tailored to address
criminogenic need, however some of this need is outwith
service control. Analysis of risk/ need will be undertaken in
2017/18.

Outcome 8 - People who work in health and social care services are supported to continuously improve the information, support, care and
treatment they provide and feel engaged with the work they do
Previous Years
Code & Short Name

AS005 Number of Social Care staff trained
to implement Positive Behaviour Support.

2014/15
Value

Target

This Year

2015/16
Value

2017/18 Latest Note

2016/17

Target

Value

Target

Target
Update 22.1.2018. 138 Staff across Adult Services are trained
at Foundation Level MAPA.(Managing Actual and Physical
Aggression). 18month refresher required.

4

6

0

6
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6

Positive Behaviour Support PBS is considered and
implemented by teams as and when required on a person
centred basis with the assistance of the Community Liaison
Nurse (Learning Disability and Autism).
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Appendix E - Complaints - Community Health & Social Care
This shows all complaints that were open during the Quarter. Frontline complaints should be closed within
5 working days. Investigations should be closed within 20 working days
Failure to provide a service
ID

COM-16/17-501

Stage Title

Title

Received
Date

Closed
Date

Service/

Days

Complaint

Frontline

Self Referral to

17-Oct2016

19-Oct2016

Occupational

2

Not Upheld The service is currently

the

Occupational

Directorate
Therapy

Elapsed

Upheld?

reviewing responses to

(Council AHP +

Therapy Service

Lessons learnt

referrals to look at

NHS)

changing the process

The root cause of the complaint
Client did not understand the

relationship between Occupational

Therapy departments in Grampian and
Shetland. Client was written to, to

advise that Grampian therapists would

be in touch with Shetland before client
is discharged and an apology was

provided if the letter sent caused the
client anxiety.

Standard of service received
ID

Stage Title

Title

Received Closed
Date
Date

Service/

Directorate

Days

Elapsed

Complaint
Upheld?

Page 98 of 293

Lessons learnt

The root cause of the complaint
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COM-16/17-545

Investigation Client and

family unhappy
with stairlift
provided

22-Nov2016

16-Dec2016

Community

Health & Social

Care Directorate

18

Partially
Upheld

OT to speak to Hjaltland Insufficient information given to client
Housing Association and by installer about whether of not
Robertson and Peterson

minor adaptations to a property might

stairlift is measured for,

installed.

to ensure that when a
appropriate advice is

given to the recipient
about whether minor

adaptations might be

required on installation.
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be required to enable stairlift to be
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ID

COM-16/17-554

Stage Title
Frontline

Title

Received Closed
Date
Date

Service/

Days

Complaint

Care for Client

12-Dec2016

Community

6

Not Upheld Ensuring a copy of care

20-Dec2016

Directorate
Health & Social

Elapsed

Upheld?

Lessons learnt

plans are provided to

Care Directorate

clients

The root cause of the complaint
Slight confusion over change in care
staff and changes to rota for care.

Disagreement with decision made
ID

COM-16/17-516

Stage Title

Title

Received Closed
Date
Date

Service/Director Days
ate

Elapsed

Complaint

Lessons learnt

Frontline

Earlier

06-Nov2016

Community

3

Upheld

Specific risk factors were On waiting list – reviewed and now

Assessment

10-Nov2016

Required

Health & Social

Upheld?

Care Directorate

identified which meant

that the client has been
moved up the waiting

list. Possible solutions
to the problems

experienced in the

bathroom have also been
offered to the client.
COM-16/17-543

Investigation Alteration to
property for

installation of a
bath

22-Nov2016

16-Dec2016

Community

Health & Social

18

Not Upheld OT to ensure a holistic

Care Directorate

approach is taken to

collating information,

including from specialist
sources and other

professionals involved in
case.
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The root cause of the complaint

moved up the list.
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Summary of complaints for community services in 2016/17
A summary of formal complaint activity for NHS Shetland from 1 April 2016 to 2 March 2017 is set out below.
Further detail, including the actions taken as a result of each formal complaint relating to community health in
2016/17 is provided.
From 1 April 2016 to 2 March 2017 the Board received a total of 55 formal complaints. Complaints and feedback
staff have also handled 93 patient feedback contacts. Of the 55 formal complaints received in year to date, 31
relate to the community health and social care directorate and five span both community and acute directorates.
Please note that the summary does not include independent contractor General Practices, who are responsible
for their own local resolution of complaints following national guidance. Complaints against other Health Boards
or Special Health Boards, e.g. the Scottish Ambulance Service, are also excluded.
2016/17
Directorate of Acute
and Specialist
Services
Directorate of
Community Health and
Social Care
Acute & Community
Board HQ Services
Other
Withdrawn
Total
Outcome

Quarter 1
1.4.16 – 30.06.16
6

Quarter 2
01.07.16 – 30.09.16
4

Quarter 3
01.10.16 – 31.12.16
5

Quarter 4 (to date)
01.01.17 – 02.03.17
3

Total

10

11

4

6

31

1

1

2

1

5

0
0
0
11

0
0
0
10

1
0
0
55

1
0
0
18
Upheld: 5
Partly upheld: 8
Not upheld: 5

0
0
0
16
Upheld: 10
Partly upheld: 5
Not upheld: 1

Upheld: 3
Partly upheld: 4
Not upheld: 4
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Upheld: 3
Not upheld: 1
Open: 6

18
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Community Health and Social Care Directorate Complaints received 1 April 2016 to 2 March 2017
Summary

Staff Group(s)

<=
20
wkg
days

If not, why

Outcome

Actions

Poor treatment
and no follow up
plan

CMHS

N

Slight delay in
final sign off

Upheld

•

2

Complaint
handling

Board HQ/
CMHS

Y

Upheld

•

Apology given and explanation of why a previous complaint had not
been handled satisfactorily. Commitment given to address this as
quickly as possible and assurances sought from service about ability
to respond appropriately

3

Delay in receiving
prescription
medicines

LHC/
Pharmacy

Y

Upheld

•

Reasons for delay explained, however the prescription was issued
on the day as requested
Process audited to try and determine what had happened to the
original prescription

4

Physiotherapy
referral

Physio

Y

5

Communication
and diagnosis

CMHS

N

Quarter 1
1

•

•

Unplanned staff
absence

Not upheld

•

Satisfied referral was triaged appropriately

Part
upheld

•

Staff asked to reassure patients their notes had already been
reviewed prior to consultation
Staff asked to consider whether patients have access to PCs when
proposing particular therapeutic interventions
Apology given for misunderstanding about the reasoning for a
question asked

•
•

6

Medication
concern,
communication
and diagnosis

CMHS

N

Unplanned staff
absence

Medical reasoning confirmed as appropriate, however unmet need re
psychological therapy support. Future resources explained.
Recommendation of contact with CPN to further support self
management

Part
upheld

•
•

Apology given if proposal to review medication for safety purposes
had not been fully understood by patient
Communication process already under review and improvements in
place

Page 102 of 293

HS/S5/18/16/6

7

GP on call did not
visit after advised
they would by
NHS24

OOH GP

Y

Partly
upheld

• Apology offered that GP had spoken with relative rather than patient
(which would have been possible had they made a home visit),
however at the point the decision was made there was no additional
clinical information to warrant a home visit (condition had been
assessed the previous day)

8

Poor care and
failure to x-ray
and diagnose
fracture

LHC

Y

Not upheld

• Clinical advice and decision making found to be reasonable over
period in question
• Treatment would not differ despite the later confirmation of a fracture

9

Change to
diagnosis, lack of
support available

CMHS

Y

Part
upheld

• Department to review process for allocating a temporary CPN during
unexpected or extended leave, and for flagging repeat phone calls on
different occasions
• Clinicians to be clear to service users that they can opt out of copy
letters to GPs if and when they choose

10

Lack of support
and failure to
transition correctly
between services

CAMHS /
CMHS

N

Upheld

•

11

No dental
provision in Yell

Dental

Y

Meeting held
with
complainant
and key staff
members to
better
understand
issues

•
•

Apology given that the service had been sporadic with staff absences
the previous year
Team asked to review procedures for changing patient medication
and the necessary follow up appointments
Adult team to provide a second contact to provide better continuity for
staff absences

Upheld

•

Part
upheld

• Diagnosis found to be arrived at through robust process, however part
upheld as there was an unmet need for the individual

Part
upheld

• Diagnosis error understandable but GP reminded to listen to patient
and check further back in medical records if needs be
• Communication issues considered and some suggestions made about

Current situation explained, and apology given that the situation was
unlikely to improve in the short term

Quarter 2
12

Dissatisfaction
with diagnosis

CMHT

N

13

Dissatisfaction
with diagnosis
and staff attitude

GP

N

Investigation
was revisited
following
additional
information
provided
Additional
details required
to be checked
at latter stage
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of investigation

how to improve for future consultations

Upheld

• Information clarified to complainant and staff
• Communication issues reviewed with dentist in question
• Future treatment plan proposed

Upheld

• Apology given that communication and some care aspects fell short of
expectation
• Additional training for staff member
• Palliative and end of life care refresher training for all community
nursing staff by the MacMillan team
• SBAR approach implemented for end of life patients where there will
be a change in staff cover
• A debrief/clinical supervision session to be held following the death of
all palliative patients
• Written information identified which may prove useful for families

Y

Upheld

• Apology provided and explanation that GP staffing shortages were
being experienced both in Shetland and nationally
• Explanation provided about six week appointment booking periods
• Options identified for onward referral, including telephone consultation
• Staffing shortages for reception staff explained – practice manager
post now out to advert
• Asked if interested in joining a Patient Participation Group for LHC

Y

Upheld

• Error with result reporting flagged to NHS Grampian. Situation to be
monitored moving forwards
• Telephone call options and restrictions explained. Potential to write to
people when a call does not prove possible, although this would be a
case by case decision
• Recommendation to consider whether a standalone system for
recording calls would be helpful, both to callers and staff in such
situations
• Apology given about miscommunication in this case

14

Staff attitude and
inconsistency of
information

Dental

Y

15

Actions/attitude
towards dying
relative

Community
nursing

N

16

Access to GP
appointments

LHC

17

Inflexibility re
speaking to GP
and staff attitude

LHC

Complexity of
investigation
and delay in
speaking with
key staff
member
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Examination
without
chaperone,
communication
Poor dental
service for
Northern Isles

GP

Y

Part
upheld

• GP asked to ensure chaperones are present as appropriate
• Suggestions made re communication challenges

Dental

Y

Upheld

• Cuts in dental funding provision explained and apology given
• Appointments offered at either Brae or Lerwick to complete required
work

20

Discharge without
pain relief, lack of
dignity in death

Acute and
community

N

Upheld

• Apology given for poor communication in specific aspects
• Recommendation that discharge arrangements to be reviewed
• SEA requested to identify specific learning points for future palliative
care cases
• Training provided to GPs regarding sensitive situations such as
examination following death

21

Poor dental
service for
Northern Isles

Dental

Y

Upheld

• Cuts in dental funding provision explained and apology given
• Appointments offered at either Brae or Lerwick to complete required
work

22

Allergic reaction
to prescribed
drug, staff attitude

LHC

Y

Upheld

• SEA carried out by staff member, case to be discussed at practice
meeting
• Apology provided

23

Inclusion of
inappropriate
comment in
partner’s
assessment

CMHS

N

Partly
upheld

• Explanation about terminology provided and apology for ambiguity

LHC

Y

Upheld

• Formal apology given.
• Meeting held with Practice Manager and Medical Director following
complaint response.
• Patients to always be informed of test results which require further
investigation/treatment
• Explanation of trial for electronic transmission of x-ray and ultrasound
reports

18

19

Availability of
key staff
member

Quarter 3
24

Poor
communication
and inability to
pre-book GP appt
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• Clinicians reminded by Medical Director that results from referrals for
CT scans will go to hospital consultants
Partly
upheld

• Significant Event Analysis carried out by GP and discussed by the full
practice team at LHC to determine if anything had been missed
• Medical reasoning found to be appropriate at the time of presentations

Y

Not upheld

• Explanation that final assessment and decision making is at consultant
level and in this instance the service user did not meet the required
criteria

A&E and LHC

Y

Not upheld

• No issue found with clinical treatment
• Investigation not able to substantiate any concerns about staff attitude
• Explanation about alternative appointment booking arrangements as
required

Dental

Y

Partly
upheld

• Explanation given that registration at a different practice would mean a
patient would need to re-register again, however the PDS waiting list is
now closed
• Apology given about perceived staff demeanour

Primary and
secondary care
clinicians

N

Partly
upheld

• Diagnosis pathway found to be reasonable, however communication
could have been improved upon. Review to be carried out with
clinicians involved to identify additional learning in this regard.

Orthodontics

Y

Upheld

• Challenges regarding orthodontic provision explained
• Apology given that a communication issue meant the patient had been
documented as routine rather than priority and a quicker appointment
date provided

25

Lack of physical
examination and
missed symptoms

GP and
secondary care

N

26

Access to
treatment

Orthodontics

27

Lack of
examination in
A&E, review of
condition sought,
GP attitude and
refusal of home
visits and lack of
privacy at LHC
Poor
communication
regarding removal
from waiting list
Delay in diagnosis

28

29

Slight delay in
receiving all
required clinical
information

Complex
investigation
involving
numerous
clinicians
including from
out with the
Board area

Quarter 4
30

Delay in
accessing
treatment
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31

Delay in
accessing
treatment
Access to
psychological
therapies
Treatment
provided

Orthodontics

Open

CMHT

Open

CMHT

Open

34

Treatment

Dental

Open

35

Poor nutritional
care and difficulty
with community
nursing visit
Access to GP
appointment and
staff attitude

GBH and
community
nursing

Open

LHC

Open

32

33

36
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NHS Shetland Annual Review 2017
At a Glance LDP Standards Performance 2016/17
• Within smoking cessation services during 2016-17 we helped 46
people to successfully quit at 12 weeks. This met our increased
and challenging target of 43.

G

• During 2016-17, 75.9% of pregnant women had booked for
antenatal care by the 12th week of gestation.
*note: we are working on data issues with mothers delivering
outwith the islands, so have not reported the SIMD breakdown.
Small numbers magnify these issues.

A

• During the years 2015 and 2016 combined, 27.6% of people were
diagnosed and treated in the first stage of breast, colorectal and
lung cancer, which narrowly missed our target of 29%, but is
among the best rates in Scotland.

A

• During the quarter from January to March 2017, 100% of patients
waited less than 18 weeks from referral to treatment for specialist
Child and Adolescent Mental Health Services (CAMHS)
services, which met the target of 90%.

G

• During the quarter from January to March 2017, 79.3% of patients
waited less than 18 weeks from referral to treatment for
Psychological Therapies, which missed the target of 90%.

R

• During 2016-17, we had eight Staphylococcus aureus
bacteraemia (including MRSA) infections, which gave us a rate
of 0.73 cases per 1000 acute occupied bed days. This missed our
target of 0.24.

R

• During 2016-17, we had one C Diff infections, which gave us a
rate of 0.08 cases per 1000 total occupied bed days. This
exceeded our target of 0.32.

B

• During 2016-17, 96.1% of patients waited less than 4 hours at
A&E, meeting the target of 95%.

G

• During 2016-17, 89.3% clients waited less than 3 weeks from
referral to appropriate drug and alcohol treatment that
supported their recovery, narrowly missing the target of 90%.

A

• During 2016-17, 207 Alcohol Brief Interventions were delivered
in the 3 priority settings (Primary Care, A&E, antenatal), missing
our target of 261.

R
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• During 2016-17, we had a Sickness Absence rate of 4.51%,
which missed the target of 4%, but was the best rate among
territorial Boards in Scotland.

A

• During 2015-16, 95.2% of patients accessed an appropriate
member of the GP Team within 48 hours, meeting the target of
90%.

G

• During 2015-16, 76.4% of patients were able to make an
advanced booking for an appropriate member of the GP Team
within 3 days, missing the target of 90%.

R

• During 2016-17, 100% of eligible patients had commenced IVF
treatment within 12 months, meeting the target of 90%.

B

• During 2016-17, 87.5% of planned/elective patients commenced
treatment within 18 weeks of referral, narrowly missing the 90%
target.

A

• During 2016-17, 82.5% of patients waited less than 12 weeks
from referral to a first outpatient appointment, missing the 95%
target.

R

• During 2016-17, 6 patients waited longer than 12 weeks from
patient agreeing treatment with the hospital to treatment for
inpatient or day case treatments, narrowly missing the zero
target.

A

• During 2016-17 we operated within our agreed revenue
resource limit; our capital resource limit; and met our cash
requirement.

G

• During 2014-15, 70% of people newly diagnosed with dementia
were referred for post-diagnostic support coordinated by a link
worker, including the building of a person-centred support plan.
72% of these people received 12 months of support.

A

Key:

B

Well ahead of trajectory or met early

R

Not meeting and not within trajectory limit
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A

Not meeting but within trajectory limit

G

Meeting or better than trajectory
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NHS Shetland Annual Review 2017
Draft At a Glance Outcomes 2016/17



Cancer patients beginning
treatment within 62 days
of urgent referral ranged
from 85.7% to 100% over
the past year. 100% of
patients began treatment
within 31 days of decision
to treat. (note: small
number variation)




Twelve MRSA/MSSA
infections and one
C. Diff infection in
the year – missing
our SAB target and
meeting our C Diff
target.

No significant trend in percentage of
babies born at healthy birthweight
(appropriate for gestational age).



73.5% of people with complex care
needs are cared for at home. Improving
trend and consistently amongst the
highest levels in Scotland.



Overall Healthcare
Experience – NHS
Shetland scored 85.5
for the Inpatient
Patient Experience
Survey, which is well
above the Scottish
average.



Alcohol related hospital admissions
have decreased in recent years,
coming down to around the national
average.



Consistently achieving over 95% of
people being seen in A&E in 4 hours
or less in past 9 months.
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Key:

Emergency admission rate has
remained steady and consistently
lower than the national rate.

No significant trend in Quarterly
Hospital Standardised Mortality Ratio.
(note: small number variation)

No significant trend in Circulatory
Disease mortality in under 75s.
(note: small number variation)

No significant trend in cancer mortality
in under 75s in recent years.
(note: small number variation)

Slight decreasing trend in Respiratory
System Disease mortality in under 75s.
(note: small number variation)

Slight increasing trend in end of life
setting. Consistently the highest rate in
Scotland.



Improving trend or
performing well



No change/trend
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Worsening trend or not
performing well
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The Board must:
Continue to review, update and maintain robust arrangements for controlling Healthcare
Associated Infection, with particular emphasis on C.Diff and SABs
See Item 3: Healthcare is safe for every person, every time
Keep the Health and Social Care Directorates informed on progress towards achieving all
access targets and standards, in particular for Outpatient appointments and
Psychological Therapies.
The service has employed a Consultant Clinical Psychologist who is working on
addressing the ongoing long waits for accessing psychological therapy. This is still likely
to take a considerable time. Work is progressing on a stepped care approach including
computerised CBT, telephone CBT, supported self help, Behavioural Activation and
training for mental health professionals in Safety and Stabilisation. There is a plan to
repeat this training and provide additional training for CPN’s to run a Survive and Thrive
group for individuals with complex trauma (who constitute the majority of the long
waiters). The Talking Therapies service provides psychological interventions at the
primary care level and the clinical psychologist provides Highly Specialist interventions,
consultancy, training, group work and reflective practice in secondary care. These
initiatives, combined with work on improving referral systems and an opt-in process are
addressing the long waiting times. Of the 86 individuals who have been referred to
clinical psychology 14 are currently being seen, 34 have been closed and 38 are awaiting
input. In order to improve accuracy of waiting time data, all information is being input to
TrakCare and for greater efficiency there has been a focus on improving collaboration
between services, including the third sector.
In the year 1st April 2016 to 30th March 2017 165 patients were treated, of those 128
patients (78%) were treated within 18 weeks. As of 31st March 2017 there were 104
people waiting for Psychological Therapy - 76 patients (73%) having waited less than 18
weeks. Waits above 26 weeks were due to a backlog of unmet need which is now being
addressed following the recruitment of the Consultant Clinical Psychologist.
The Talking Therapy Service is a 6 session model providing psychological interventions
for mild to moderate presentations within primary care. As of July 2017 additional
capacity will be available with the start of a new primary care Behavioural Activation
service. The cCBT programme (Beating the Blues) continues to be offered following
successful completion of the Mastermind pilot project.
Continue to make progress against the staff sickness absence standard
See Item 6: Staff feel supported and engaged
Continue to achieve financial in-year and recurring financial balance, and keep the Health
and Social Care Directorates informed of progress in implementing the local efficiency
savings programme
See Item 5: Best use is made of available resources.
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ITEM 2
Everyone has the best start in life and is able to live longer healthier lives
Performance against public health targets for delivery in 2016/17
Shetland traditionally has a good life expectancy and a level of health that is amongst the best
in Scotland. This reflects the high quality of life in Shetland, as well as the quality of local
services. However the most recent life expectancies for men and women have fallen
compared to the previous year. For men the life expectancy at birth using the three year rolling
average for 2013-15 was 77.6 years, down from 78; and for women it was 81.9 years, down
from 82.45. Neither has yet reached the ambitious local targets of 79.2 and 86.2 years. While
life expectancy is still better than many other parts of Scotland we recognise that there are
health inequalities within Shetland that are often hidden and not reflected in available data.
Suicide: Suicide still remains a significant area of concern although the most recent available
figures show a sustained reduction from 21.55 per 100,000 population in 2013 to 19.9 in 2016
(5 year rolling average 2011-1015). Although the rate was only 4.3 per 100,000 population in
2014, this wide fluctuation is due to the very small numbers involved. The local target is 20.7
per 100,000 population. A programme of prevention work continues, including tackling stigma
on mental health issues, training and a local audit of all sudden deaths and suicides to help us
understand local risk factors and target our preventative work.
Keep Well: The impact of reduced outcomes due to decreasing resources is seen with Keep
Well checks. These are carried out mainly in workplaces by the Health Improvement Team. We
set ourselves a local target of 250 during 2016-17, but had only achieved 193 by the end of
March 2017, due mainly to reduced staffing levels. This is compared to the previous year total
of 252 health checks.
Early years: The most recent available figures show that we met the target of 80% of pregnant
women in each SIMD centile booking by 12 weeks, with 82.3% booking by 12 weeks in 201516. The most recent figures for breastfeeding at 6-8 weeks show that the rate for Shetland is
54.2% (quarterly rolling average at end 2016), above the national target of 50% but below our
ambitious local target of 58%.
Smoking: To date (July 2017) there had been 46 successful quits at three months (with the
quit date being between April 2016 and March 2017). This exceeded the Government set
target by 3 (the target being 43 successful smoking cessation quits at 12 weeks, in the 60%
most deprived areas of Shetland). Overall, we have supported 80 people across Shetland to
have maintained their quit at 12 weeks. The target was increased by 30% last year, despite
reduced resources within the Health Improvement Team (which delivers most of the smoking
cessation interventions) and the fact that the people who are now smoking are those that find it
the hardest to give up.
Alcohol: We have not met the target for delivering Alcohol Brief Interventions, despite doing
well in previous years. In 2016-17 200 ABIs were undertaken against a target of 261. This
again reflects a reduction in resources in the Health Improvement Team, who had been
delivering the majority of the interventions with very few being done in Primary Care. On a
positive note, the recording system in A&E, where around 15 ABIs per month are usually
recorded is now up and running again, so we are confident that the target will be met in future
years. Latest national data for alcohol-related admissions shows that the rate increased in
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Shetland during 2015-16. (671.3/100,000 against a rate of 580.3 / 100,000 last year and a local
target of 500 / 100,000). However it is anticipated that the considerable work carried out in
2016-17 to prevent harm relating to substance misuse, including work with the local Licensing
Board and a redesign of drug and alcohol services to develop a substance misuse recovery
service, will be reflected in future figures. Our local programme of culture change on alcohol
use, known as “Drink Better”, is being reviewed again, and will be informed by the result of
successful local engagement with the Shetland public, including focus groups.
Child Healthy Weight: Figures for children out with the healthy BMI in Primary 1 reduced
during 2016. This had previously gone up markedly from 17.9% in 2014 to 27.1% in 2015 but
has now reduced to 22% in 2016. Initial analysis shows that the increase from 2014 has been
in children who are obese with the percentage of overweight children remaining stable. It
remains a challenge to engage families at an early stage in programmes of support, and some
of this appears to be about the confidence of health and other professionals in ‘raising the
issue’ of child healthy weight. Further work is underway to tackle the issue in the pre-school
years, as well as work to encourage and create more health promoting environments.
Immunisation: The most recent immunisation rates show uptake for the year April 2016 to
March 2017 was slightly below the national target of 95% for primary immunisations of children
by the age of one year (except Meningitis C) but had reached 97% for children aged two.
However, the rates for MMR, and Hib/Meningitis C were slightly below 90% in this age group.
Uptake of the first dose of MMR by age five years was 96.5%, exceeding the target of 95%, but
uptake for the full course that should have been received by then was only 86.1%, although
this is higher than last year. This is leaving 15% of children entering school potentially
unprotected against measles, mumps and rubella. Published figures for the uptake of
seasonal flu vaccine are not yet available, but the unpublished figures suggest that for adults,
most of the rates are lower than last year (as was the case across Scotland). Shetland has
slightly higher flu vaccination rates than the Scottish average for adults in risk groups and
carers. The rates in Shetland for children were higher than last year, and higher than the
Scottish average. The uptake amongst health care staff increased in the 2016-17 season.
These targets only represent a proportion of the Board’s public health and health improvement
work. Work on increasing physical activity, especially amongst the most inactive, and healthy
diet is continuing but outcomes are difficult to measure on a short term (annual) basis. Health
protection and emergency planning (resilience) work has also continued including both
strategic planning and reactive work dealing with day to day incidents. For the Public Health
Directorate, there has also been a significant focus on tackling health inequalities and
supporting the most vulnerable in our community: including for example partnership working on
poverty and exclusion; domestic abuse and sexual violence; early years; black and minority
ethnic group needs assessment; mental health issues and community justice.
Performance against the waiting times standard and early diagnosis and treatment
targets under the detect cancer early campaign
Cancer screening programme: uptake remains good with all our uptake rates amongst the
highest in Scotland. The most recent published figures show uptakes of:
•
66.5% for bowel cancer screening (May 14-Apr 16) above the target of 60%;
•
77.1% for cervical screening (2014-15) slightly below the target of 80% but highest in
Scotland;
•
84.4% for breast screening (3 yr rolling average 2013-16) above the target of 80%.
Detect Cancer Early: The most recently available figures (Jan 2014- Dec 2015) show that the
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percentage of patients diagnosed in the early stages of cancer has fallen to 16.9% against a
trajectory of 29%. This percentage represents 15 patients, out of a total of 89 in the period. It
should be noted that there was no breast screening during this period as it only happens every
three years; it is anticipated that the figures for 2016 will show an increase in early cancer
detection due to the breast screening programme. These figures have not yet been released.
The low early detection rates are despite high uptake rates for cancer screening and appear to
be due to late presentation of symptomatic cancers. There is ongoing audit work to understand
this further.
Cancer Waiting Times: In the quarter ending December 2016, 100% of patients urgently
referred with a suspicion of cancer began treatment within 62 days of their referral. In the
quarter ending December 2016, 100% of patients diagnosed with cancer started treatment
within 31 days of their decision to treat.
Working in conjunction with NHS Grampian, we seek to maintain this good position in
delivering cancer care promptly in 2017-18 and will prioritise the use of resources to provide
appointments and diagnostic tests that facilitate cancer diagnosis and treatment.
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ITEM 3
Healthcare is safe for every person, every time
Scottish Patient Safety programme, HEI/ HAI and any matters arising from external
scrutiny visits and reports
In 2016-17, NHS Shetland’s MSSA/MRSA rolling average infection rate for the year end was
0.73 per 1000 bed days which is above the target of 0.24. All of the 8 cases indentified in that
12 month period were investigated using root cause analysis techniques and no linking factors
were identified.
In 2016-17, we have also successfully implemented work to shift the balance of care into
community focussed services which has reduced our acute occupied bed days and this has
impacted on our infection rates (because we have a low rate of hospital bed occupancy)
compared with other hospitals during the same period.
In 2016-17, we met the target for C. Diff infections (with a rate of 0.085 per 1000 bed days),
with 1 case identified over the 12 month period. Again, no linking factors were identified
following root cause analysis.
For the year ending December 2016 there have been 2 surgical site infections (SSI) in the 38
procedures undertaken giving a SSI incidence of 5.3%. Root cause analysis identified no
further actions were required. The rate for E Coli Bacteraemia for the quarter ending December
2016 was 0.00 per 1000 bed days in the hospital setting. Overall, 14 cases have been
identified during 2016-17 most of which originated in the community setting.
It is important to note that these numbers should be seen in the context of small number
variation and the figures can change significantly from quarter to quarter with just one event.
We continue to review and refresh our HAI arrangements and we have robust HAI procedures
in place. This includes a rolling programme of training for staff at all levels of the organisation
and regular audits to show compliance with standard operating procedures. Each case (where
a patient develops an infection) is reviewed by the clinical team to understand how the infection
was acquired and to identify any lessons for improvement. We did not find any linked cases in
2016-17 and we did not have any norovirus outbreaks during this period.
We also ensured that staff are prepared to manage patients presenting with more complex
infectious diseases (e.g. CPE and haemorrhagic fevers) with training sessions and planning
exercises and testing staff to ensure that FFP3 masks are available and ready for use.
The Gilbert Bain Hospital has had three unannounced, external inspections in the last 12
months and the findings from the inspections confirmed that we have robust systems in place
and good compliance with infection control procedures across the hospital. Actions plans were
quickly implemented and we are working through the capital projects identified in the most
recent inspection at the beginning of April 2017.
HAI is a standing item at Board meetings and forms part of our Quality Improvement Agenda.
HAI compliance also forms part of our leadership and safety walk around arrangements – lay
representatives are involved in safety walk rounds, cleanliness standards review and the
Control of Infection Committee.
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ITEM 4:
Everyone has a positive experience of healthcare
Improving access to services
•

•

•

•

The appointment system at Lerwick Health Centre (our largest practice with just over
9,000 registered patients) was reviewed to increase capacity through a significant
expansion of the Advanced Nurse Practitioner service, and there has been a decrease
of attendances at A&E of primary care patients over a period of time. Several vacancies
through the year have caused difficulties with access but with the appointment of key
personnel, it is expected that access will improve. All practices are sustaining same day
access for urgent need despite a number of GP vacancies across practices.
We introduced a Primary Care access clinic on both Saturday and Sunday, primarily
staffed by ANPs. Access to the clinic is through NHS24 and feedback from patients and
staff has been positive. We will continue to review this service through our unscheduled
care work.
We continued to expand self referral into services, and Allied Health Profession services
have maintained this over the last year. The levels of demand have continued to
increase for physiotherapy musculoskeletal services. The service continues to actively
manage waiting times.
Performance against acute and specialist access targets has been challenging. We are
continuing to work with local and visiting teams to deliver Stage of Treatment and
Treatment Time Guarantee performance.

Performance in relation to waiting time targets and the legal treatment time guarantee
Community Services waiting times
• Access to GP/Primary Care Clinician for on the day appointments was a particular issue
at our largest health centre in Lerwick. The introduction of a GP/Advanced Nurse
Practitioner model has drastically improved access.
• Psychological Therapies waiting times are beginning to improve. In the year 1st April
2016 to 30th March 2017 165 patients were treated and of those 128 patients (78%)
were treated within 18 weeks. As of 31st March 2017 there were 104 people waiting for
Psychological Therapy and 76 patients (73%) had waited less than 18 weeks. Waits
above 26 weeks were due to a backlog of unmet need which is now being addressed
following the recruitment of a Consultant Clinical Psychologist.
• Waiting times for AHP services vary according to discipline, but fall within 18 weeks
referral to treatment parameters. Physiotherapy MSK waiting times do fluctuate
according to demand, and we are seeing an increase in self referrals.
Acute and Specialist services
We have narrowly missed delivery of the 18 Week Referral to Treatment Standard overall for
the last 12 months, with an aggregate of 87.5% as we have experienced pressures in a
number specialities including: ENT, audiology, rheumatology, dermatology and gynaecology
during 2016-17.
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18 Week RTT Performance figures
NHS board of treatment
Apr- 16
May- 16
Jun- 16
Jul- 16
Aug- 16
Sep- 16
Oct- 16
Nov- 16
Dec- 16
Jan- 17
Feb- 17
Mar- 17

Shetland
92.3%
90.6%
84.2%
86.6%
89.5%
83.6%
87.6%
91.8%
87.5%
87.3%
84.2%
92.3%

Scotland
87.2%
87.0%
86.6%
86.0%
84.7%
84.2%
83.8%
83.8%
83.2%
83.0%
83.2%
87.2%

Outpatient performance has also been challenging throughout the year This is due to an
overall increase in outpatient referrals and reduction in capacity in a number of the specialties.
The greatest effect has been on our visiting services (e.g. ENT, dermatology and gynaecology)
and the local rheumatology clinics.
We implemented recovery plans in 2016-17 to work down the backlog of patients waiting
greater than 12 weeks for their initial appointment, but there has continued to be a mismatch
between the capacity available and demand from referrals. This has been for a variety of
reasons including an increase in the referral rates for all specialities along with challenges in
recruiting key clinicians.
This means that a number of our shared services with NHS Grampian are not performing
consistently within the national waiting times targets and we are developing a recovery plan to
ensure that we address short term (non recurrent) access issues as well as using the ‘Getting
Ahead’ methodology to understand the opportunities to redesign pathways taking a whole
systems approach. During 2016-17, we received very limited gynaecology and dermatology
services and we expect that to continue into 2017-18 whilst we look for mutual aid from other
Health Boards.
We have also seen the impact of the shift towards increasing clinical sub specialisation on
service sustainability where the historical model was that clinicians with ‘generalist’ skills
supported remote and rural services - this is no longer possible and so we are starting to
explore alternative models such as increasing access through telemedicine and telecare
approaches. In 2016-17, we delivered over 600 appointments using technology enabled
approaches (ranging from emails and phone calls, to complex multi-site video conferencing).
We have been working with NHS Grampian and National Waiting Times Hospital (Golden
Jubilee National Hospital) to look at how we can maximise the potential for technology enabled
orthopaedic pathways. We intend to build on this work to look at the potential for embedding
telemedicine into pathways (particularly for routine patient follow up).
We have a major focus on this work in 2017-18 to look at further pathways which can be
streamlined and/or delivered more efficiently.
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12 Weeks (outpatients)
Shetland (number of
pts who waited > 12
wks for an OP appt Shetland)
96
160
255
322
392

Date / NHS board of
treatment
31-Mar- 16
30-Jun- 16
30-Sep- 16
31-Dec- 16
31-Mar- 17

Number of pts
who waited >
12 wks for an
OP appt Scotland
29,609
42,480
64,283
73,491
59,029

Treatment Time Guarantee
For the first three quarters of 2016-17, we reported that 100% of patient commenced
inpatient/day case treatment within 12 weeks. However, due to the lack of gynaecology service
provision during 2016-17, a number of patients (5) waited longer than the 12 week TTG and we
put in place a recovery plan to ensure that these procedures were completed by the end of
March 2017.
In order to reduce the risk of not meeting the TTG, we have prioritised clinical capacity to
ensure that where interventions are indicated; we can deliver them within 12 weeks of the
decision to treat. This has been achieved by using additional capacity to maintain waiting lists
and meet demand for a number of visiting specialities. However, this is not a financially
sustainable option in 2017-18 and we are working with NHS Grampian to develop a joint post
so that we have a more sustainable approach for delivering shared gynaecology services.

Date
Mar- 16
Jun- 16
Sep- 16
Dec- 16
Mar- 17

Completed waits
for patients seen
(waited > 12
weeks)
0
1
0
0
5

Unavailability
We regularly review the trends in recorded unavailability and have not identified any areas of
concern but continue to work with staff to ensure that recording and use is in line with the
national guidance.
Performance against the 4 hour A&E waiting time standard
We have achieved an average compliance of 96.1% throughout 2016-17. We review each
case where patients had waited more than 4 hours in A&E as part of our ongoing improvement
work and delivery of the six essential actions to support effective unscheduled care.

Although the number of patients attending A&E has fallen slightly, we have a higher conversion
rate of patients requiring hospital admission (than the rest of our peer group). Whilst it is not
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reflected in our A&E performance, there is pressure on the overall hospital system, and
contributory factors for this include delays in the availability of beds in (mainland) specialist
units for inter-hospital transfers, patients presenting with complex needs including frailty and
crisis management to support acute psychiatric/mental health needs.
Date
Apr- 16
May- 16
Jun- 16
Jul- 16
Aug-16
Sep- 16
Oct- 16
Nov- 16
Dec- 16
Jan- 16
Feb- 16
Mar- 16

Shetland
92.0%
96.0%
94.4%
95.6%
95.7%
95.0%
96.7%
98.0%
97.7%
96.6%
98.6%
97.1%

Scotland
95.1%
94.5%
95.7%
95.8%
94.8%
94.9%
93.9%
93.6%
92.6%
91.9%
92.5%
93.8%

Progress in improving access to stroke unit care
It has been agreed with the National Stroke Audit team that whilst we do not have a dedicated
stroke unit, our Medical Ward is where all patients with stroke are cared for as it provides all
the services that a dedicated Stroke Unit would offer, including the level of expertise through
training that staff have attained. Traditionally all patients with a diagnosis of stroke have been
admitted to the Medical Ward resulting in our 100% rate of admission to a stroke unit against
the current performance target. In 2016-17, 40 patients had a stroke and received care in line
with the Scottish Stroke Care Standards.
In 2017, we put in place a community based recovery model for slow stream rehabilitation and
reablement. We are in the process of fully establishing these pathways and recruiting
additional practitioners to enable the Intermediate Care Team to offer intensive, non acute
rehabilitation which will include supporting people following stroke illness.
Approach to person centred care and patient experience
Following the resignation of the Public Participation Forum (PPF) lay chair in December we
have been reviewing our local arrangements for Patient Focus Public Involvement (PFPI). The
PPF had previously met every six weeks to discuss health and wellbeing related topics and
provided advice/feedback on proposed service change and/or development. Unfortunately as
there was no immediate successor to lead the PPF, we have discussed through our PFPI
Steering Group how we can utilise the lay members on the Steering Group to help re-engage
with the public to establish a “PPF” type subgroup structure in order to progress matters of
concern for the public as well as provide a structure for open discussion on initiatives. The
previous subgroup structure of the PPF had worked well in terms of members working with the
Board to help to progress service developments e.g. Implementation of a Consultant Clinical
Psychologist post.
The PPF Chair had also held the user rep position on the IJB and thus a separate open
recruitment process is underway to fill this position. The PPF Chair provided helpful feedback
on the challenges of that position and we are mindful as to how we address these issues as we
move forward with a new appointment.
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During 2016 we have appointed a new Non Executive Director to be the Chair of our PFPI
Steering Group. This individual is also the Chair of the IJB and thus through her Chairmanship
we can ensure that the voice of the patient/client is brought both to the attention of the NHS
Board and IJB to ensure that the voice of the patient is truly at the heart of decision making.
The development of strategies to gather patient experience and patient satisfaction feedback
has been discussed at Board level, as well as with clinical teams and ACF, and a local
framework is in place which brings various strands of work together (e.g. utilising feedback
from complaints, Care Opinion, local and national surveys, person centred health and care
collaborative).
The NHS Board had been an early implementer of the Patient Opinion feedback mechanism
and we are currently progressing the roll out of Care Opinion across all parts of the Health and
Social Care Partnership.
Work has also continued across the NHS Board and Health and Social Care Partnership to
publicise and implement the Our Voice Framework.
Volunteers are involved in a wide range of activities including supporting patients in clinical
settings (mainly the hospital), signposting and participating in specific activities such as
auditing managed meal times compliance, tasting food, being part of leadership walk rounds
and cleaning standards audits. We have successfully gained revalidation with the Investors in
Volunteering award and are continuing to roll out our local improvement plans.
As part of our person centred approach, we have developed a local framework describing how
we use patient feedback to drive quality improvements. This includes implementing systems
which improve the quality of patient care and care experiences (e.g. safety bundles, comfort
rounds, Must Do With Me information gathering, patient stories etc).
The local results from the national 2016 Health and Care experience surveys have been
reviewed by the individual GP Practices and action plans put in place to address areas of
concern raised by the public. Most practices received very positive results, however the
challenge of accessing a GP appointment at some of the practices was noted and this is in line
with the recruitment challenges the Board faces. The results and associated action plans have
been shared at the PFPI Steering Group and discussed at both the IJB and NHS Board
meetings to ensure that the feedback from the public is brought to the attention of the key
decision makers.
Work has been undertaken to implement the new national Complaints Procedure across
Health and Social Care. The implementation of the 2 stage approach to complaints resolution
is already proving to be useful with individuals having an area of concern dealt with by frontline
staff in a timely manner and thus we hope that once there is an increased awareness of the
actions that are taken when someone does have an issue of concern that patients, carers, staff
or public will feel more confident in raising issues going forward and thus help to enhance the
patient experience for all future patients/clients.
The Director of Nursing and Acute services, Director of Community Health and Social Care and
the Medical Director review all formal complaints received to take an overview of learning for
the organisation. This approach has been commended by the Scottish Health Council when
reported in our feedback and complaints report.
We have also developed a professional framework model to support practitioners to deliver
effective care in all settings, which is a jointly commissioned project between the Medical
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Director, Nurse Director and Chief Social Worker. A professional assurance model for nursing
and midwifery has been in place since 2014-15.
In 2015-16, we developed an overarching clinical, care and professional governance
framework to support the professional assurance arrangements across all professions which
was undertaken as part of the work to create an integrated health and care governance
framework for the Board and the IJB.
Another important part of our approach to enhancing patient experience has been through
increasing the knowledge and awareness of the public regarding particular health topics and
services available to support individuals. A programme broadcast on our local Radio Shetland
evening programmes, “Shetland’s Heartbeat” has tackled many health issues over the last two
years and a third season is in the planning. One of the subject areas tackled during this last
year has been Mental Health and Personality Disorder. Following this broadcast the radio
station received many positive calls from individuals thanking the presenters for the level of
information provided, the sensitive manner that this was done in and the positive message
given for those living with a mental health issue thus helping to tackle stigma within the local
community.
These radio programmes have been led by a lay member of our PFPI Steering Group who
through their dedication and commitment to this series has enabled a number of areas of
health and wellbeing to have been discussed in an open way helping to enhance public
knowledge.
We have also taken forward a number of joint projects across health and social care services
to ensure that we have a person centred approach to service delivery (e.g. developing
intermediate care services, integrated approach to medicines management etc). Work on
delayed discharges has yielded positive results, with significant reductions in the number of
people experiencing a delay when ready for discharge from hospital.
The Intermediate Care Team has successfully supported individuals back to their own homes
with only three individuals out of 119 requiring readmission within 30 days. Two of these were
due to deterioration in health conditions/surgery as opposed to a failed discharge.
The development of the various partnership approaches has been undertaken with input from a
wide range of stakeholders including service users, lay representatives and staff. We are keen
to see expansion of the Third Sector, and the Integrated Care Fund has included the
procurement of a Third Sector service to work with acute and community services so people
can be supported better in their own homes e.g. through resources for carers and the RVS
‘take home’ services.
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ITEM 5:
Best use is made of available resources
Financial balance and efficiency savings
Main Achievements in 2016-17
•
•
•
•

Revenue under spend £312k, equivalent to 0.5% under spend against total funding.
Capital expenditure £736k, resulting in an under spend of £50k on CRL
Delivered recurring Efficient Government savings of £1,897k
Delivered non recurring Efficient Government savings of £2,271k

Work on best value characteristics included: updating our formal Best Value framework in
order to assure ourselves that we were demonstrating the required characteristics.
Committee chairs were given ‘ownership’ of characteristics relating to their Committees
and were required to produce a formal statement at the end of the financial year.
A few examples are given below:
Characteristic (Sub-Characteristic)
Sound Governance (Performance)
Accountability

Sound Management of Resources
(Risk Mgt/Assets/Procurement)

Use and Review of Options Appraisal

Contribution to Sustainable Development
Equal Opportunities Working
Joint Working (Planning)

Continued improvement in the
performance reporting to the Board
Patient focus public involvement, seeking
feedback and using local newspapers and
r adio to engage with local community.
Worked with Scottish Health Council to
develop on-line patient feedback
Significant work on procurement to
deliver value for money maximised
from national and local procurement
hubs. Progressed work with NSS on
Procurement Strategy leadership as a
shared services model
Establishment of projects under the
Transformational Change Board which
includes a review of primary and
secondary care services for the future.
Various measures to reduce
energy consumption
Equality Annual Report approved by Board
Partnership working through the change
fund initiative, developing the local
integration joint board and other projects

Main Challenges
•

Challenging savings target for 2016/17 – while there was slippage against the
recurring savings schemes target of £2.7m, this was covered by identifying other
non recurring schemes and the use of the Board’s contingency reserve.
Requirement, in addition to “efficient Government savings target (3%), to reduce
underlying deficit (currently £1.8m) over the course of the next three years with a
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•

•

•

•

plan to bring the Board back into recurrent balance in phased way by 2019/20.
Maintaining progress and momentum on delivery of recurring savings to address
the underlying deficit revised 2017-18 plan which currently has recurrent savings
target of £3.0m and a non recurrent target of £1.3m if the Board is to break even in
2017-18.
Over the next five years £12.2 million in efficiency savings will be required to achieve long
term financial sustainability.

Transformational Change Board has been created with oversight for all patientfocused pathway redesign and support services re-organisations to deliver the
significant number of redesign projects required to deliver the level of efficiencies.
Cost pressure issues to address
Removing reliance on locum staff for primary care medical services whilst still
supporting remote and rural practices and especially for single handed practices
that have to provide 24/7 service throughout the year. The current national funding
model is unable to reflect the true underlying cost of this requirement. Recruitment
difficulties in salaried practices directly managed by the Board had high unavoidable
locum costs over a number of years to maintain essential services.
NHS Shetland Salaried GP Practices Locum Cost versus Funding
Practice / Year
2016-17
2015-16
2014-15
Yell
193,717
151,780
45,910
Whalsay
196,349
190,771
247,528
Unst
203,781
Lerwick
307,607
249,326
269,716
Total Expenditure
901,454
591,877
563,154
Available Funding
639,099
434,055
399,033
Cost Pressure
-262,355
-157,822
-164,121

•

Managing relationship and patient pathways with NHS Grampian for “off island”
activity including the transfer of resources back to Shetland for the repatriation of
services where this is clinically safe to do so. Work with NHS Grampian via the
obligate network to discourage moving services off island back to Grampian as a
solution to addressing waiting lists. This also assists in the reduction in off island
travel with funding diverted to provide resources for sustainable on island service.
Although not included as part of the Board’s formal CO2 target this will also reduce
the carbon foot print of patient journeys.

•

Managing potential issues with the Highlands and Islands Travel Scheme. Incurring
some inflationary cost pressures out with the Board’s control. Working with all NHS
Scotland partners on patient-centred care models for clinical pathways that reduce
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the need to travel off island for out-patient attendances and developing patient
enabled care models. Working to implement “See Anywhere” out-patient etechnology with NHS Grampian and other North of Scotland partners to make
efficient use of e-technology to reduce patient travel as part of redesign projects.
•

Prescribing expenditure continues to grow at a much higher rate than the underlying
funding. This is particularly true for Hepatitis C and with the new SMC approvals
approach for orphan, ultra-orphan and end of life drugs.

Development of capital programmes including the Board’s progress in maintaining
estate
Main Achievements
•

•
•

Delivered agreed Capital Plan of £0.73m including –
• £0.45m on new medical equipment
• £0.12m upgrading infrastructure at the Gilbert Bain Hospital and Health Centres
• £0.16m on IT projects for network resilience and Primary Care
Maintain investment in sustainable development including further work to
improve energy efficient lighting and heating systems.
Outline 10 year Capital Plan presented to the Board to aid strategic direction, however
not all schemes can be funded from within the specific Board allocation.
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ITEM 6:
Staff feel supported and engaged
Progress made in staff engagement and development
Key Achievements
• iMatter:
o The role out of iMatter across the Health and Social Care Directorate has now
been delivered.
o The Board Development Day included a facilitated discussion to allow Board
members to formulate their own action plan.
o iMatter EEI score is currently 77%: this includes the Health and Social Care
Directorate.
o Staff involved in service change (TUPE of GP Practices/Ronas Ward etc)
• This year the Board had four posters approved for the NHS Scotland event. Three
were short listed and one of those won its category section. All were based on
improvement projects which allowed staff to showcase their work nationally.
• To enable staff to share ideas prior to Staff Governance Committees there is an
informal meeting where staff come and speak about their ideas. Posters have also
been disseminated via Team Brief (internal staff newsletter) encouraging staff to share
their improvement ideas.
• Team Brief continues to be well received by staff.
Challenges
• Challenges with regard to clarity for joint policy approval. Still issues around duplication
and triplication of work for the Board/Council and IJB – governance arrangements
challenge delivery.
Healthy Organisational Culture
Agreement of the content for the performance score card which enables the Board to oversee
the impact changes have on staff. This will include: incident reporting, joint development
review completion, complaints, sickness absence rates with breakdown and iMatter
engagement.
Achievements
• Staff sickness absence for the year was 4.35%, down from 5.18% the previous year.
Only four non territorial Boards are performing better.
• Managers being actively supported to have difficult conversations around poor
performance and behaviours.
• Improving behaviours in meetings: video clips and the etiquette guide have been
completed and circulated. The etiquette guidance from the BMA was shared via our
intranet.
• The etiquette tool for meetings has been adapted to allow qualitative feedback. This
tool is currently being piloted by the Staff Governance Committee with a view that it will
be rolled out.
Challenges
• In the moment challenges on inappropriate behaviour.
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•
•
•
•

Non consistent feedback to individuals whose behaviour has been a challenge for
others.
Negative perception from staff of robustness of managers in dealing with ‘poor’
behaviour.
Staff still feeding back that more could be done around challenging senior clinical
colleagues.
Building momentum in having courageous conversations, particularly at leadership
levels.

Sustainable workforce
Led by the Director of Human Resources and Support Services, the Human Resources
manager, the Head of Modernisation and Planning and the Staff and Organisational
Development Manager have been developing an infrastructure to support managers and staff
with workforce planning.
Achievements
• Service planning documentation has been agreed.
• Links with the training and workforce plan.
• Decision making agreed via the Transformational Change Board.
• The successes of some of the local programmes were showcased at the NHS
Scotland Event.
• Production of a number of ‘my story’ videos to support recruitment.
• Engaging with senior school pupils considering a career in health. The Board sent
representatives to the local careers event which included students on placement. The
stall was well attended and this was followed up with a placement offer in which
students could undertake simulated activities such as resuscitation, moving and
handling and the opportunity to speak to staff about working in the NHS (20 attended).
We received two access to nursing applications from students attending the
placement. The Board plans to build on this next year by offering a placement to those
interested in a career in Health and Social Care support work.
Challenges
• Numbers of suitable applicants across Scotland for some clinical roles – a
disproportionate impact on Shetland.
• Nationally there needs to be more focus on increasing the numbers going into
education for clinical roles as currently there are not enough qualified staff coming out
to be recruited.
• Impact of Brexit and the potential for a more Independent Scotland? Having an impact
on recruitment.
• IR35
• Succession planning in an environment of limited recruitment.
• Redesigning the clinical / staffing model to ensure service sustainability and ensuring
this includes appropriate use of multi-disciplinary teams and advanced practice.
• Living within the overall budget and resources attracted to living and working in
Shetland means having to make decisions around which services to invest in and
which to disinvest in. The capacity and local political will to support change remains a
challenge.
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•

•

•

Within a small organisation retaining the physical (staff) and organisational capacity to
deliver the level of change / redesign required to sustain local services. Some support
services now at a diminimus level.
Complex service planning arrangements with our key partners - this includes Shetland
Islands Council, NHS Grampian, SAS etc (particularly for a relatively small health &
care system)
Introduction of and working with EeSS.

Capable workforce
The focus has been on recruiting the right staff, having meaningful appraisals, increasing
access to learning and development for support staff, and building capacity.
Achievements
• An Integrated Support and Supervision Policy has been approved. This aims to
enable staff to access the right individuals and models to support meaningful learning.
• There has been marked improvement with regard to appraisals being undertaken in
Estates and Facilities (67% of staff now have an appraisal underway) following the
development of a new paper-based tool.
• The training plan is now guided by service planning to ensure that resource is targeted
at the right areas.
• The integrated training plan has been agreed and is progressing as part of the
corporate training plan.
Challenges
• 24% completion rate recorded on eKSF. Moving forward the Board would like to
explore alternatives to enable this process to link more closely with revalidation and
registration. There has clearly been a disengagement with this for staff and managers
despite a range of initiatives such as training and how to do guides being offered (see
reference above to Estates & Facilities staff appraisals)
• A delay in service planning has slowed the progress of integrating our workforce and
training plans with projected service redesign.
• Embedding succession planning in ongoing service planning.
Integrated workforce
This has and continues to be a focus on our developing arrangements for health and social
care integration.
Achievements
• Delivery of the first integrated policy.
• Pilot Board for iMatter within Community Health & Social care which was a successful
process. NHS Shetland was the first Board to achieve an EEI score of 60%.
• Joint posts are now filled for moving and handling training working across both Health
and Social Care.
• Health Board nominations have been accepted for the Joint Staff Forum.
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Challenges
• Defining an integrated workforce model.
• Clarity for policy approval.
Effective leadership and management
Focused on developing the skills of key individuals.
Achievements
• The Director of Dental, a Pharmacist and the Head of Modernisation and Planning
have been nominated and are currently undertaking senior leadership programmes.
• Full complement of Non-Executive Board members (from mid July 2017).
• Human Resources drop in sessions for hot topics which were open to all staff.
Challenges
• Delays in the development of service planning have impacted on the identification of
further staff that would benefit from leadership development.
Local staff governance
The outgoing 2016/17 action plan was signed off by the Area Partnership Forum and the Staff
Governance Committee and the 2017/2018 plan approved: action plans are linked to
Everyone Matters.
• We have representation from APF on the Joint Staff Forum to support the local
integration agenda.
• Links with the Health and Safety Committee.
• Reviewing the Organisational Respect Charter to embed positive behaviours –
wellbeing task force enhanced with members of the Health and Safety Committee.
• All PINs adopted.
• Staff side members of Health and Safety Committee an issue and looking to address
this.
• The TUPE in of staff from what were independent GP practices and induction
programmes going well with some minor challenges.
• Workforce planning still reactive with managers struggling to define/scope their future
workforce models.
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ITEM 7:
People are able to live well at home or in the community
How we are developing primary care services through health and social care integration
•

•

•

•
•

A Primary Care Strategy was completed in 2016. The strategy aims to create
sustainability, ensure quality and improve access in primary care, whilst dealing with the
challenges of issues such as GP recruitment. The key principles of the strategy will be
to have safe, effective and efficient patient centred care within the resources allocated
for Primary Care in Shetland, whilst acknowledging the demographic and unique
geographic challenges we experience. The action plan for the strategy has been largely
implemented but there have been a high number of practices asking to become salaried
during 16/17 and this will require a further review to ensure that services can remain
sustainable, particularly given the number of GP vacancies currently being experienced.
Conversations were led in each of the seven planning localities in Shetland by the Head
of Planning and Modernisation along with staff from Public Health, as part of the
development of a Strategic Plan for 16/17. The IJB held staff meetings in each of the
seven planning localities to better understand the challenges and opportunities for
integrated service delivery.
Health Improvement colleagues have been assigned to each Health Centre to work
collaboratively with Primary Care staff to focus on local issues and that community’s
particular needs. Counselling is in the process of de-centralising and returning to being
based more in primary care.
A specialist clinical pharmacist has dedicated time with each practice helping to ensure
that patients receive safe and effective pharmaceutical care and to optimise the efficient
use of medicine in line with the national effective prescribing programme.
Each locality now holds a regular multi-disciplinary meeting to plan care for complex
cases and to foster better joint working between GPs, Community Nurses, Social Work
and Social Care, and AHPs. The success of this locality focus is demonstrated in the
good performance evidenced by low rates of delayed discharges; lower levels of
admission to hospital for over 75s; and palliative care rates in the community.

Challenges
• Practices across Shetland continue to have GP vacancies which are proving hard to fill.
We have recruited more Advanced Nurse Practitioners to improve choice and access in
the Lerwick Health Centre, who along with GPs offer same day appointments,
particularly for urgent need, but a minimum number of GPs are still required and
availability of GP time is lower than required. A pharmacist is now established in the
practice, this is also helping to reduce GP workload.
• The reduction in the number of available GPs has also had an impact on the Out of
Hours rota, although to date it has remained manageable and shifts are covered. The
rota remains dependent on a very small number of GPs to staff it.
• We now have seven salaried practices (out of 10), with a further practice to become
salaried on 1st September. Across these practices we are currently carrying a number
of GP vacancies, and recruitment continues to be challenging. Our GP vacancy rate
currently stands at 30%.
Implementation of long term condition plans
We have had a number of work streams that have been ongoing for some time to address the
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challenges for patients with long term conditions. These include:
• Hospital and care centres - more proactive planning for earlier discharge from hospital,
with focused reablement packages to support people to return home.
• Preventative and anticipatory care - accelerating the rate of Anticipatory Care Plans
being developed to support people living at home and in care facilities.
• Effectiveness of interventions - Pharmacy input to support care staff in care centres and
care at home for medicines administration. Pharmacists and technicians also support
patients directly in these settings ensuring that medicine use is appropriate and that
waste is minimised.
• Supportive enablers - increasing the stock of adapted housing to support people to live
in the community.
• Mental health in old age - developed older people’s mental health and psychiatric
pathways to enable and support people to remain living in their community.
• Ensuring dementia care services are fit for purpose and meeting need.
• Carers - continue to develop and support existing carers and carers groups throughout
the islands, and develop the Carers Strategy.
• Community capacity building - support communities and Third Sector to develop a range
of services to assist in the delivery of health and wellbeing to older people.
• Increasing the use of technology enabled care is key, and Shetland is part of the
RemoAge alliance, taking an active part in testing new equipment and systems.
Challenges
• To continue with a whole systems approach to support early hospital discharge;
appropriate alternatives to admission and continue to achieve the target for delayed
discharges as the population ages.
• To promote re-ablement across the community and embed the philosophy in all areas,
garnering public support.
• To re-invigorate the Managed Clinical Network (MCN) approach to leading and
developing long term conditions management across Shetland.
• To build on the integrated and joint management arrangements that are already in place
to create multi-professional teams that span health and care.
• To ensure an appropriate skill mix across all our services that makes the most effective
use of resources.
In the context of Health and Social Care Integration, progress in providing more
services in primary and community care settings
•

•

•

There has been an increase in the number of residents, particularly for those with
dementia, who are being supported in their communities, and able to live at home with
support from health and social care staff with the use of technology enabled care. There
are a number of local activities linked to post diagnostic support. Each person with a
new diagnosis of dementia is offered access to a Post Diagnosis Support Worker for a
year. The Third sector (specifically Alzheimer Scotland) runs a range of community and
social activities for people with dementia, which can form part of a post diagnostic
support for individuals and families.
Shetland has been selected as one of three pilot sites in Scotland to trial the provision of
Post Diagnostic Support based as part of the Primary Health Care Team. This pilot will
run until April 2019 and the findings will influence the future of this provision across
Scotland.
Shetland was selected (as part of a three year Europe-wide project called Mastermind)
to trial a GP based cCBT (computerised Cognitive Behavioural Therapy) service. The
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•

•

service is now live and rolled out across Shetland. We are also working in partnership
with Health Improvement Practitioners to deliver guided self help/mental health support
in health centres.
Integrating pharmaceutical care into care homes and care at home has been a
substantive benefit and has resulted in the introduction of a new person centred
medicine management system. Developing and introducing pharmacy skill sets has
resulted in the new system of medicine management which is transferrable, safer and
more efficient.
We are in the process of extending our intermediate care service, building on the
success from an early pilot to extend the programme across all areas of Shetland. There
is a real enthusiasm from our social care staff to support reablement programmes both
in residential care and in the home setting, and through this over the last year we have
been able to redesignate more care beds from ‘permanent’ to ‘respite’ status, thus
enabling us to increase the number of individuals supported in their own home for longer
whilst also providing respite support for any family carers.

Challenges
• There is pressure on both Acute Services and Community budgets, and this makes
shifting resources highly challenging.
Mental Health Services – inc faster access to child adolescent mental health services;
psychological therapies and dementia
Adult Psychological Therapies Waiting Times
• There are a number of people waiting for a service, who are waiting in excess of 18
weeks. Both Talking Therapies and Psychology are working down the waiting times, and
this is being monitored closely.
• The challenge of providing an appropriate range of on island interventions continues.
We recognised the gap we have in psychology, and have now, with the support of NHS
Education Scotland, recruited a Consultant Clinical Psychologist who is now in post
within the Community Mental Health Team. We are also in discussion with NES as we
want to recruit a trainee Psychologist, which will add capacity to the team. The
Consultant Clinical Psychologist is leading on a training programme for the wider mental
health team to enhance skills.
Child and Adolescent Mental Health Services
Throughout 2016-17, we have been working on an improvement plan to address the identified
gaps. Specifically in response to the actions to review the skill mix and improve access to
psychological therapies, we have developed a new model to increase the clinical capacity
available for psychiatric and psychology input which is where the CAMHS service had the
greatest deficit.
The changes to the skill mix have been funded from the £45,278 that is available to CAMHS
from the Transforming Mental Health (2016) allocation to develop CAMHS capacity, as well as
through a redistribution of core resources.
We have been working closely with NHS Grampian to develop clear, joint pathways between
NHS Shetland and the specialist services in Aberdeen where a child may have complex needs
and a learning disability so that an appropriate and coherent plan can be put in place quickly.
A transitional pathway/model for young people transitioning into adult services has also been
developed and is in draft.

Page 133 of 293

HS/S5/18/16/6
A plan to support practitioners in new roles has also been developed in conjunction with NHS
Education Scotland (NES). Staff have made links with specialist services (e.g. tier 4) in Dundee
to fully understand the clinical pathways, governance arrangements and role that local services
need to play in supporting children in the Island context. Clear clinical supervision and
management arrangements are also in place for the whole, multi-disciplinary team.
Priority has also been given to support the development of the capability and capacity of
generalist practitioners working across health, social care and schools to provide appropriate
support and advice to young people, who would otherwise have been referred to CAMHS (i.e.
tier 1).
The service has recently moved into new premises, which will enable closer working with interagency partners and includes space that can be used for group work facilitated by the CAMHS
team or partner organisations (e.g. youth groups, schools and the voluntary sector).
As a result in changes in our skill mix and the introduction of new pre-assessment clinics,
facilitated group sessions and new pathways, we have improved access to the service
considerably in the last six months.
In April 2016, 22% of patients waited less than 18 weeks from referral to treatment for
specialist Child and Adolescent Mental Health Services. By October 2016, 100% of the
children referred to the service were seen within the access target and this has been sustained
for the rest of 2016-17. As a result of this work, the waiting list has reduced considerably with
better triage arrangements.
Progress and performance of CAMHS is reported to the Integrated Children & Young Peoples
Strategic Group as well as through NHS Shetland governance and management structures.

Dementia services performance
•
•

•
•

The number of people with a dementia diagnosis continues to fluctuate marginally,
however the service remains focused on identifying those with dementia and
encouraging the community to see the benefits of getting an early diagnosis.
Community nurses continue to use cognitive screening as part of their assessment
process for older people if memory issues are suspected. In addition, our Occupational
Therapists are incorporating an assessment as part of their Falls Strategy assessments.
The action plan resulting from our Shetland Dementia Strategy continues to be
implemented through the multi-agency Shetland Dementia Services Partnership.
A new Dementia Strategy for Scotland was launched in July 2017 and the existing local
Action Plan will be updated to reflect this.
Funding from the Integrated Care Fund is supporting the pump priming of extending
post diagnostic support activities to all localities in Shetland.
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Shetland Area Clinical Forum Report (July 2017)
During 2016-17, the ACF has continued to implement the actions from CEL 16 (2010) with
the aim of maximising the contribution of the ACF to both the work of the NHS Board and
the Integration Joint Board (IJB). Whilst we had a period of stability in 2014-2015, over the
last two years there have been a number of changes in membership in the individual
Professional Advisory Committees (PACs) which has impacted on continuity and
attendance at ACF meetings this year. However, despite this, a dedicated small core
group has enabled us to hold eight quorate meetings during the year.
The main areas of work for the ACF have been to continue to provide input to the various
service developments occurring across both acute and community based services.
Specific areas of discussion and input by the ACF in the past year have included multiprofessional input to the development of a sustainable out of hours unscheduled care
model, development of rehabilitation in the hospital and community setting with an
extension of the community based Intermediate Care Team and work to support the
development of new medical criteria for patient escorts when patients have to travel to
mainland Scotland for an appointment/admission.
The ACF has also been kept appraised of service developments and issues in relation to
clinical services which have faced particular challenges e.g. Child and Adolescent Mental
Health as well as mental health services in general and Primary Care. Where services
have faced challenges, these have mainly related to access or service delivery issues
which have followed from the difficulty in recruiting staff to some key positions. Workforce
issues in remote and rural practice are becoming an increasing concern for all staff across
acute and community services. A Transformational Change Programme has been
established and it is hoped that the work undertaken through this change programme will
help to address the workforce issues and create overall sustainability and viability of
service provision.
During the year the ACF has discussed the following national and regional areas of work:
National Clinical Strategy, Regional Clinical Strategy and Realising Realistic Medicine,
giving due consideration to the relevant implementation and impact of these locally to
ensure the greatest benefit for local people whilst also making sure that we deliver
services in line with the overall clinical policy direction.
The local work to take forward the integration of health and social care services continues
and the ACF has played a key role in looking at governance issues for integration e.g.
supporting the development of a Clinical, Care and Professional Governance Framework,
reviewing the Learning from Adverse Events Policy as well as contributing to the overall
development of a Support and Supervision Policy for professionals across health and
social care.
Work continues to attempt to increase the profile of the individual Professional Advisory
Committees as well as the ACF itself. We have liaised with ACF colleagues in NHS
Grampian and have revised our Terms of Reference to be reflective of those of NHS
Grampian. We are currently progressing the review of the Constitutions of each individual
PAC to ensure that they remain in line with the overarching ACF Constitution. Whilst
undertaking this process the Dental team hopes to be able to reconstitute the local Area
Dental Committee after a period of time with no formal recognised professional advisory
structure being in place.
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As ACF Chair, I have been invited to join the Executive Management Team on the
Transformational Change Programme Board. The Board has been established to take
forward the programme of change for the organisation. The programme focuses on the
following three areas of work:
‐ Sustainable Service Models
‐ Organisational Issues
‐ Whole population

All of these areas of work are core to the ongoing provision of high quality, safe, effective
and sustainable services locally. In my role as ACF Chair I will be able to ensure that there
has been appropriate involvement and engagement of clinical staff in the development and
agreement of the plans for the future.
ACF also continues to champion the local implementation of the national Quality Strategy
through taking a ‘quality assurance role’. This is a standing item on the agenda and the
ACF receives regular reports on progress.
The work of the ACF during 2017-18 will continue to focus in particular on governance
issues related to health and social care integration and the ongoing work of the
Transformational Change Programme. We will continue to work with the Integrated Joint
Board members on establishing a formal process for them to be able to access
professional information and advice via the ACF.

EM Watson
ACF Chair
July 2017
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Shetland Area Partnership Forum Report (July 2017)
Areas for APF included: HEAT targets (relevant to staff, organisational change,
organisational culture, workforce, employment practices, culture, finance and lifelong learning).
Achievements and challenges through the year
•

Sub group of APF developed for workforce culture, with focus on sharing
ways of working to support behavioural changes:
• supported team working in teams where there were
personality/behavioural issues with psychometric testing;
• set behavioural team charters; and
• development of etiquette guides.

•

Focus on promoting attendance: supporting staff and managers in following
the Promoting Attendance Policy and having robust/compassionate
conversations (24 cases on capability and both formal and informal
improvement plans during 2016-17 – some cases ongoing).

•

Pro-active conversations around the financial position which resulted in a very
pragmatic plain English narrative cascade to staff. Feedback has been
positive.

•

Productive conversations and engagement around service change –
particularly around the move to the development of more enhanced
Intermediate Care Team (and the staffing changes in terms of Ronas Ward).

•

Robust conversation regarding the training plan and the need for senior
clinical training to be seen.

•

Challenges around the implementation of Phased Retirement and Parental
leave PINS – cost vs sustaining small, sometimes single-handed services.

•

Issues around supporting staff side engagement in sub groups (health and
safety representation weak, staff side facilities time collection remains
fragmented).

•

APF and ACF agreed to review their meeting timings to host more than one
meeting a year together: jointly discussed finance and the National Clinical
Strategy.

•

Director of Human Resources and Support Services along with the Employee
Director co-host staff induction on working in partnership.
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More information can be found in Section 6: Staff feel supported and engaged.
L Hall
Director of Human Resources and Support Services
I Sandilands
Employee Director
July 2017
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Ian Kinniburgh
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NHS Shetland
Montfield
Burgh Road
Lerwick
ZE1 OLA

09 October 2017
NHS SHETLAND: 2016/17 ANNUAL REVIEW

1. This letter summarises the main points discussed and actions from the Annual Review
and associated meetings held in Lerwick on 21 August 2017.
2. I would like to record my thanks to you and everyone who was involved in the
preparations for the Annual Review Programme, and also to those who attended the
various meetings. I found it a very informative day and I hope everyone who
participated also found it worthwhile. I would also like to extend my thanks to the staff I
met who are involved in the Shetland Physical Activity and Sport Strategy and to the
Intermediate Care Team. I found both interesting and helpful.
Medical Education Group Meeting

3. We began the day with a very interesting presentation from the Board Medical
Education Group on the current training and medical workforce position in NHS
Shetland, including challenges in recruiting to middle grade and training posts, the
inherent generalist nature of island clinical practice, engagement from NES and access
to training. We had a useful discussion and we noted the specific issues raised about
working with NES to improve recruitment and retention and the location of training
courses which made it very difficult for Shetland clinicians to attend. We undertook to
raise these issues with NES and to facilitate a meeting between the Board Medical
Director and Dr Ian Finlay, Senior Workforce Officer (Sustainability and Seven Day
Services), to further discuss surgical training issues. We went on to discuss the
importance of the Rural General Hospital (RGH) in island settings and we undertook to
further facilitate discussion with Angus Cameron around how RGHs fit with the wider
Clinical Strategy.
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Area Clinical Forum (ACF)/ Area Partnership Forum (APF) Meeting

4. I had a valuable joint meeting with the ACF and APF discussing a number of issues. It
was clear that both Forums continue to make meaningful contributions to the Board's
work, and that they have effective links to the senior management team.
5. I was pleased to hear of the ACF's engagement with the Chief Medical Officer's work,
'Realising Realistic Medicine' and commitment to ensuring appropriate local
engagement as part of the local Transformational Change Programme. Meaningful
engagement with local clinicians and the community will be essential in taking forward
overall clinical policy and local service redesign. I was also pleased to hear of NHS
Shetland's commitment to considering patient pathways, including opportunities for
telemedicine, where possible, and I was encouraged to hear that the 'Attend Anywhere'
Programme worked well on the islands. It was clear from our discussion that the
Partnership Forum continues to engage effectively with the Board; including promoting
consistent leadership and in ensuring greater future alignment between the workforce
plan and emerging service plans. There was recognition of and support for maximising
multi-professional working across staff boundaries in order to sustain and build
services in the future. I was also encouraged to hear of a number of activities that
have taken place over the year to encourage staff health and wellbeing through the
Health and Wellbeing Sub-Group.
6. Both of the Forums felt that Governance arrangements between the Board and the
Integrated Joint Board (IJB) were clearly documented but highlighted there was a need
to consider how these could be streamlined in practice.
7. I undertook to note issues raised by the Forums which included opportunities for
funded study places for islanders and increased NES support for regional places;
issues concerning broadband infrastructure across the Shetland Islands and video
conference availability to support clinical use, participation with Scottish Government
events and NES Training. I was, however, encouraged to hear the Remote and Rural
Fellowship had worked well and of on-going discussion between the Board and the
University of the Highlands and Islands to support training places for islanders.
Patient/ Public Group Session

8. I would like to extend my sincere thanks to those patients who took the time to attend
the meeting of the Group, as I consider that listening to and responding to patients'
views and feedback is a vital part of improving health services. Their openness and
willingness to share their experiences is greatly appreciated.
9. Amongst the issues we discussed was the importance of good communication between
clinical staff and patients, including their carers; the integration of acute and community
services, particularly in relation to dementia and occupational therapy services which
previously had been provided through the Ronas Ward and Viewforth House. We also
considered the access to training for NHS Shetland staff; coordination of patient
appointments out-with NHS Shetland to allow same day return to the island, where
possible; timely communication from GP Practices, and the fundamental right for
patients and their carers to be actively involved in decisions about care and service
redesign that affects them. I recognised access to training for Shetland clinical staff
was an emerging theme of the day and I undertook to follow this up with discussion
around support from NES and Broadband capacity.
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Annual Review - Public Session

10.1 was pleased to hear during the Chair's presentation you reiterate the Board's
commitment to meaningful public engagement; a clear focus on patient centred, safe,
effective governance and performance management; and attention to the delivery of
significant improvements in local health outcomes, alongside the provision of high
quality, safe and sustainable healthcare services. A detailed account of the specific
progress the Board has made in a number of areas is available to members of the
public in the self-assessment paper which the Board prepared for the Annual Review.
This has been posted on the NHS Shetland website, as has a copy of your
presentation.
11. We then took a number of questions from members of the public covering a range of
topics including recruitment and retention, staff access to training, IJB funding and staff
morale. I am grateful to you and the Board Team for your efforts in this respect, and to
the audience for their attendance, enthusiasm and considered questions.
Annual Review - Private Session
General reflection of the rest of the day.

12.Before getting into the detailed discussion on performance in 2016/17 I relayed back
the key themes I had picked up at my earlier meetings. I heard about the challenges of
recruitment and retention of medical staff throughout the day; you told me of some
innovative practices and the commitment to continually look at innovative solutions
which would both help address staffing pressures and also support the implementation
of the realistic medicine approach. I was pleased to meet two new non-executive
appointments to the Board and their fresh ideas to better engage with Shetland's
younger population. This will be important in encouraging young people who train in
the NHS professions to return to NHS Shetland to practice.
Health Improvement

13. NHS Shetland is to be commended for the Board's overall performance against
delivering Alcohol Brief Interventions (ABI) to date, delivering 2,479 ABls interventions,
exceeding its target of 2,104 between 2008 to 2016. However, I note that for 2016/17
NHS Shetland missed its target, delivering 207 ABls against a target of 261.
14. NHS Shetland has faced challenges in meeting the drug and alcohol waiting times
standard, delivering 87.3% against a 90% standard. I note your assurance that the
Board is committed to improving performance for 2017/18 and the Scottish
Government's Health Improvement Division will continue to work with NHS Shetland to
improve outcomes for service users.
15. The Board is also to be commended for its performance in relation to smoking
cessation. During 2015/16 NHS Shetland achieved 51 successful 12 week quits
against a target of 33, delivering 155% of the agreed number. Available monitoring
data for 2016/17 indicates that NHS Shetland's performance remains above target
despite the target being increased by 30% last year. Final annual performance data
will be published in October 2017.
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Clinical Governance, Patient Safety and Infection Control

16. Rigorous clinical governance and robust risk management are fundamental activities
for any NHS Board, whilst the quality of care and patient safety are of paramount
concern. I am aware that there has been a lot of time and effort invested in effectively
tackling infection control; this is reflected in the Board delivering the target for
C/ostridium Difficile infection with a rate of 0.085 per 1000 bed days, a decrease in the
CDI rate from year ending March 2016 of 27%. The Board, however, missed the
MRSA target for March 2017, delivering an infection rate of 0.73 cases per 1,000 total
occupied bed days which is above the target of 0.24. In 2016 the most common
organism reported in acute and non-acute care was (E-Coli), and I was pleased to note
that no outbreaks in NHS Shetland have been reported by Health Protection Scotland
in 2016/2017.
17.1 recognise that it is challenging for NHS Shetland to meet these standards given that a
relatively small change in case numbers against low number of bed days may have a
marked impact upon rates.
18. The Healthcare Environment Inspectorate (HEI) was set up by the former Cabinet
Secretary for Health and Wellbeing with a remit to undertake a rigorous programme of
inspection in acute hospitals. During 2016/17, HEI carried out two unannounced
inspections: an inspection of Gilbert Bain Hospital from 30 November to 1 December
2016 resulted in one requirement and zero recommendations; another inspection of
Gilbert Bain Hospital from between 10 and 12 April 2017 resulted in three requirements
and two recommendations. I am reassured that the findings from the inspections
confirmed robust systems and good compliance with infection control procedures are in
place across the hospital. I also note that healthcare associated infections is a
standing item at Board meetings and forms part of its Quality Improvement Agenda.
Improving Access - Waiting Times Performance

19. NHS Shetland is to be commended on regularly achieving performance at or above
95% against the 4-hour Emergency Care target on a sustainable basis.
20.During 2016/17, the Board generally performed well on the suite of elective access
targets including the Treatment Time Guarantee (TTG) and the 8 key diagnostic tests.
Against the Treatment Time Guarantee, NHS Shetland achieved 99.4% delivery. Lack
of gynaecology service provision during 2016-17, meant 5 patients waited longer than
the 12 week TTG; I note a recovery plan was put in place to ensure procedures were
completed by the end of March 2017. I am also pleased to note the Board are working
with NHS Grampian to develop a joint post to enable a more sustainable approach for
delivering shared gynaecology services in 2017/18.
21. Outpatient performance and 18 weeks Referral to Treatment Time standards have,
however, been challenging for NHS Shetland throughout the year. I understand
pressures are mainly due to the NHS Board (Grampian), which provides services for
some specialties in Shetland, being unable to provide the capacity required. I am
aware recruitment and retention of key clinicians is particularly challenging for the
islands and an overall increase in outpatient referrals and reduction in capacity in a
number of the specialties has also increased pressure, most notably on visiting
services (e.g. ENT, dermatology and gynaecology) and the local rheumatology clinics.
I am aware the Board are developing a recovery plan to address short term (non-
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recurrent) access issues as well as using the 'Getting Ahead' methodology to redesign
pathways taking a whole systems approach. You assured me that discussions are on
going with NHS Grampian to address clinical priority cases and you are considering
how to encourage clinicians to work in Shetland and best manage the specific
challenges inherent to the provision of single handed services on the island. I noted
your concerns about the impact the high cost and lack of available housing on Shetland
can have on the Board's ability to recruitment and retain staff. I undertook to further
discuss alignment of housing policy across SG portfolio areas with the Minister for
Housing and Local Government.
22. Performance against the 31-day cancer standard has been above 95% for the last five
quarters; however, performance against the 62-day cancer standard has been below
95% in four of the previous five reported quarters. It is recognised, however, that, due
to the small numbers of patients treated, if only one patient breaches the target, this is
likely to result in performance below the 95% standard. It is also recognised that
performance is linked to performance of mainland Boards due to the reliance on them
for certain cancer treatments. The Scottish Government Cancer Access Team will
continue to monitor performance and I am pleased to note that the cancer screening
programme uptake remains good on Shetland with uptake rates amongst the highest in
Scotland.
23. NHS Shetland's improvement in performance against the LOP waiting times standard
for CAMHS is to be commended, however, the Board narrowly missed meeting the
standard for psychological therapies. It is recognised, however, that there are issues
around data collection and submission following the move to a new patient
management system. I note that from October 2016, 100% of the children referred to
the service were seen within the access target. I am aware of the hard work and
dedication of your staff which resulted in this level of performance being sustained for
the rest of 2016/17. I recognise, however, that challenges in providing an appropriate
range of on island interventions remain. Having recruited a Consultant Clinical
Psychologist, with the support of NHS Education Scotland, who is now in post within
the Community Mental Health Team, the Board are in discussion with NES to recruit a
trainee Psychologist to add additional capacity to the team. I look forward to
confirmation that work to speed up access to adult psychological therapies has resulted
in sustainable delivery of the 18 week standard.
Health and Social Care Integration

24.1 welcome the commitment of the Board and its Local Authority partner to the effective
implementation of integrated health and social care partnership arrangements. I am
pleased that NHS Shetland generally record very few patients delayed in hospital at
each monthly census and the partnership has been successful in reducing the length of
these delays, now recording few, or no delays over 3 days.
The Best Use of Resources

25.It is vital that NHS Boards achieve both financial stability and best value for the
considerable taxpayer investment made in the NHS. I am, therefore, pleased to note
that, despite a challenging year, NHS Shetland met its financial targets for 2016/17.
For 2017/18, NHS Shetland is currently not forecasting a breakeven position, with a
significant savings requirement of £4.6m. I recognise that delivery of these savings will
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be challenging and you should keep in close dialogue with my finance officials as the
year progresses.
26.1 am aware the Board has established an Efficiency and Redesign Programme to align
with the national Sustainability and Value work streams and you expect the programme
to deliver savings in key project areas. Clearly, overall economic conditions mean that
public sector budgets will continue to be tight, whilst demand for health services will
continue to grow. Nonetheless, you confirmed that the Board continues to actively
monitor the achievement of all local efficiency programmes and the Board is committed
to its financial responsibilities in 2017/18 and beyond.
Conclusion

27. I would like to thank the Board and its staff for a generally strong performance in
2016/17; it is clear NHS Shetland is making significant progress in taking forward a
challenging agenda on a number fronts, including improving access, maintaining tight
financial control and developing local services. Whilst I am happy to acknowledge the
many positive aspects of performance in NHS Shetland, I know that you are not
complacent and you recognise that there remains much to do. I am confident that the
Board understands the need to maintain the quality of frontline services whilst
demonstrating best value for taxpayers' investment. We will continue to keep progress
under close review and I have included a list of the main action points from the Review
in the attached Annex A.

AILEEN CAMPBELL

Page 145 of 293

HS/S5/18/16/6
ANNEX A
NHS SHETLAND: ANNUAL REVIEW 2016/17
MAIN ACTION POINTS

The Board must:
•

Continue to review, update and maintain robust arrangements for controlling
Healthcare Associated Infection, with particular emphasis on C.Oiff and SABs.

•

Continue to deliver on its key responsibilities in terms of clinical governance, risk
management, quality of care and patient safety.

•

Keep the Health & Social Care Directorates informed on progress towards sustainable
achievement of access performance standards.

•

As a minimum achieve the same elective waiting time performance at the 31st March
2018 as the Health Board delivered at the 31st March this year.

•

Continue to keep the Health and Social Care Directorates informed of progress in
implementing the local efficiency savings programme and plans in place to meet
financial targets.

•

Continue to work with planning partners on the critical health and social integration
agenda and the key objective to significantly reduce delay in general and particularly
patients experiencing delayed discharge.

•

Continue to make progress against the staff sickness absence standard.

•

Keep the Health Directorates informed of progress with redesigning local services.
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Local Delivery Plan (LDP)
2017- 2020

March 2017
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Contents:
Introduction
Executive Summary
Vision and Objectives
Context
Strategies and Policies
Population
Health and Wellbeing Outcomes
LDP Standards
Strategic Priorities
Hospital, Acute and Specialist Services
Community Health and Social Care Services
Public Health and Health Improvement Services
Financial Plan
Workforce Plan
Appendices:
Appendix 1: Mapping Strategic Programmes to the National Health and Care Plan
Appendix 2: EQIA Rapid Impact Checklist
Reference:
Shetland Islands Health and Social Care Strategic Commissioning Plan 2017-2020:
http://www.shetland.gov.uk/coins/submissiondocuments.asp?submissionid=20744
For comments and queries, please contact:
Hazel Sutherland, Head of Planning and Modernisation, NHS Shetland, Board Headquarters,
Upper Floor, Montfield, Burgh Road, Lerwick, Shetland ZE1 0LA
Email: hazel.sutherland1@nhs.net or telephone 01595 743072
David Kerr, Senior Planning and Information Officer, NHS Shetland, Breiwick House, South
Road, Lerwick ZE1 0TG
Email: david.kerr2@nhs.net or telephone 01595 743065
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Introduction
This Local Delivery Plan (LDP) supports our ambition to deliver:
“Our Vision is that by 2020 everyone in Shetland is able to live longer healthier lives,
at home or in a homely setting. We will have an integrated health and care system
focused on prevention, supported self management and reducing health
inequalities. We will focus on supporting people to be at home or in their
community with as much specialist care provided in Shetland and as close to home
as possible. Care will be provided to the highest standards of quality and safety, with
the person at the centre of all decisions”.
A separate Plan has been prepared to support the Shetland Health and Social Care
Partnership’s Strategic Commissioning Plan. This covers the whole of Shetland’s health and
care system. Where possible, the Strategic Commissioning Plan (SCP) and the Local Delivery
Plan (LDP) have been aligned and the SCP clearly sets out the strategic context within which
the LDP is set.
Along with other Boards, it is recognised that NHS Shetland is working in a challenging
context in which there is a need to balance delivery of quality services with ambitious
improvement targets and standards, while also living within the financial realities facing
public sector. The need for transformational change is recognised, alongside continuing to
delivery safe and effective services of the best quality possible. Shetland faces particular
challenges associated with the sustainability of services and the recruitment and retention
of staff, who often work in small teams or single-handed and often in remote and rural
areas.
The Strategic Commissioning Plan has put in place a challenging programme of strategic
projects to fundamentally review how best to develop and deliver sustainable models of
service across the whole of health and care.
The Scottish Government’s Health and Care Delivery plan also sets out a renewed focus on
the development of regional working. To support this, over the next 6 months, the North of
Scotland will develop a Regional Health and Care delivery plan and our Local Delivery plan
will link to this.
Within the North of Scotland region Regional working and joint collaboration will remain an
important element of the planning for the future and we are committed to supporting the
development of the Regional Delivery Plan by 30 September. The plan will take account of
the key actions in the Health and Social Care Delivery Plan, for example
-

Planning for the delivery of some clinical services on a regional basis so that
specialist expertise can deliver better outcomes for individuals and create greater
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-

service sustainability and resilience. This will ensure that the services provided to
people are high quality and the expertise remains as effective as possible. A number
of regional opportunities have already been progressing and we look forward to the
planning of the major trauma arrangements within the North as part of the national
network.
The redesign of elective care to address the demand for planned surgery, particularly
from an ageing population.
We will build on existing regional approaches to service delivery with many
arrangements already in place and working well including where appropriate shared
senior staff (Director of Public Health) and payroll accounts payable and accounts
receivable support services.
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Executive Summary
Audit Scotland, in their report on ‘Changing Models of Health and Social Care’ stated that,
“the growing number of people with complex health and social care needs,
particularly frail older people, together with continuing tight finances, means that
current models of care are unsustainable. New models of care are needed.”
The Scottish Government recently announced their plans for re-shaping the Health Service
in Scotland to respond to increasing demand. Shetland is not immune from these
challenges and the Government’s Delivery Plan makes reference to the need for changes to
be made “at pace”.
Alongside increasing demand, health and care services will continue to face an
unprecedented restriction in resources over the next three years. While the NHS continues
to see ‘real term’ growth this is at historically low levels and social care in Shetland will see
further budget reductions, all be it from a comparatively high level of spend per head of
population. It is therefore important to recognise that we need to find a way, collectively, to
develop a mix of hospital, primary and community care services that best meet the needs of
our population.
The Shetland Islands Health and Social Care Strategic Commissioning Plan sets out the
arrangements which we intend to put in place to reconsider the level and type of service
that we can sustain. This reflects the funding available and recognises some specific issues
around the recruitment and retention of staff to various specialist posts. These projects will
look at:
-

-

-

the hospital model, to determine what services need to be provided locally and
which are best provided by our partner health boards, such as NHS Grampian in
Aberdeen, and the associated staffing levels required to maintain a safe, high quality
and effective service. This will be under-pinned by the evolving relationships at a
regional level, which will be supported by the Regional Strategy for the North of
Scotland;
the primary care model, to determine an equitable distribution of primary care
resources across Shetland, recognising the particular recruitment challenges in this
area set alongside the Government’s commitment to secure investment at 11% of
front line services by 2020; and
developing an affordable and sustainable social care model for Shetland, which
builds on the network of care centres and Shetland-wide services, and responds to
the need to promote self care and multi-disciplinary teams working to support
individuals and families to live well for longer in their own home, or a homely
setting. This is under-pinned by the Older People’s Strategy and Shifting the Balance
of Care from hospital to community settings.
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Services have become accustomed to making savings and efficiencies over the years. Our
performance is measured in a range of quality indicators and service outcomes. On the
whole, Shetland’s health and care system performs well, recording ‘first in Scotland’ on
some key performance indicators. However, given the extent of the savings and efficiencies
which still need to be found, Health and Social Care services cannot continue to be provided
in the same way as at present, if we are to provide the best possible services for the local
population. Our ability to make the books balance through one-off initiatives is diminishing;
we therefore need to think differently about how our services are configured to deliver safe,
quality and effective services in a sustainable way.
There are some lifestyle choices and behaviours which persist within society that may
impact negatively on people’s ability to look after their own well-being and live in good
health for longer. The Scottish Government’s Health and Social Care Delivery Plan 2016
states that, “we need to move away from doing things to people to working with them on
all aspects of their care and support.....to one based on anticipation, prevention and self
management”. With our partners, we have identified several strands of work where we
consider that Shetland could do better. We have put in place programmes of work to:
-

reduce the percentage of adults who smoke
reduce premature mortality from Coronary Heart Disease among under 75s
increase physical activity levels
reduce obesity levels
address issues associated with mental health, wellbeing and resilience
promote suicide prevention
recognise and respond to public protection issues e.g. domestic violence
reduce harm caused by alcohol; and
address issues caused by substance misuse.

The scale of the challenge before NHS Shetland and the Shetland Islands Health and Social
Care Partnership is significant. This Plan will only work if we focus on creating sustainable
models for the future. That means looking forward to an uncharted future; not backwards
to where we have been.
This work to develop a sustainable health and care model will be done through ten strategic
work programmes under three strategic themes:
-

Whole population
Sustainable models
Organisational issues

The projects which will be developed under each of the strategic themes are described in
more detail within the Strategic Commissioning plan.
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A summary of the programme of work is set out in the Table below.
(A) Whole Population
Implementing an asset based approach to
health care prevention

Effective Prescribing- working with patients
and prescribers to ensure that evidenced, best
value, medicines are started and stopped
appropriately

(B) Sustainable Service Models

Developing a safe and effective model of
unscheduled care

Developing a sustainable hospital, acute and
specialist services model for Shetland

Developing a sustainable primary care
model for Shetland, with clear links to the
7 locality areas and the Gilbert Bain
Hospital

Developing a sustainable model of social care
resources

Developing a sustainable model for mental
health services, including appropriate
crisis and emergency arrangements

Developing a sustainable model for adults
affected by learning disabilities and autism
spectrum disorders

(C) Organisational Issues
Improving Business Performance and
Efficiency

Improving the Quality and Safety of our
services

Achieving Financial Balance
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LDP Standards
LDP Standards are priorities that are set and agreed between the Scottish Government and
NHS Boards to provide assurance on NHS Scotland performance.
The 2015-16 Local Delivery Plan (LDP) Standards are retained and analysed in this updated
Plan:
-

Accident and Emergency Waiting Times
Alcohol Brief Interventions
CAMHS Waiting Times
Cancer Waiting Times
Clostridium Difficile Infections
Dementia Post Diagnostic Support
Detect Cancer Early
Drug and Alcohol Treatment Waiting Times
Early Access to Antenatal Services
Financial Performance
GP Access
IVF Waiting Times
Psychological Therapies Waiting Times
SAB (MRSA/MSSA)
Sickness Absence
Smoking Cessation
Treatment Time Guarantee
12 Weeks Outpatient Appointment
18 Weeks Referral to Treatment (RTT)

Accident and Emergency Waiting Times
95% of all A&E patients should be admitted, discharged or transferred within four hours of
arrival at an A&E department across NHS Scotland to ensure that all patients receive the
most appropriate treatment, intervention, support and services at the right time, in the
right place by the right person.
At the end of December 2016, 97.7% of patients waited less than 4 hours at A&E, meeting
the target of 95%.
Alcohol Brief Interventions
This standard helps tackle hazardous and harmful drinking, which contributes significantly to
Scotland's morbidity, mortality and social harm. Brief interventions have been proven to be
a highly effective and evidenced-based early intervention for those individuals (for those
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currently over the age of 16) who are drinking at hazardous and harmful levels to moderate
their level of drinking and thereby reducing their risk of developing more serious alcoholrelated problems.
The standard is that NHS Boards and their Alcohol and Drug Partnership (ADP) partners
should maintain the same total level of target delivery of ABIs as under the HEAT H4 target
for 2011-12 and it is expected that at least 80% of delivery will continue to be in the priority
settings.
During 2015-16, 360 Alcohol Brief Interventions were delivered in the 3 priority settings
(Primary Care, A&E, antenatal), exceeding our target of 261.
CAMHS Waiting Times
Timely access to healthcare is a key measure of quality and that applies equally in respect of
access to mental health services. Early action is more likely to result in full recovery and in
the case of children and young people will also minimise the impact on other aspects of
their development such as their education, so improving their wider social development
outcomes.
For the quarter from October to December 2016, 100% of patients waited less than 18
weeks from referral to treatment for specialist Child and Adolescent Mental Health
Services (CAMHS) services, which more than achieved the target of 90%.
Cancer Waiting Times
Two standards are in place to support diagnostics and treatments are delivered efficiently.
In the quarter ending December 2016, 100% of patients urgently referred with a suspicion
of cancer began treatment within 62 days of their referral, so achieving the target of 95%.
In the quarter ending December 2016, 100% of patients diagnosed with cancer started
treatment within 31 days of their decision to treat.
Clostridium Difficile Infections
Tackling and reducing Health Associated Infections (HAIs) is a key priority in terms of the
safety and well-being of patients, staff and the public.
In April 2016, we had one case of C Diff infection, which was community acquired.
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Dementia Post Diagnostic Support
People with dementia benefit from early diagnosis and access to a range of post-diagnostic
services, which enable the person and their family to understand and adjust to a diagnosis
as well as connect better and navigate through services and plans for their future care.
The standard is to deliver expected rates of dementia diagnosis and that all people newly
diagnosed with dementia receive a minimum of one year of post-diagnostic support and to
have a person-centred plan in place at the end of that support period.
In December 2016, 174 people with a diagnosis of dementia were registered on the
dementia register against a target of 184.
100% of patients diagnosed were offered the opportunity for post diagnostic support.
Detect Cancer Early
Cancer survival is a key measure of the effectiveness of health care systems. The earlier
that cancer is diagnosed and treated, the better the survival outcomes.
Cancer staging is the process of determining the extent to which a cancer has developed
and spread, on a scale from 1 to 4. ‘Stage 1’ represents the earliest stage of detection, and
patients diagnosed at this stage have better associated outcomes.
In 2015, 16.9% of people were diagnosed and treated in the first stage of breast, colorectal
and lung cancer, which missed our target of 29%.
However, breast and bowel screening uptake remains above the national average.

Percentage

Breast screening uptake
90.0
85.0
80.0
75.0
70.0
65.0

2006-09

2007-10

2008-11

2009-12

2010-13

2011-14

2012-15

Scotland

74.9

74.9

74.9

74.5

73.5

72.9

72.5

Shetland

86.8

86.4

85.6

85.6

86.0

84.4

84.4
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Percentage

Bowel screening uptake
70.0
65.0
60.0
55.0
50.0
45.0
40.0

2010

2011

2012

2013

2014

2015

Scotland

53.7

54.5

54.9

56.1

57.6

57.5

Shetland

59.8

62.2

64.5

65.8

66.5

66.3

Drug and Alcohol Treatment Waiting Times
The original Drug & Alcohol Treatment Waiting Times HEAT Target was established to
ensure more people recover from drug and alcohol problems so that they can live longer,
healthier lives, realising their potential and making a positive contribution to society and the
economy.
The month on month trend data shows that NHS Shetland regularly achieves the target for
90% of patients being seen within 3 weeks of referral.
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Early Access to Antenatal Services
There is evidence that those women at highest risk of poor pregnancy outcomes are less
likely to access antenatal care early and/or have a poorer experience of that care. Access to
high quality, relationship based antenatal care with a strong focus on prevention, promotion
of health, early intervention and support as early as possible in pregnancy is vitally
important.
The national standard is for at least 80% of pregnant woman in each SIMD quintile to have
booked for antenatal care by the 12th week of gestation.
According to national figures for the year ending December 2016, the overall rate was
73.1%. This equates to 177 of 242 pregnant women having booked for antenatal care by the
12th week of gestation. A local audit from maternity records puts the compliance with early
booking at a much higher figure and we have now moved to a shared electronic record with
NHS Grampian which should ensure that data recording is valid and accurate. Figures for
January to February 2017 from the NSS Discovery system show us to be at 93.8% - 15 of 16
pregnant women having booked for antenatal care by the 12th week. Our lowest SIMD
quintile was 83.3% - 5 of 6 women booking within the 12th week, which suggests our data
accuracy and performance are improving.
GP Access
Often a patient's first contact with the NHS is through their GP practice. It is vital, therefore,
that every member of the public has fast and convenient access to their local primary
medical services to ensure better outcomes and experiences for patients.
The performance measure for this standard is measured by the Health and Care Experience
Survey and says that at least 90% of people should have 48-hour access to the appropriate
healthcare professional.
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During 2015/16, 93.6% of patients accessed an appropriate member of the GP Team within
48 hours, meeting the target of 90%.
IVF Waiting Times
Eligible patients should be able to access IVF treatment equitably. Longer waiting times for
patients leads to poorer outcomes, as the effectiveness of IVF reduces with age.
At the end of September 2016, 100% of eligible patients have commenced IVF treatment
within 12 months, meeting the target.
Psychological Therapies Waiting Times
Timely access to healthcare is a key measure of quality and that applies equally in respect of
access to mental health services.
For the quarter from October to December 2016, 80% of patients waited less than 18
weeks from referral to treatment for Psychological Therapies, which missed the target of
90%.
The trend over time is shown below.

Staphylococcus aureus bacteraemia SAB (MRSA/MSSA)
Tackling and reducing HAIs is a key priority in terms of the safety and well-being of patients,
staff and the public.
During the period July to September 2016, we had eight Staphylococcus aureus
bacteraemia (including MRSA) infections, one of which was MRSA. This gave us a rate of
0.72 cases per 1000 acute occupied bed days. This missed our target of 0.24. This relates to
very small numbers.
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Quarterly rolling year Staphylococcus aureus Bacteraemia Rates per 1000 Acute Occupied Bed Days for HEAT Target Measurement
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Sickness Absence
Sickness absence can result in cancelled appointments and procedures. It can also lead to
increased pressure on staff and patients, increased costs of employing bank and agency
staff, and reduced efficiency.
During 2015-16, we had a Sickness Absence rate of 5.2%, missing the target of 4%.
At November 2016, the rate had decreased to 3.88% which is below the Scottish average for
the month. The rolling 12 month period 1 December 2015 to 30 November 2016 is 5.13%,
again below the Scottish average.
Smoking Cessation
Smoking has long been recognised as the biggest single cause of preventable ill-health and
premature death. The emphasis is on supporting people who want to quit smoking by
delivering effective cessation services and preventing smoking uptake amongst young
people.
Within smoking cessation services, at the end of March 2016 we had helped 51 people to
successfully quit at 12 weeks. This met our target of 33.
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Treatment Time Guarantees
The treatment time guarantee places a legal requirement on health boards that once
planned inpatient and day case treatment has been agreed with the patient the patient
must receive that treatment within 12 weeks.
The standard is for 100% of patients to be seen within 12 weeks of agreeing inpatient/day
case treatment.
During the quarter ending December 2016, 100% of patient of patients were reported as
commencing inpatient/day case treatment within 12 weeks.
12 Week Outpatient Appointments
Shorter waits can lead to earlier diagnosis and better outcomes for many patients as well as
reducing unnecessary worry and uncertainty for patients and their relatives.
At the end of December 2016, 71.2% of patients waited less than 12 weeks from referral to
a first outpatient appointment, missing the 95% target. The trend is shown below.

18 Weeks Referral to Treatment (RTT)
Shorter waits can lead to earlier diagnosis and better outcomes for many patients as well as
reducing unnecessary worry and uncertainty for patients and their relatives.
At the end of December 2016, 91.8% of planned/elective patients commenced treatment
within 18 weeks of referral, meeting the 90% target.
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Hospital, Acute and Specialist Services
Scheduled Care
We have set out the high level aims to support the delivery of planned care services in our
Joint Strategic Commissioning Plan (2017-20). The aims include:
•

•
•
•

Active management and redesign of outpatient services (e.g. developing multidisciplinary models, introducing tele-health to support remote access etc) to
promote pre-admission assessment and follow up in localities
Creating pathways to support day surgery and ambulatory care as the norm for
planned procedures (reducing reliance/pressure on inpatient services)
Streamlining referral and diagnostic pathways
Active management of admissions so that only patients who need specialist care are
admitted to hospital (implementing alternative models, reducing length of stay)

We have clear and robust arrangements in place for monitoring all patient pathways i.e.
those that are directly provided by NHS Shetland and those which are shared with specialist
providers e.g. NHS Grampian.
Where we have shared pathways we have developed a quality assurance framework for all
of the sub specialities which are delivered in whole or in part by NHS Grampian.
The quality assurance frameworks set out:
•
•
•
•

The indicative demand and capacity required to ensure that each sub specialty
service is provided within the national waiting times targets;
The additional capacity required non recurrently to manage peaks in demand (over
the forecast activity levels which are set on a rolling three year average);
The governance arrangements to support shared pathways (e.g. clear roles and
responsibilities);
We continue to perform well against the national waiting times targets for access to
outpatient services and the treatment time guarantee (TTG).

Whilst we continue to perform well against the national waiting times access targets for
outpatient services and the treatment time guarantee (TTG); some of the key challenges in
the delivery of planned care services for NHS Shetland are associated with the regional
capacity to deliver shared care pathways which include access to: dermatology, ENT,
ophthalmology, oral surgery, gynaecology and orthopaedic services in Shetland.
We have seen a mismatch in the demand for these services and capacity available to deliver
‘visiting services’ for a variety of reasons but these include as significant factors an increase
in the referral rates for all specialities along with challenges in recruiting key clinicians. This
means that a number of the shared services with NHS Grampian are not performing
consistently within the national waiting times targets and we are developing a recovery plan
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to ensure that we address short term (non recurrent) access issues as well as using the
‘Getting Ahead’ methodology to understand the opportunities to redesign pathways taking
a whole systems approach. During 2016-17, we received very limited gynaecology and
dermatology services and we expect that to continue into 2017-18 whilst we look for mutual
aid from other Health Boards.
We have also seen the impact of the shift towards increasing clinical sub specialisation on
service sustainability where the historical model was that clinicians with ‘generalist’ skills
supported remote and rural services - this is no longer possible and so we are starting to
explore alternative models such as increasing access through telemedicine and telecare
approaches. In 2016-17, we delivered over 600 appointments using technology enabled
approaches (ranging from emails and phone calls, to complex multi-site video conferencing).
We have been working with NHS Grampian and National Waiting Times Hospital (Golden
Jubilee National Hospital) to look at how we can maximise the potential for technology
enabled orthopaedic pathways. We intend to build on this work to look at the potential for
embedding telemedicine into pathways (particularly for routine patient follow up).
In order to ensure that we have the right size and shape for planned care services, the
Gilbert Bain Hospital is being examined as part of shifting the balance of care and changing
patterns of usage of inpatient beds. We have worked with health care planners for the last
four years and we have developed a plan that describes short, medium and long term plans
for the optimal configuration of the hospital to support clinical services. This includes
identifying ways of providing medical assessment and ambulatory care services as ‘non
admitted’ planned care services as well as developing a better understanding of the
positioning of services that can be delivered out with the hospital setting.
We also continue to work with NHS partners such as NHS24 and the Scottish Ambulance
Service (SAS) who play a critical role in the co-ordination of planned care, including the
provision of technology enabled services to support long term conditions and self
management as well as transporting patients between health and social care settings.
Plans for 2017-18 include
All of these plans as appropriate will include joint plan development with NHS Grampian
and GJNH as well as the Integration Joint Board (IJB) and are a continuation of the plan
developed in 2016-17:
•

We will continue to review pathways to increase efficiency and reduce waste e.g.
ensure that pathways conform to best evidence and clinical standards; optimise
available capacity by setting clear parameters for referral into specialist services and
renew approach for managing DNA rates within sub specialities
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•

•
•
•

•

We will maximise the potential for technology enabled decision making e.g.
electronic vetting, pre-referral advice and optimising systems for sharing clinical
information effectively such as SCI Store and PMS Trak
Putting in place the technology and infrastructure to support telemedicine in
outpatient and primary care settings in Shetland
Identify opportunities for repatriating planned care services (e.g. shared delivery
with local clinicians)
Identify opportunities to change the skill mix to create more sustainable pathways
across local, regional and national services e.g. increasing the number of GPwSI and
Specialist Nurse led clinics and pathways
Progress the business case to enhance the day surgery and ambulatory care facilities
at the Gilbert Bain Hospital

Risks/Challenges
•

•

•

•

•

We will need to agree a clear and joint strategic intent with NHS Grampian to deliver
sustainable services within the national waiting times targets and the mechanism by
which we will take an integrated and whole system approach to implement changes
as described in the Modern Outpatient Programme (2016).
There is a considerable mismatch between the capacity required to ensure that
services are delivered within the national waiting times target (as set out in the
quality assurance frameworks) and the capacity available from regional and
specialist services. Some of the potential solutions (e.g. regional or national
pathways) will increase the cost of planned care services because of the need for
patients to travel to regional and national centres – this need to be factored into the
whole systems activity profiling and cost/benefit analysis as part of the Regional
Delivery Planning process.
The mismatch between the capacity and demand for outpatient services has been
met with non recurrent funding e.g. additional resources provided to support
increasing activity out with the service level agreement with NHS Grampian. This is
not a sustainable way of managing growing demand and we will need to review the
impact on our performance against access standards as we move to delivering
services in line with core budgets.
There needs to be a clear e-health strategy at a regional level, which focuses on
technology enabled care – to support decision making and create opportunities for
connecting locality based services with secondary and specialist care services. This is
not something that individual Health Boards can achieve alone.
We need to ensure that we provide equity of access to services, which are person
centred – we need to look at how we can use technology to maintain access for
remote communities as well as shifting the approach to planned care away from
episodic management to an assets based approach e.g. co-production, self directed
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care and management of long term conditions and increased access to patient
education programmes
Cancer Waiting Times
In the quarter ending December 2016, 100% of patients urgently referred with a suspicion
of cancer began treatment within 62 days of their referral, meeting the target of 95%
In the quarter ending December 2016, 100% of patients diagnosed with cancer started
treatment within 31 days of their decision to treat.
Working in conjunction with NHS Grampian, we seek to maintain this good position in
delivering cancer care promptly in 2017-18 and will prioritise the use of resources to provide
appointments and diagnostic tests that facilitate cancer diagnosis and treatment.
12 Week Outpatient Appointments
At the end of December 2016, 71.2% of patients waited less than 12 weeks from referral to
a first outpatient appointment, missing the 95% target.
This is due to the continued pressure and lack of capacity available to deliver key specialities
which are part of shared clinical pathways with NHS Grampian (e.g. ENT, orthopaedics,
ophthalmology, dermatology, and Max Fax) and this has resulted in a number of patients
who waited longer than 12 weeks to their first appointment.
Despite fully embracing the Modernising Outpatient Programme, we expect that going into
2017-18 we will not meet the 12 week Outpatient appointment standard in the following
specialism’s because the core capacity available from NHS Grampian does not meet the
demand for these services.
Based on current capacity and demand forecasts, the estimated shortfall is:
•

ENT - 458 appointments

•

Dermatology – 444 appointments (we do not currently have access to a service from
NHS Grampian, who is our usual provider and we are looking at alternative options
for 2017-18)

•

Ophthalmology – 149 appointments

•

Max Fax – 170 appointments
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•

Gynaecology – 438 appointments (we do not currently have access to a service from
NHS Grampian, who is our usual provider and we are looking at alternative options
for 2017-18)

•

Orthopaedics – 132 appointments. Whilst the service delivered by GJNH is largely
supported by a tele-health approach, a small mismatch in demand and capacity still
remains. In addition to this, the service model is not established as core provision by
GJNH so a significant proportion of the clinical activity is attributed to ‘non core’
capacity which is reflected in the overall cost of the model which we estimate is
£300,000 greater than the visiting service previously provided by NHS Grampian.

The risks are that even with the comprehensive redesign programme, we will not be able to
sustain the 12 week access standard for approximately 30% of the patients who are referred
to secondary care services.
The estimated cost of providing additional capacity through direct engagement with
clinicians from NHS Grampian (outside our SLA) and/or using capacity from other sectors is
£167,000 (not including the model for orthopaedics). Within the Board’s current financial
plan these resources are not available and it should be noted that the Board’s plan is
currently not financially sustainable.
The table below shows in more detail the breakdown of capacity and demand for the
specialties which have a significant mismatch in capacity and demand.

Specialty Name
Oral Surgery ENT Ophthalmology Dermatology Gynaecology
Access to OutPatients
Number of new OP appointments available in Q1 (core capacity)
50
Number of new OP referrals per week (average)
6
Number of predicted new OP referrals in Q1 (demand)
72
Number of OP appointments in current waiting list (backlog)
42
Mismatch in demand and capacity for new patients in Q1
64
Mismatch in demand and capacity for new patients in 2017-18
128
Mismatch in demand and capacity for all new OP in 2017-18 (with backlog) 170
Additional OP sessions required to maintain steady state in 2017-18
14
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Treatment Time Guarantee (TTG)
The treatment time guarantee places a legal requirement on health boards that once
planned inpatient and day case treatment has been agreed with the patient the patient
must receive that treatment within 12 weeks.
The standard is for 100% of patients to be seen within 12 weeks of agreeing inpatient/day
case treatment.
For the first three quarters of 2016-17, we reported that 100% of patient commenced
inpatient/day case treatment within 12 weeks.
However, due to the lack of gynaecology service provision during 2016-17, a number of
patients (12) waited longer than the 12 week TTG and we have put in place a recovery plan
to ensure that these procedures are completed by the end of March 2017.
In order to reduce the risk of not meeting the TTG, we have prioritised clinical capacity to
ensure that where interventions are indicated; we can deliver them within 12 weeks of the
decision to treat. This has been achieved by using additional capacity to maintain waiting
lists and meet demand for a number of visiting specialities. However, this is not a financially
sustainable option in 2017-18.
The table below shows the number of interventions (520) that might not be delivered within
the TTG in 2017-18, because the core clinical capacity available does not match the
predicted demand for treatment.

Specialty Name
Oral Surgery ENT Ophthalmology Dermatology Gynaecology
InPatient TTG
Planned procedures per quarter (core capacity)
Demand for procedures per quarter
Mismatch in demand and capacity per quarter
Mismatch in demand and capacity for 2017-18
Additional theatre sessions required to maintain steady state in 2017-18

15
59
44
176
18
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Unscheduled Care
Shetland consistently meets the 95% target for 4 hour maximum A&E waits. However,
achieving the target has been more challenging at times during 2016-17, because we have
seen an increase in the clinical complexity and frailty of patients presenting at A&E and this
has had a wider impact on patients across the hospital system. As part of the winter
planning review process and actions to support unscheduled care services, we have made
good progress in the development of community mental health services in 2016-17 and this
has meant that we have been able to offer improved access to mental health services as an
alternative to the A&E or emergency care setting (reducing the number of patient
presentations to A&E, particularly out of hours). We have also seen the positive impact of
the development of community based services, which has reduced A&E attendances and
inpatient admissions by increasing the range and availability of anticipatory care in localities.
There are a number of ongoing initiatives which are described in our Joint Strategic
Commissioning Plan (2017-20) which focus on appropriate models of service provision to
support alternatives to hospital and reduce unnecessary emergency episodes and A&E
attendances (which are aligned to the ‘6 Essential Actions for Unscheduled Care’
programme). Progress on the strategic plan is evaluated through the joint management
arrangements for health and social care (and summarised in the quarterly unscheduled care
action plans) and a whole system approach continues to be undertaken.
One of our local objectives, as described in the Joint Strategic Commissioning Plan (2017-20)
is to provide services to people in their own homes or as close as home as possible. This
requires an integrated approach between hospital and community, as well as the integrated
approach between community health and care services as we have a number of work
streams reviewing primary and secondary care interfaces as well as development of locality
based services. We offer a high degree of choice for place of death and end of life care, but
we continue to develop services to support this in the community.
The Integration Fund is being utilised to test initiatives which are focused on caring for more
people in the community, and during the out of hours periods e.g. community nursing and
social care ‘rapid response’ models and ‘hospital at home’ to increase access to services in
the community to provide alternatives to hospital admission for example investment in
primary care pharmacy services. Intermediate care models have been developed which
include multi-disciplinary teams and are an important aspect of our wider plans to ensure
we have effective services to support emergency/unscheduled care pathways and reduce
the number of patients who are medically fit and delayed in their discharge from hospital.
We have sustained a good position throughout 2016-17 by continuing to reduce the number
of people who are delayed and the length of delay in hospital (by streamlining joint
assessment processes and increasing resources to support rapid response services) but
maintaining this position is one of our key challenges.
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The third sector is fully involved in the development of initiatives through Voluntary Action
Shetland, and we continue to seek opportunities for third sector involvement in helping to
deliver services in the community e.g. independent living support through mobility aids and
transport services, assistance at home and caring and befriending support services.
We continue to align our unscheduled care plans with work streams focussing on safety and
prevention e.g. community based falls assessment and physiotherapy led education
programmes, hip fracture management and early supported discharge.
More use is being made of Care Centres for unscheduled admissions, with GPs and Specialist
Nurses having admitting rights along with Social Workers so hospital admissions can be
avoided wherever possible and appropriate e.g. supporting end of life care. Community care
provision has been reviewed as part of the development of an Older Peoples Strategy for
Shetland which includes a focus on reducing unscheduled admissions (to hospital), along
with more care in people’s own homes (including access to re-enablement and
rehabilitation at home) as an alternative to long term care centre placement.
We have worked with the SAS (Scottish Ambulance Service) on creating a Strategic Options
Framework. During 2017-18 we will continue to work with SAS on initiatives to deliver
community based care through enhanced paramedic ‘see and treat’ pathways as well as
continuing to support Community First Responder schemes. In line with the national falls
management/improvement programme, we continue to work closely with SAS to develop a
more robust community response to support people when they fall at home, thus reducing
the number of people who need conveyance to hospital.
We have also worked with the oil and gas industry to ensure that we provide appropriate
access to emergency care services for contractors acknowledging the increase in temporary
residents associated with these major projects.
The A&E service in the Gilbert Bain Hospital is well supported by 24/7 consultant cover (on
call out of hours) and a range of disciplines that can help to manage emergency cases. One
of the outputs from a Clinical Staffing review undertaken in 2014 was the development of
an advanced nurse practitioner (ANP) model to support primary care, which has also helped
to change the profile of attendances at A&E. In 2016-17, that model has been further
developed to provide primary care clinics at the weekend.
More work is needed to look at the sustainability of emergency services, including during
the ‘out of hours’ models and a redesign programme has commenced to review our OOHs
models, in particular overnight care and the interface between primary and secondary care
services. This work is also aligned to the local primary care strategy and the national Primary
Care Outcomes (2016).
Further work is also being undertaken to review the medical staffing model, so that we have
a strategic plan for our medical workforce, which recognises the need for timely succession
planning and the skill mix necessary to deliver sustainable hospital and primary care
services. Service models (which include the necessary skill mix to deliver them) are being
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developed to describe sustainable medical staffing models, including a particular focus
primary care in the very remote parts of Shetland and doctors in training (in both primary
and secondary care settings).
The size and shape of the Gilbert Bain Hospital is being examined as part of shifting the
balance of care and changing patterns of usage of inpatient beds. We have worked with
health care planners for the last four years and we have developed a plan that describes
short, medium and long term plans for the optimal configuration of the hospital to support
clinical services. This includes identifying ways of providing medical assessment and
ambulatory care services as ‘non admitted’ planned care services as well as developing a
better understanding of the positioning of services that can be delivered out with the
hospital setting. This work will also inform the development of the regional delivery plan as
we intend to describe a range of models/scenarios for sustainable Acute, Rural General
Hospitals as part of this work.
The hospital management structure has been reviewed to strengthening the clinical
leadership and management of services. In 2016-17, we reviewed the clinical, care and
professional governance (CCPG) arrangements for health and social care to ensure that
there is effective leadership and senior clinicians involved in decision making and redesign
programmes, through the Integrated Joint Board, Joint Management Team arrangements
and the CCPG Committee.
Plans for 2017-18 include
•

•

•
•
•
•
•

Using the Integration Fund to ensure that there are robust and responsive
community services and hospital admissions only happen where appropriate. Focus
on reducing lengths of stay in hospital and better liaison between community and
hospital.
Clear pathways for further/specialist assessment of conditions of old age in the
community setting e.g. dementia through Community Mental Health/Dementia
Liaison Services.
Further develop the advanced practitioner model to support primary care settings
(including remoter localities in Shetland).
Undertake an options appraisal to determine how best to deliver healthcare services
OOHs and overnight – with greater integration of hospital and primary care teams.
Further developing locality based services (multi-agency) where 24/7 care is
delivered, including support if a person has escalating care needs.
Using the pilots for locality working to redefine the care at home services, using
integration as the driver for improving capacity and responsiveness.
Further developing intermediate care pathways to enhance the availability of
community based rehabilitation.
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•

•
•
•

Further developing early supported discharge from hospital (e.g. in conjunction with
the intermediate care team in the community) and co-ordination of the discharge
planning process to reduce patient flow pressures.
Further developing the model for anticipatory care planning to support locality
based decision making and consistent delivery of care plans already agreed.
Putting a local emphasis on developing shared information systems, records and
assessments to reduce duplication and support decision making.
Continuing to work with the Scottish Ambulance Service to put into place the actions
agreed in the Strategic Options Framework.

Risks/Challenges
•

•

•

•

•

•

Our workforce is made up of many small teams and that means some services
remain fragile – we will need to reconsider some of the models that we have in place
e.g. where we have single handed practitioners to ensure that we can continue to
deliver safe services. This is an issue across health and social care, but is a particular
challenge when considering services in the community including those supporting
very remote communities.
Affordability of the current models is a key challenge because of the diseconomies of
scale across services. For example, there is a reliance on locums to cover key GP and
hospital doctor posts that are critical for the provision of safe services; however this
is not a financially sustainable option.
We will need to determine at a strategic level what the balance of locality based
services and centralised services we need to deliver services safely and affordably –
our overnight care services (social care, community and primary care) are largely
based on models using ‘on call’ staffing. Developing hub and spoke models to
increase and enhance overnight care will need to be considered in order to deliver
sustainable services for the future along with a change in the skill mix.
We will need to develop a clear e-health strategy which focuses on technology
enabled care – to support decision making and create opportunities for connecting
locality based services with secondary and specialist care services.
We will need to develop a clear approach and strategic plan to support self directed
care and self management. The ANP model has helped to support increased capacity
and access to primary care services; we need to look at how we can develop the
model across Shetland.
There is more work to do in developing our signposting, redirection and health
education/awareness services to ensure that the public know what services are
available, when they are available and how to access them appropriately.
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Child and Adolescent Mental Health Services (CAMHS)
During 2015-16 the CAMHS team worked on developing clearer pathways for access to tier
2, 3 and 4 services which include working with regional teams and clarifying the
interface/transitional arrangements between adult and CAMHS services.
Key findings from the evaluative work so far are that there are some specific gaps in:
•
•
•
•

Interfaces between specialist services – regional network and specialism’s such as
Learning Disabilities
Capacity to provide an acceptable level of access to CAMHS services, particularly
psychological therapies
Skills and skill mix of the team – we are reviewing training requirements across the
multi-disciplinary team
Supporting the provision/awareness of universal services e.g. multi-agency approach
providing general advice and support to promote resilience and wellbeing

Throughout 2016-17, we have been working on an improvement plan to address the
identified gaps. Specifically in response to the actions to review the skill mix and improve
access to psychological therapies; we have developed a new model to increase the clinical
capacity available for psychiatric and psychology input which is where the CAMHS service
had the greatest deficit.
The changes to the skill mix have been funded from the £45,278 that is available to CAMHS
from the Transforming Mental Health (2016) allocation to develop CAMHS capacity, as well
as through a redistribution of core resources.
We have been working closely with NHS Grampian to develop clear, joint pathways between
NHS Shetland and the specialist services in Aberdeen where a child may have complex
needs and a learning disability so that an appropriate and coherent plan can be put in place
quickly.
A transitional pathway/model for young people transitioning into adult services has also
been developed and is in draft.
A plan to support practitioners in new roles has also been developed in conjunction with
NHS Education Scotland (NES). Staff have made links with specialist services (e.g. tier 4) in
Dundee to fully understand the clinical pathways, governance arrangements and role that
local services need to play in supporting children in the Island context. Clear clinical
supervision and management arrangements are also in place for the whole, multidisciplinary team.
Priority has also been given to support the development of the capability and capacity of
generalist practitioners working across health, social care and schools to provide
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appropriate support and advice to young people, who would otherwise have been referred
to CAMHS (i.e. tier 1).
The service has recently moved into new premises, which will enable closer working with
inter-agency partners and includes space that can be used for group work facilitated by the
CAMHS team or partner organisations (e.g. youth groups, schools and the voluntary sector).
As a result in changes in our skill mix and the introduction of new pre-assessment clinics,
facilitated group sessions and new pathways, we have improved access to the service
considerably in the last six months.
In April 2016, 22% of patients waited less than 18 weeks from referral to treatment for
specialist Child and Adolescent Mental Health Services. By October 2016, 100% of the
children referred to the service were seen within the access target and the waiting list has
reduced considerably with better triage arrangements.
Progress and performance of CAMHS is reported to the Integrated Children & Young
Peoples Strategic Group as well as through NHS Shetland governance and management
structures.
Plans for 2017-18 include
•

Working with partners to develop services to support psychological wellbeing and
resilience (e.g. early intervention)

•

Completing and implementing the transitional pathway with adult Mental Health
Services

•

Continuing to develop local capacity and capability to support young people with
complex needs e.g. working with local and specialist Learning Disabilities services

•

Providing training and support to generalist practitioners, particularly developing
close working with GPs, Child Health and Schools

Risks/Challenges
•

The CAMHS team is small and therefore fragile, only a small shift in capacity would
reduce access to specialist services and change our performance against the access
standard for psychological therapies

•

Capacity of specialist, mainland services remains a key risk for young people who
need inpatient care or a higher level of clinical input that cannot be easily
maintained in Shetland
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Community Health and Social Care Services
Primary care
Shetland NHS Board has a Primary Care department, which works primarily with General
Practice and Optometry, alongside separate Dental and Pharmacy departments, both of
which have a Director.
General Practice
Aims:
• To ensure any person in Shetland with primary care health needs has access to a
local GP Practice.
• To develop a range of high quality primary care services in Shetland, which are
sustainable in the long term.
• To enhance the services available and facilitate shifting the balance of care from
institutional settings to the community.
• To increase the number of anticipatory care plans for patients most in need of this
level of care, to ensure that healthcare needs are met and unnecessary hospital
admissions prevented where possible.
Plans for change:
• Develop and implement Primary Care Strategy – this document was presented to the
Shetland IJB in April 2016; an initial action plan on the recommendations was
subsequently agreed by the IJB and implemented during 2016/17. The plan will be
augmented once the detail of the new Scottish GP contract is available (see
comment below).
• The new Scottish GP contract comes into effect during 2017. As yet, detailed
information on the new contract has not been issued but once this information is
received, implementation of the new contract will become one of the largest pieces
of work undertaken in Primary Care during 2017/18.
• The work to replace the GP I.T system, EMIS (used by all Shetland practices), will
commence in 2017, following the national framework solution. We are also
undertaking a proof of concept to explore a potential electronic solution to record
keeping across Health & Social Care with interface to GP records, social care and
secondary care information. This will develop in Spring 2017.
• The removal of QOF led to the introduction of Practice Clusters. The local LMC
agreed that there would be one cluster in Shetland and all practices nominated a
designated Practice Quality Lead. The Cluster has met regularly and will continue to
develop.
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•

•

Further develop implementation of eKIS Anticipatory Care Planning across services
including new polypharmacy reviews for patients at risk of readmission (as per
SPARRA data). This will involve working with colleagues in mental health and social
care, to standardise information collected and to share ACPs in place (with
appropriate consent). The Transitional arrangements for 2016/17 had an emphasis
on Anticipatory Care Planning, which will continue during 2017/18. In addition,
practices now have access to Primary Care Indicator Information from ISD, although
this information is not currently accessible to the Primary Care Management team.
Our largest practice commenced on line prescription ordering and although uptake
has been slow, this has been steady with good patient feedback.

During 2016-2017 the Primary Care service has experienced significant challenges with
recruitment, particularly with regards to GPs, across Shetland. Five out of ten practices in
Shetland have GP vacancies and we will continue to work creatively on recruitment, which
has included working with Promote Shetland to actively promote GP recruitment. We have
also introduced a new service model for the North Isles of Shetland, with posts being
advertised in March 2017. As part of the Primary Care Strategy implementation, new
service models are being investigated, which will include looking at the use of Advanced
Nurse Practitioners more generally in Primary Care (for example, one of the larger health
centres is considering the use of ANPs as part of a service redesign).
During 2016/17 two more practices have become salaried and in February 2017 a further
two practices have intimated a notice to become salaried. This will give Shetland 7 out of 10
practices salaried and during the course of 2017/18 a review will take place of demand and
capacity across the service.
The Primary Care and Mental Health teams in Shetland have submitted a bid to become an
innovation site for post-diagnostic support in primary care for people with dementia, as well
as working with other remote & rural Boards on a joint bid with a view to promoting the
roles and opportunities of remote working and we will continue to seek innovative ways to
attract staff to Shetland. Nonetheless, recruitment and retention of staff at all grades
remains the greatest risk to delivery.
Out of Hours Services
Four of the ten health Centres provide their own OOH services (three are on islands and the
fourth is very remote in Shetland). The other six practices have cover provided through an
out of hours co-operative, with the rota being managed by the Primary Care Manager. GP
numbers for the rota remain low and with the imminent departure of several GPs to other
roles, the service is becoming increasingly fragile. This in turn has led to a review of existing
out of hours provision which is expected to propose a new system of working by June 2017.
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We have worked with Community Nursing colleagues and NHS24 to trial new unscheduled
care processes, involving Saturday and Sunday Primary Care clinics and this will be
evaluated towards end of March 2017. The aim is to continue offering this additional
service provision, within existing resources and thereby extending the access to Primary
Care clinicians.
Risks to Delivery
•
•
•
•

Ability to recruit and retain suitably skilled GPs, ANPs and practice nurses
Ability to deliver a comprehensive out of hours service across a disbursed rural
population
Ability of practices to remain sustainable and independent which limits the
attractiveness for recruitment
Community acceptance of alternative primary care configuration

Nursing in Community Settings
The Community Nursing Service comprises a range of services which provide nursing care,
treatment and support within a community setting. These include:
•
•
•
•
•
•

District Nursing;
Practice Nursing;
Advanced Nurse Practitioner service at Lerwick Health Centre;
Specialist Nurses, eg Continence Nurse Advisor;
Non-Doctor Island Nursing – there are 5 islands where the only resident healthcare
provider is a nurse.
Intermediate Care Team – this multi-disciplinary, partnership team provides additional
support at home for individuals to prevent unnecessary admission to hospital or
provide additional support to increase independence on discharge home from hospital.
This additional support is provided on a time limited basis of up to 6-8 weeks.

Whilst the current Community Nursing Services predominantly provide a front line clinical
service to individuals who are over the age of 16years and are housebound, the services
endeavour to meet the needs of any individual across the lifespan from birth to death,
within the community setting, who has a nursing and/or health need.
All of the component services within Community Nursing services work together with the
aim of maintaining as many individuals as possible at home within a community setting
wherever possible.
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In the next year, with the increase in the number of directly provided Board practices
meaning that 7 out of the 10 practices locally will have the Practice Nursing service
delivered via the Community Nursing service there will be opportunities to review the
interface between Practice and District nursing and to consider the future model of nursing
services within the community.
Plans for Change:
A review of the Community Nursing service will be completed in 2017/18 with the following
aims:
•
•
•

To ensure that the nursing service remains focussed on caring for unwell and frail older
people;
To enhance individual’s independence through the promotion of self care and
undertaking anticipatory care and rehabilitation support where necessary.
To identify efficiencies that are cash releasing where the service continues to have
adequate capacity to meet needs.

The local review of nursing services will take into account the work carried out into defining
the roles of the Band 6 District Nurse, the wider Community Nursing team and Advanced
Nursing Practice which is being led by the Chief Nursing Officer under the banner of
Transforming Nursing Roles. The work will also explore the sustainability of community
nursing in our most remote and isolated communities, and particularly the islands, and how
we can ensure that the skills of the wider team can best support those communities.
This review will ensure that the 7 core elements of the District Nurse role are reflected in
the leadership provided by District Nurses, namely public health/health improvement/
addressing inequalities, anticipatory care, assessment, care/case management,
complexity/frailty, intermediate care and palliative and end of life care.
Through the review, consideration will be given to the following areas of practice
•
•
•
•

Developing an overnight nursing and care service (links to the out of hours review);
Enhancing the rapid response service provided to acutely unwell individuals in the
community setting;
Reviewing of the nursing and care skill set to better support working in Integrated
teams;
Establishing an Advanced Nurse Practitioner “Academy model” to support the
development and ongoing support and supervision of nurses working at this level in
remote and rural practice;
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•

Development of a “Nursing in the Community” Strategy which will set the strategic
direction for nursing in Community settings locally, providing a career framework from
initial registration through to advanced practice thus ensuring that the nursing
workforce has the appropriate skills and competencies to support working in, and
providing leadership to, integrated teams as well as being able to support the
implementation of the new GP Contract from 2017.

Risks to Delivery
•
•
•

Ability to recruit and retain suitably skilled community nurses
Sustainability of service in very small remote and rural settings, including small islands
Ability to deliver a sustainable out of hours service across a disbursed rural population

Optometry
NHS Shetland has close links with NHS Grampian and receives Optometric advice on the
basis of one session per month. Staff based in Shetland are also part of the NHS Grampian
Eye Health Network and take part in regular VC training.
Grampian’s Eye Health network will continue to deliver further service improvements and
continue to implement recommendations from the HIS review from 2014. There are also
plans to continue to improve planned care pathways in eye care and join up
contractor/stakeholder collaboration in key long term condition management work. In line
with Strategy Outcome 2 of the Scottish Visions strategy (SVS) 2013-2018, NHS
Grampian continues to emphasise optometry as first point of call for eye problems and has
rolled out the integrated electronic referral system, which NHS Grampian are continuing to
support. We have also formed an eye advice email line so that unnecessary referrals are
minimised.
Actions for 2017/18 include:
•
•
•
•
•

Continued use of CDU and helpline
Support Optometrists using LES in Shetland, which all three practices are signed up to.
This includes teach and treat session training.
Utilising the new SIGN guidelines coming for Glaucoma but with more integrated care
for stable patients in the community
Use of technology – utilising OCT machines in Shetland to manage macula patients
locally
Shared learning – through VC links for EHN and NES and Shared learning notices.
Quarterly Significant Incident review meetings held with EHN Board pull together any
Shared Learning and on occasion Optometrists invited to use Reflective Learning
exercises as method of continual learning.
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Oral Health Care
The LDP for 2017-18 uses the term ‘Oral Health Care’ to recognise that Oral Health Care
extends beyond Primary Care into Secondary Care provision, as well as into community via
health promotion. This is reflected in the following Vision statements:
The Vision for Oral Health in Shetland is:
•

•
•

•

•
•

All children in Shetland can develop and shed their deciduous teeth with no
significant intervention from NHS dental services, and develop their adult dentition
free from the two main dental diseases - dental decay (caries) and gum (periodontal)
disease.
All adults can maintain a healthy natural dentition through to later life with minimal
need for artificial replacement.
All age groups of the local population know the causes of common oral health
diseases and the measures that can be taken daily to prevent the onset of oral
health disease.
Effective mechanisms are in place to overcome inequalities in oral health in the local
population, with enhanced support and prioritisation being given to disadvantaged
individuals and communities.
All the population can access high quality, affordable, safe, and effective NHS oral
health care services.
The vast majority of people requiring specialist oral health care can receive this in
Shetland.

Priorities for Change in 2016-17 included:
•
•

Taking measures to reduce the Public Dental Service (PDS) waiting list of adults
wanting to register for dental care in Lerwick.
Encouraging independent NHS dental practices to open in Shetland, in order to
increase the capacity for NHS primary dental care.

Outcomes:
•
•

Lerwick Dental Practice, an independent NHS dental practice, opened in Lerwick in
January 2016 with the capacity to register in excess of 6000 people.
The PDS waiting list has reduced by 30% - people who have been happy for their
names to be passed on to the new Practice for priority registration.
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Priorities for Change for 2017-18 to help achieve the Oral Health Vision:
•
•

Work to eliminate the PDS registration waiting list altogether.
Encourage more local independent NHS dental practices to open, to further increase
local NHS capacity, and to reduce the reliance on the PDS to provide general dental
services.
• Further align with the PDS remit, as defined by Scottish Government, to provide a
range of specialist dental services that are complementary to those provided by the
local independent practices, and reduce the need for people to need to be referred
to Grampian for specialist oral health care.
• To draft an NHS Shetland PDS Oral Health Promotion framework aligned from 20172020 to include:
- A review of the use of fluoride.
- A review on the use of fissure sealants.
- Direct engagement with schools and community regarding healthy eating.
- Alignment with overarching NHS Shetland Health Improvement demonstrations.
• To implement an annual training programme for all care home staff and older person
carers in accordance with the Caring for Smiles Programme.
• To review the role of skill mix and up skill within the dental team to enhance oral
health promotion and clinical effectiveness within the dental team.
Risks to Delivery:
•

•

•
•

The shortfall in primary dental care capacity – reconfiguration of the PDS is
predicated on adequate growth of the independent NHS sector in Shetland. The rate
of this growth will dictate the momentum of change within the PDS as described in
the Oral Health Strategy.
The geographical isolation of remote, rural and island communities, challenges the
cost-efficient provision of oral health care. Patient perception in a rural environment
can also impact on service delivery. If patients do not want to register with
independent providers then this will impact on service capacity.
The increasing number of elderly people requiring domiciliary visits for highmaintenance dental care of their own teeth.
The ability to recruit suitably experienced dentists to build sustainable, long-term
dental services for Shetland residents.
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Pharmacy Service
NHS Shetland continues to use the opportunities available through the introduction of
Prescription for Excellence in ensuring that Pharmaceutical Care is delivered to a high
standard, regardless of where a patient lives. A new strategic direction for pharmacy has
been introduced in recent years, with support from NHS Shetland and the Scottish
government which envisaged a much greater role for pharmacists within general practices.
A key challenge in Shetland is in recruiting pharmacists with the balance of specialist and
generalist skills to allow them to work effectively and safely in remote and rural areas.
Progress has been made in supporting pharmacists and technicians as they develop the
range of skills required to implement Prescription for Excellence. This has been facilitated
through the deployment of Primary Care funding in recruiting an additional pharmacist.
A Pharmacist now works full time in the Lerwick Health centre. This is the largest GP
practice in the northern isles and the first to benefit from this work. Steps to improve
patient safety, through medicines reconciliation and some innovative working on discharge
arrangements; alongside better management of repeat prescriptions and drug monitoring
arrangements, have helped to bring about safer and more efficient practice. Meantime
remote GP practices, many of whom already have strong links to community pharmacies,
including former dispensing practices, continue to be supported by a clinical pharmacist,
who undertakes medicine and polypharmacy reviews according to identified need.
The role of pharmacists in most specialist settings, for example within the management of
rheumatology and in supporting the Shetland diabetes clinic continues to be explored and
developed, as does the specialist technician role within the hospital, procurement and
homecare settings.
Plans for change
Plans continue to develop the role of pharmacy in an incremental way as outlined in the
pharmacy work plan; “creating pharmacy capacity” is required to ensure that Prescription
for Excellence is delivered locally. Delivery of the plan will involve recruiting a sustainable
workforce; this additional staffing commitment will ensure that polypharmacy work will
increase, and that the GP workforce will be supported to ensure a more efficient use of GP
time and resource. Full integration of the clinical pharmacists into the clinical skill mix in
Primary Care remains a priority in 2017-18 The use of video conferencing is being explored,
to link clinical pharmacists, perhaps based in pharmacies, to care homes and very remote GP
surgeries.
Supporting Social Care Workers and patients in their own homes will help to reduce
medicine waste, and supporting GP practices in improving repeat prescribing should also
help to contain medicine cost. Both these interventions will also reduce the potential for
harm from these medicines. The intention is to tackle both these activities through
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recruitment of an additional pharmacy technician in primary care, and plans are now in
place to put this into effect. There are still efficiencies which can be made through better
prescribing and a comprehensive prescribing action plan is in place, the speed of change will
depend very much on the staffing resource available.
A further area which will need to be looked at is the in hours and out of hours service in the
hospital. There may be a need, with changing legislation, to manage the procurement of
hospital medicines from Shetland, rather than in Grampian. Additionally there is now an
expressed need for a formal out of hours pharmacy service, these potential developments
will be explored in 2017.
These developments all incur additional staffing resource, particularly for fixed term posts a
range of funding options will be explored.
These include. Specific allocations for pharmacy development from Scottish government.
Potential availability of funding from National Education for Scotland. Joint funding through
the Health and Community Care Directorate. Spend to save projects. Multidisciplinary skill
mix exploration, and utilising project enabler funding.
Risks to delivery:
-

That bids to secure funding are unsuccessful.
Multidisciplinary skill mix considerations and joint working arrangements are not
implemented quickly enough.
That the difficulties in recruiting and retaining permanent pharmacy staff increase.

In summary the plans for 2017-18 are to:
•
•
•
•
•
•

Recruit additional pharmacy staff to ensure the department is adequately resourced to
continue to provide core services, improve safety and drive efficiency.
Increase the availability of support to patients in their own homes and in care homes
Increase the use of technology to bring pharmacists closer to their patients
Increase the roll out of the effective prescribing plan in particular the number of
polypharmacy reviews by 20%
Continue to develop a training and support programme for Remote and Rural
pharmacists and the development of technicians.
Explore the need and options for an out of hours pharmacy service.
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Mental Health
The 2014 review of Shetland’s mental health services identified a number of areas in need
of redesign and improvement and we are making some progress in achieving these
objectives. In 2015 we strengthened our community based provision of mental health care
by appointing a Clinical Director for Mental Health (Consultant Psychiatrist) and supported
this with an enhanced level of psychiatry provision and an increased number of CPNs, and
2016 appointed a Consultant Clinical Psychologist. These developments have enabled
changes in how local services are delivered and we have already seen a significant reduction
in admissions to off-island psychiatric in-patient facilities in NHS Grampian. Capital has been
allocated for 2017 to develop an area within the hospital to help support those in mental
health crises. These developments, together with an updated psychiatric emergency plan,
will result in an overall improvement in the quality of Shetland’s mental health provision.
Our progress in improving the quality of local services is being achieved against a backdrop
of a national increase in the demand for, and changing public expectations of, mental health
services. Mainland services can, and have, resourced the development of community
provision by disinvesting from psychiatric inpatient facilities. In the absence of such
facilities in Shetland, our challenge is to continue to identify the resources required to meet
changing expectations and develop the necessary capacity to deliver safe, person centred
and sustainable services that will reduce waiting times and improve access to the mental
health services needed by the people of Shetland.
PT Waiting Times, Access and Workforce
Shetland’s adult psychological therapy provision is delivered by 3.5 WTE staff, of which 2.5
WTE are Primary Care Counsellors, and 1 WTE is the Consultant Clinical Psychologist.
The provision of services for those with complex needs has been enhanced following the
appointment of a Clinical Psychologist in November 2016. There has also been a reduction
in the number of staff absences and these changes have contributed to a steady
improvement in the waiting times target for those referred for a psychological therapy. We
expect this to continue through 2017 as we progress our plans to increase the number of
front-line staff trained to deliver evidence based interventions (e.g. Behavioural Activation
for Depression).
Provision of PT services for mild to moderate presentations is being strengthened by the
development of the primary care based Talking Therapies Service and we continue to work
on identifying the most effective skill mix to meet the needs of the Shetland population.
Timely access to a relevant range of evidence-based psychological therapies continues to
present significant challenges in the remote and rural island setting. There are service level
agreements with NHS Grampian for Adult Neuropsychology, Adult Eating Disorders and
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Adult Learning Disabilities. We are reviewing these agreements to ensure Shetland has
sufficient capacity and resilience in the provision of these services.
Risks/Challenges
Whilst we have growing confidence in our ability to meet the needs of those with mild to
moderate presentations, there continue to be significant challenges in responding
effectively to the diverse needs of those with complex conditions. With a small team any
period of unplanned leave will have a disproportionate impact on our ability to meet and
maintain waiting time standards.
In addition, increased economic and social uncertainty can increase the demand placed on
mental health services and we will need to monitor this closely to ensure that we have
sufficient capacity to meet any such challenge.
Mental Health Plans for 2017-18 include
•

An Organisational Development intervention covering:o Mental Health management arrangements
o Management and Leadership Skills development
o Culture and behaviours
o Clinical Governance arrangements
o Accommodation
o Administrative services
o Service development
 Psychiatric Emergency Plan / Crisis service arrangements
 Creation of Psychiatric Emergency room – project agreed and should
be progressing anyway
 Developing SMRS
 Clinical Psychology
 Psychological Therapies

•

Increase the range of specialist input routinely available as part of the MultiDisciplinary CMHT (e.g. Occupational Therapy, Social Work and GP)
Establish and increase access to Clinical/Counselling Psychology Services
Redesign psychological therapy services and increase local capacity by training a
wider range of existing staff
Progress the 2015-18 Dementia Strategy Action Plan
Establish the local service to provide training, formal diagnosis and support for adult
ASD

•
•
•
•
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•
•
•

Introduce “Triangle of Care“ or Equal Partners in Care” (EPiC) training for a wide
range of Health & Social Care staff
Improve the support to people in crises out of hours, working with other statutory
partners and the third sector
Manage the transition between childhood and adulthood so that individual patients
receive a seamless service

Risks/Challenges
•

•

The mental health workforce is made up of small teams and that means some
services remain fragile. We need to explore innovative solutions to the provision of
specialist mental health services to remote and rural communities and we have had
preliminary discussions with QuEST regarding the feasibility of VC services and
specialist regional hubs to support generic island services.
Risks to delivery will be managed by the strategic allocation of available resources
and the redesign of services to achieve maximum efficiency and effectiveness. This
will be achieved by working in partnership with patients, carers, staff and the Third
Sector.

Telehealthcare/ Technology Enabled Care
There will be increased focus on supporting the use of telehealthcare to deliver services in a
more effective manner. This will be achieved by both increasing the quantity of available
video conferencing infrastructure, improving network links to/from GP surgeries (national
project) and implementing a national tool to support desktop-based consultations between
patients and healthcare across the internet.
Use of video conferencing from GP practices will require increased bandwidth and this is
scheduled to be delivered as part of the national SWAN programme.
Implementation of GP Patient Portals.
This would provide online services for patients of GP practices, using EMIS Access. Such
services include appointment booking, repeat prescription requests, access to self-help
resources, and in the near future digital access to clinicians and own medical records. This
would improve access to services, reduce pressure on physical appointments, reduce DNA’s
and empower patients to self-manage own conditions. It would reduce administrative
overhead required to managed appointment and repeat prescription times. It would also
help to deliver safer medicines and medicine reconciliation. As detailed above, our largest
practice has implemented on line prescription ordering and this is working well.
National resources for self-management of conditions
This will involve supporting patients and clients to access existing and planned national
resources including websites for self-management of LTC’s including renal and diabetes.
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Increasing uptake of these services would improve patient care through remote monitoring,
reduce number of acute episodes, reduce pressure on services and enable localities to
target care resources closer to point of need whilst maintaining efficiencies.
Implementation of a Management Information System for Community Nursing, Community
Allied Health Professionals
Specific focus will be given to this project during 2017/18. This will involve ensuring a fit for
purpose system to enable above cohorts to deliver care in a community setting. This would
include integration in real or near-real time to existing acute, GP and social care systems,
mobile access to patient and client records and alert messaging. (although not directly
primary care focussed, enables a holistic approach to managing people at home in the
community). In addition, focus will also be given to a Health & Social Care integrated clinical
portal.
Health and Social Care Portal
A regional approach to implementing a H&SC Clinical Portal is being developed with other
North of Scotland Boards. A proof of concept has been commissioned commencing April
2017 to explore a hosted model for delivery. This will maximise economies of scale by
hosting in secure specifically built datacentres, simplifies inter-agency sharing and provides
a platform for increased regional integration.
Clinicians and Care providers will have access to data from a single ‘presentation layer’
including that provides appropriate role-based access to various datasets including Acute
and GP Electronic Patient Records, GP Emergency Care Summary data, and Social Care data.
H&SC Portal technology will also be the platform that will enable national delivery of patient
access to, and engagement in, their own health record, as well as the access to services
described above in the GP Patient Portals section.
GIRFEC
An information system to support GIRFEC messaging will be implemented in 2017/18. This
system has been proven in the Ayrshire and Arran data sharing region, and may also be
suitable for Adult messaging applications.
Order Communications System (Order Comms)
An Order Comms system will be implemented in both Acute and GP services. This will
enable GP Practices and acute services to securely order tests from Radiology and Labs
providers, and for results to be securely and safely work-flowed back to the requestor. This
will provide a much more efficient and safe system for diagnostic services.

Page 187 of 293

HS/S5/18/16/6

Health Intelligence
eHealth have invested locally in Health Intelligence technology and are in the process of
training staff and developing ‘dashboards’ to provide visual insights into existing information
resources. A suite of support has been established including formal training, peer working
with Grampian colleagues and a support package from the National Services Scotland Health
Intelligence team.
With this capability, staff responsible for service planning and monitoring will have greater
access to information, and more scope to ‘self-serve’ information needs. This will also allow
support staff with an informatics brief to support the increased requirement for an
analytical and insightful approach to information services.
All of the above projects form part of the tactical delivery of the NHS Shetland eHealth Plan.
Integration
Shetland’s Integration Joint Board (IJB) adopted a refreshed Strategic Commissioning Plan in
February 2017 for the period 2017-2020. The Plan will be updated on an ongoing basis as
part of a dynamic commissioning process. The Strategic Plan process has involved taking
views from the Strategic Planning Group.
The Strategic Commissioning Plan and the Integration Scheme sets out the arrangements for
carrying out the integration functions in the Local Authority area over the period of the plan.
This includes key local actions to ensure effective involvement of clinical and care
professionals in the Strategic Planning Group, through the clinical, care and professional
governance framework, and through locality arrangements.
The Clinical, Care and Professional Governance Framework has been revised for the
Integration Scheme to include care services.
Local and national standards are monitored through the joint reporting to the Integration
Joint Board, and the reporting to the NHS Board. For completeness, and to ensure that
inter-dependencies are captured, there are some standards that are reported to both
boards, with the NHS Board retaining oversight of services it delivers. The joint Directorate
has developed a yearly plan, with individual service plans supporting the Directorate plan.
These plans detail the operational delivery of services, and the priorities that are reflected in
the Strategic Commissioning Plan and the LDP. The Health Board’s Corporate Action Plan
supports the Health and Social Care Partnership’s objectives with actions that are health’s
contribution to the Partnership in it meeting the nine health and well-being outcomes.
Integrated work with the Hospital, Acute and Specialist Services Directorate is maintained
through joint strategic groups, which supports the shifting of the balance of care through
policy development as well as through the Strategic Planning Group.
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The Integration Joint Board has met regularly throughout 2016-17 and has received a broad
range of reports to enable it to fulfil the functions delegated to it through the Integration
Scheme on: strategic policy; service needs assessment; policy developments; options
appraisal; financial planning; management accounts; performance; and risk management.
The IJB has a focus on maintaining and improving performance in the areas which support
the Health and Wellbeing Outcomes.
The decision making arrangements for NHS Shetland will be reviewed in light of a full year of
operation of the IJB to reflect the new arrangements and avoid duplication on an
underpinning principle of ‘once for Shetland’.
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Better Health

Health Inequalities and Prevention
Aims
The overall aim of health improvement and health inequalities work in Shetland is to help
people live longer, healthier lives. To do this we aim to:
•
•

•
•

reduce the key risk factors for poor health outcomes: substance misuse (smoking,
alcohol, drugs); lack of physical activity and obesity.
tackle health inequalities by identifying and meeting the needs of the most
vulnerable and hard to reach groups, and targeting services (including services
related to the key risk factors above) at those that are most in need.
support people to reach their full potential at all life-stages – from birth and early
years through working lives to old age.
work through a range of other health and care activity such as re-ablement, support
for people with disabilities and mental health problems, and early years work.

Priorities for change

Tackling Inequality, especially health inequality
Deprivation and inequalities in Shetland are not readily defined through geographical
targeting. We have considerable understanding of inequalities in remote and rural areas
from local research and interagency working.
In 2015/16, the Commission on Tackling Inequalities in Shetland 1 heard evidence relating to
socio-economic equalities and geography in Shetland. The Foreword states that,
“Shetland doesn’t exhibit the extreme disparities in wealth, health and other
indicators that characterise some communities. Nevertheless, the evidence gathered
by the Commission confirms that, in 2016, inequality is an inescapable feature of
Shetland life. Some of our fellow citizens are struggling. Their circumstances differ,
but lack of sufficient money to live a decent life is a common factor. The causes of
their difficulties are not simple but it’s clear that a variety of influences, including
changes in welfare policies, are making their position steadily more precarious.”

1

On Da Level, Achieving a Fairer Shetland, Report and Recommendations from Shetland’s Commission on Tackling
Inequalities, March 2016
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Health Inequalities are differences in the health experiences and outcomes between people
and groups because of their life circumstances, particularly thinking about poverty and
socio-economic deprivation or disadvantage, but also age, gender, ethnicity, sexuality,
having a disability and physical environment.
Health inequalities are influenced by a wide range of factors including access to education,
employment and good housing; equitable access to healthcare; individuals’ circumstances
and behaviours, such as their diet and how much they drink, smoke or exercise; and income
levels.
Poverty and socio-economic disadvantage are probably the most important risk factor for
poorer health outcomes. They impact on an individuals and communities abilities to make
‘healthier choices’ and to access services and information. Many health issues, and
underlying risk factors such as smoking, are strongly associated with poverty, deprivation
and social exclusion.
Although Shetland is a relatively prosperous community, and we have, for the most part, a
good quality of life, there are still people living in Shetland in poverty, families who are not
able to access services, or get the help and support they need, and people who suffer from
discrimination and exclusion. For some people who have mental health problems (because
of the stigma still attached to mental illness), and for many who live with long term
conditions and disabilities or have problems with addiction, particularly the consequences
of alcohol misuse, exclusion can be painful and can worsen health and limit access to
services.
An Action Plan has been developed to implement the Recommendations of the Commission
and is supported through a range of multi-agency partnerships reporting through the
Shetland Partnership. Tackling inequalities, poverty, isolation and stigma can only be
achieved through working in partnership utilising structures such as the Community Justice;
Drug & Alcohol; Mental Health; Domestic Abuse; and Community Learning and
Development Partnerships and associate groups and networks. NHS Shetland will play a
direct role in the following agreed action points:
Target resources to break negative cycles within families
-

Enable targeting and preventative actions to happen at any age where there is an
opportunity to break negative cycles and support individuals and households to
move on.

Building on one of Shetland’s best assets; as individuals and as a community do all we
can to reduce stigma and loneliness?
-

Promote a culture of participation, equality and fairness, based on open
communication and inclusion.
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Use frameworks such as Health and Safety Executive management standards for workrelated stress to promote and protect employee mental wellbeing.
Target resources to make sure actions to tackle drug and alcohol misuse are effective.
-

Alcohol Brief interventions are among the most cost effective and effective
interventions in reducing harmful and hazardous drinking.

Use the evidence to improve the targeting of resources and ensure inequalities do not
widen as local financial resources diminish.
Implementing an asset based approach to health improvement and ill health prevention
NHS Shetland’s Public Health Directorate (including the Public Health and the Health
Improvement Teams) is responsible for three main strands of work: promoting, improving
and protecting the health of people in Shetland; preventing disease and ill health; and
reducing inequalities. The focus for the health improvement work continues to be: weight
management; physical activity; substance misuse; mental health and inequality. There is a
key link with the priority outcomes as described in the Local Outcome Improvement Plan
(the LOIP).
A new area of work this year within Public Health is the development of a specific project to
implement an asset approach to health improvement and ill health prevention; broadly
focused around self management.
This will promote an approach that is ‘person centred’.2 This means working with people as
active participants rather than passive recipients of health or social care programmes, in
ways which are empowering, and could ultimately lead to less reliance on public services.
Indeed many of the solutions which individuals will be able to draw on may be from
community based or private sector providers. The project is multi-dimensional and cross
cutting and will include:
−
−
−
−
−
−
−
−
−
2

understanding patients
health information and self directed care
health literacy
behaviour change and skills development
reducing health inequalities
anticipatory care
self management / long term conditions support group
involving carers
realistic medicine

Healthcare Quality Strategy for NHS Scotland
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When analysing service trends and demand, some services have highlighted an issue around
repeat attendees to services. In some cases there is a link between repeat or frequent
attenders and high costs, referred to as High Resource Individuals. These are often
appropriate and reflective of complex, long term and multiple needs. However, there may
be underlying social or mental health needs which result in unnecessary attendances or
repeat referrals which are of no benefit to the service user / patient and therefore cause
waste within the system. One of the first priorities for this project will therefore be to look
into the causes of, and effect on people who are high users of services. This work may
identify unmet needs or gaps in service at the lower level social intervention stage to see if
other service models might help to avoid some patients feeling the need to access statutory
services, for no long term benefit.
The performance Indicators for this project will include:
•
•
•
•

Percentage of adults able to look after their health very well or quite well.
Percentage of people with positive experience of care at their GP practice
Rate of emergency admissions for adults
Falls rate per 1,000 population in over 65s.

Further indicators will be developed to support each element of the programme. These may
include.
•
•
•
•
•
•
•
•

Reduced social isolation
Increase in health literacy – understanding of health information, health issues and
ability to take control.
Reduction in secondary and tertiary care
Reduced waiting times and DNAs
Increased staff and patient satisfaction
Fewer re-registrations
Increased compliance with treatment
Increased awareness of where to do for appropriate help and support

Transforming the delivery of core health Improvement work
We will continue to change the way we deliver the core health improvement services
through further developing working in localities, integration with primary care, using
community and asset based approaches and developing the generic workforce to identify
health improvement opportunities and take appropriate action. However there are
limitations to the progress we can make given the cuts to our funding and reduction in staff.
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Specific objectives include:
Increase proportion of adults in Shetland who exercise at recommended levels through
improving access to physical activity at a local community level, and supporting the most
inactive.
Reduce percentage of adults who smoke through targeted smoking cessation, smoking
prevention and tobacco control work; recognising that the relatively small number of people
who continue to smoke tend to be in the hardest to reach and more vulnerable groups; and
find it the hardest to quit.
Reduce number of people admitted to hospital with alcohol related conditions through
Drink Better Campaign and further development of substance misuse services.
Reduce prevalence of mental health problems and suicides (and drug related sudden
deaths) through Choose Life Action Plan and implementation of a new Mental Health
Strategy, based on a comprehensive needs assessment.
Reduce obesity through preventative work, including locality based working with the most
disadvantaged groups and work through the Early Years Collaborative.
Continue to deliver outcomes Focussed Action Plan to militate against effects of Welfare
Reform.
Continued roll out of Keep Well inequalities programme - targeted health checks to
vulnerable, socially excluded and disadvantaged groups to identify and help people with risk
factors (including alcohol, smoking, obesity, inactivity) and health issues. There is a specific
emphasis on male dominated workplaces and minority ethnic groups; building on the
findings of a BME Health Needs Assessment.
The key indicators are:
•
•
•
•

Reduce suicide rate
Reduce the percentage of the adult population who smoke
Reduce alcohol related acute inpatient hospital discharges
Increase the proportion of adults completing 30 minutes of at least moderate
exercise 5 days a week

The challenge on NHS procurement policies supporting employment and income for people
and communities with fewer economic levers is less relevant to Shetland which has high
employment levels and a buoyant but fragile economy, but local suppliers are included in
the list of national contracts to allow access to local business and resultant benefits for the
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local economy, and NHS Shetland contributes to the Local Outcome Improvement Plan
objective on maintaining financial sustainability in the local economy.
Actions relating to employment policies that support people to gain employment or ensure
fair terms and conditions for all staff include compliance with national PIN policies, targeted
support for staff in recruitment and professional development for instance for those who
may have difficulty accessing web-based recruitment methods or IT based learning
opportunities, and a good record of employment for people with disabilities or additional
support needs.
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Financial Planning
Background and context
NHS Shetland recognises the importance of a sustainable and balanced financial plan and
the impact this can have on the ability of the Health Board to sustain the quality of services
offered to the local population.
NHS Shetland has, for a number of years, needed to make efficiency improvements over and
above the National 3% target to achieve financial balance, provide investment to sustain
local services and to address ongoing pressures such as the requirement of short term
locums in both primary and secondary care. Achieving these efficiency improvements on a
recurrent basis continues to be a significant challenge especially in clinical areas where a
number of services operate on de minimis staffing levels.
As the Board is in recurring financial deficit it continues to focus upon an Efficiency and
Productivity agenda over a five year period rather than the minimum three year period. The
current projections include a significant efficiency savings target of £12.5m over the next
five years. This figure includes £2.1m brought forward from 2016-17 plus £10.4m in new
savings over the next 5 years. To achieve our aim of recurrent financial balance over this
period table 1 below summaries the level of efficiency savings required.

The Board’s immediate focus has been on developing recurrent proposals for 2017-18 to
bridge the in year gap. As a consequence, proposals for years three to five include high
levels of unidentified savings.
The achievement of financial balance over this period will require the Board to deliver nonrecurrent savings alongside the recurrent plans. The current proposal assumes that nonrecurrent savings and technical financial issues can generate around £1.0m in 2017-18. This
includes an assumption that a small surplus is brought forward from 2016-17.
Significant recurring savings schemes have been identified with a projected full year effect
value of just under £3.4m (7.3% of the Board’s core baseline allocation). These are
identified in Table 1.2 below, with an indicator of the financial risk attached to delivery.
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Table 1.2: 2017-18 Efficiency and Redesign Projects
Recurring Efficiency Savings Proposals

LDP Plan

Low Risk

Medium

High Risk

£

£

£

£

Move to a community based rehabilitation service

472,184

472,184

0

Off Island Patient Pathways Redesign to Shetland

250,000

130,000

120,000

Off Island Patient Travel Cost Reduction Redesigns

610,000

610,000

Directly Provided CHCP Services: Community Nursing

240,000

240,000

Other Primary Care

150,000

150,000

Redesign of Shetland Mainland OOHs Provision

100,000

100,000

Procurement

140,000

140,000

0

Estates & Facilities

197,158

197,158

0

Public Health
Human Resources and Support Services

0

31,424

31,424

124,303

124,303

Finance

38,441

38,441

0

Corporate Management

23,912

23,912

0

Pharmacy Drugs Expenditure

328,500

Off Island Commissioned Healthcare Savings

422,358

Resource Transfer Funding
Board wide schemes

294,500

328,500

0

127,858

0

58,090

58,090

200,000

200,000

Service Redesign Challenges

tbc

Overall Total Recurring Efficiency Savings Proposals

3,386,370

2017-18 Cash Releasing Efficiency Savings Scheme Target

4,601,999

Shortfall to Required Target (Full Year)

1,215,629

Risk Profile of Savings (Percentage)

1,215,629
694,011

1,741,356

282,198

15%
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It is recognised that these are not all expected to start on the 1st April. The status of each of the
projects is outlined below:

Recurring Efficiency Savings Proposals

Project Status

Move to a community based rehabilitation service
Off Island Patient Pathways Redesign to Shetland
Off Island Patient Travel Cost Reduction Redesigns
Directly Provided CHCP Services: Community Nursing
Other Primary Care
Redesign of Shetland Mainland OOHs Provision
Procurement
Estates & Facilities
Public Health
Human Resources and Support Services
Finance
Corporate Management
Pharmacy Drugs Expenditure
Off Island Commissioned Healthcare Savings
Resource Transfer Funding
Board wide schemes
Service Redesign Challenges

Implementation
Ongoing project; work in progress
Ongoing project; work in progress
Option Appraisal
Option Appraisal; testing alternative models
Option Appraisal
Implemented
Implemented
Implemented
Implemented
Implemented
Implemented
Ongoing project; work in progress
Implemented
Implemented
Project development stage
Project development stage

In year financial plans assume the impact of any slippage in implementation is £0.6m, which
results in a year end in year deficit of £1.8m. A number of non recurrent measures have
also been identified to the value of £1.0m (a further 2.1% of the board’s baseline). These
are shown in Table 1.3 below.
Table 1.3: Non-recurring Efficiency Savings Proposals
2016-17 Forecast Underspend brought forward as at month 11

LDP Plan
£

£

£

100,000

0

63,600

63,600

0

476,900

Acute Services 2017-18 Non recurring plans
Community Services 2017-18 Non recurring plans achieve
same as 2016-17

Medium

100,000

Profit on Sale of 52 Nederdale on or before 31 March 2017
50% of Reserve not utilised

Low Risk

78,917

£

476,900
78,917

0

100,000

100,000

Finance Non-recurring 2017-18 Non Recurring Plan

35,633

35,633

Chief Executive 2017-18 Non Recurring Plan: Partnership Fund

30,000

30,000

Board Chair Joint with NHS Orkney
Technical Financial Challenge: Schemes used elsewhere in
2016-17?

97,000

97,000

Potential Profit on sale of excess properties.

50,000

0

50,000

739,533

50,000

Overall Total Non Recurring Efficiency Savings Proposals

5,580

High Risk

1,037,630
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It is also anticipated that the Integration Join Board will contribute a further £0.3m from its
reserves towards the slippage in their savings schemes and these measures leave the Board
with a projected yearend overspend of £0.5m (1% of the boards baseline allocation).
(NB: The figures above are based on a “whole health system” basis and therefore include
the financial projections within the IJB. Savings identified also therefore include assumptions
on proposed savings schemes that will be delivered by the IJB).
Delivering sustainable financial balance our approach
As indicated above, NHS Shetland’s local financial plan covers a five-year period as returning
to recurring financial balance in one year is not considered realistic. The LDP financial plan
covers years one to three of this plan.
The projected brought forward savings requirement outlined in table 1.1 is equivalent to
4.6% of the Board’s core funding in 2017-18.
At the end of 2017-18 this is projected to fall to 2.7% on the assumption that all of the
proposed recurring saving schemes are delivered as planned. Additional schemes are
required beyond 2017-18 to continue this downward trend in future years.
The projected overall efficiency savings requirement of £4.6m, to be delivered in 2017-18, is
equivalent to 10.2% of the Board’s core baseline funding. A breakdown of this target is
shown in table 2.1.
Table 2.1 Analysis of causes for NHS Shetland 2017-18 Efficiency Targets
£

Savings Target Carried Forward (As at month 10 2016-17)
To meet SG Plan of 3.0% for Public Sector
Additional Local 1.0% Target in 2017-18
Additional Costs Pressures - Primarily High Cost Drugs
Social Care Contribution for 2017-18

2,100,999
1,308,000
443,000
330,000
420,000

Net Target

4,601,999

In planning for 2017-18, the Board has fully recognised local recurring cost pressures and
general inflation factors and has funded these within the planned 4% savings target and the
general 1.5% inflation uplift the Board received on core funds. The use of the Board’s
general inflation uplift to fund the new Social Care contribution had not been included
within the Board’s draft financial plan, agreed at the beginning of December 2016. The
change to the PPRS receipt assumption and the increase in the budget required for High
Cost Medicines have also contributed to the need for £2.5m in new savings in 2017-18. The
new savings target is equivalent to 5.6% of the Board’s core funding in 2017-18.
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In addressing Efficiency & Productivity (E&P) it is recognised this is closely linked to both the
Quality and Redesign agendas.
To provide local direction to the E&P agenda, NHS Shetland established an Efficiency &
Redesign programme. This programme is managed through our Executive Management
Team, is reviewed bi-monthly at a Programme Board meeting and reports on a regular basis
to the Board’s Strategy and Redesign committee. Overall progress and the financial impact
is reported to each Board meeting and Strategy and Redesign committee as part of their
regular financial reports.
NHS Shetland recognises that further recurrent investment in the local Service Improvement
and change teams, to increase and create sustainable capacity to support the overall
Improvement and redesign agenda, is critical to achieving financial balance. This includes
investing in training local staff to utilise national toolkits and local information to deliver
evidence based change. This will require short term funding to support the delivery of the
ambitious efficiency programme and will require additional non-recurrent efficiencies to
generate the resources required.
To help address this capacity £250k of the additional NRAC parity allocation recently
identified (£750k in total) has been earmarked to support change projects.
The balance of the NRAC parity funds will be used in 2017/18 to create an additional reserve
that is expected to be used in 2017/18 on a non-recurrent basis to reduce the in year
savings gap.
The 2017-18 to 2019-20 financial plan
The financial plan contained within this document is based upon the paper discussed at the
Board Meeting on 14 February 2017 and Strategy and Redesign committee meeting on 14
March 2017.
In the financial plans, all recurring savings are stated at full year effect and there is therefore
a requirement for non-recurring savings to address the gap between the full year effect and
in year delivery. An estimated value for these additional non-recurrent savings is currently
only available for 2017-18.
NHS Shetland introduced a 1.0% general contingency plan into the Board budget in 2013-14
and this general contingency fund continues to be built in to these financial plans. The
additional NRAC funding will allow an increased reserve to be available to support the
Board’s plan on a non-recurrent basis. The financial plan also provides for a 1.0% cost
pressure or development fund in the final four years of the plan to address future service
needs. To create this additional funding in 2017-18 and 2018-19, as outlined in table 3.1, the
Board has planned for a 4.0% efficiency saving target rather than the national 3.0% target.
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The plan assumes that the Social Care Fund will increase further in 2018-19 to 2019-20, and
that the mechanism for funding this increase will be based on the arrangements in 2017-18.
The plan contains a number of assumptions that are summarised in table 3.1.

Table 3.1: General Assumptions In 2017-20 Financial Plan
Uplift to Core Budget
Uplift to Bundle Funding
Pay Inflation
Apprenticeship Levy
Prescribing Inflation and Growth Net Uplift
General Inflation
Resource Transfer
Rates & Water
Utilities
Income

2017/18
2018/19
2019/20
1.50%
1.50%
1.50%
0
0
0
2.05%
2.05%
2.05%
0.50%
0.00%
0.00%
4.00%
4.00%
4.00%
1.50%
1.50%
1.50%
+1.5% less 4% +1.5% less 4% +1.5% less 3%
Efficiency
Efficiency
Efficiency
23.00%
2.00%
2.00%
4.00%
4.00%
4.00%
1.50%
1.50%
1.50%

The key assumption is that the core baseline funding increases by 1.5% per year from 201819 and that there are no inflation uplifts or deduction in bundle funding.
The plan assumes base line pay inflation remains at a general 1%, with additional costs
arising from pay increases for those below £22,000 and general incremental drift. The
impact of the apprenticeship levy has been factored in to 2017-18 costs and is part of the
reason why the savings target was increased in 2017-18.
The current financial projection assumes that the NHS Grampian Acute Services SLA value
increases by £0.3m in each of the next 2 years to fund the agreed increase in the tariff value
above the basic inflation uplift. Similarly the NHS Grampian Mental Health Services SLA
value increases by £0.05m in each of the next 2 years to fund the proposed increase in the
tariff value above the basic inflation uplift. These increases reflect the amount NHS
Grampian currently “under charges” NHS Shetland based upon current historic tariff values.
In respect of the new drugs fund, NHS Shetland has set aside a reserve that takes account of
our anticipated share of the resource envelope for these drugs plus local investment to
match the 2016-17 out-turn and estimated cost increase in 2017-18.
In respect of CNORIS the Board has provided for a local budget that assumes the National
cost of CNORIS is £50m.
Depreciation costs are based upon current best estimates and are subject to revision once
the 2016-17 capital outturn position and the 2017-18 capital programme is confirmed.
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Capital Planning
The capital planning assumptions made within the five year planning cycle is that the base
allocation is constant throughout this period.
However within this timescale there are four key projects that require to be delivered that
are not within this financial envelope
1. Ambulatory Care Centre, est: circa £1.4m
2. Replacement Fluoroscopy X-ray equipment, est: circa £0.8m
3. In-patient ward redesigns, est: circa £6.0m
4. Replacement CT Scanner, est: circa £1.2m
The Ambulatory Care centre project is proposed to start in 2017-18 but only in respect of
the design fees being incurred. The Initial agreement for this scheme is currently under
development and will be submitted to the Capital Investment group in due course.
None of the other projects start in 2017-18, although work will commence on appropriate
Initial agreements and planning.
Sustainability and Value
To achieve greater sustainability and value from NHS Shetland, we have set out in this Plan /
the LDP in general how we intend to minimise waste, reduce variation, to standardise and to
share including:
-

Implementation of the Effective Prescribing programme;
A quality and cost assessed improvement plan to respond to Productive
Opportunities identified from benchmarked performance;
Reducing medical and nursing agency and locum expenditure as part of a national
drive to reduce this spend by at least 25% in-year; and
Implementation of opportunities identified by the national Shared Services
Programme

Effective Prescribing Programme
The detail of the Effective Prescribing Programme is outlined in the Community Health and
Social Care section at pages 35-36.
Potential Productive Opportunity Analysis (PPO)
An analysis has been done by the Scottish Government to identify some of the areas where
routinely collated data suggest there may be opportunities for NHS Shetland to elicit some
potential productive opportunity (PPO).
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The variation between Boards is acknowledged and NHS Shetland faces many fixed costs
and diseconomies of scale, recognised in the funding models that result in a comparatively
higher unit cost per activity. NHS Shetland operates in a remote and rural setting, with
dispersed populations across 15 inhabited islands. Some islands have a population of below
100; one island is below 20 people.
Other factors which might impact on our cost base include difficulties in recruiting to certain
posts and requiring locum and agency cover to cover core service provision. There are also
significant transport and logistical costs associated with the movement of goods and people
within the islands and to and from mainland Scotland.
NHS Shetland remains keen to benchmark with similar boards with a view to continuous
improvement.
The data highlighted that Theatres Cancellations, Procedures of Limited Value and
Infrastructure Costs may be useful places to focus. Further, where there are opportunities
in identified clinical areas such as cost per inpatient stay, the Effective Care Pathways work,
is looking at unwarranted clinical variation.
The Table below identifies which of the Strategic Programmes take account of the Potential
Productive Opportunities (PPO) highlighted.
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Areas for Improvement Investigation

Linked to Strategic
Programme:

PPO

£000
Inpatient cost per case – move to Scottish
average
Day Patient cost per case– move to Scottish
average
Outpatient - AHP cost per attendance– move to
Scottish average
A&E cost per attendance– move to Scottish
average
Ambulatory Care Amenable Conditions -– move
to Scottish average
BADS - move to Scottish average
Theatres Efficiencies - eliminate cancellations
due to capacity reasons
Medical Locums – reduce by 20%
Nurse Bank - reduce by 10%

1,685 Sustainable Hospital

472

77 Sustainable Hospital
301 Sustainable Primary Care
979 Unscheduled Care

150

125 Sustainable Hospital
6 Sustainable Hospital
243 Sustainable Hospital
278 Sustainable Hospital
31 Sustainable Hospital

Nurse Agency - reduce by 20%

6 Sustainable Hospital

Admin - move to Scottish mean performance
per £1K gross hospital costs

145 Improve Business Efficiency

Catering - move to Scottish mean performance
per hospital inpatient week

256 Improve Business Efficiency

Cleaning - move to Scottish mean performance
per SqM

120 Improve Business Efficiency

Portering - move to Scottish mean performance
per SqM

79 Improve Business Efficiency

Laundry - move to Scottish mean performance
per Inpatient week

41 Improve Business Efficiency

Energy – move to Scottish mean performance
per SqM

157 Improve Business Efficiency

Total

Link to
Financial /
Efficiencies
Plan £000

4,529
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Reducing medical and nursing agency and locum expenditure as part of a national drive to
reduce this spend by at least 25% in-year
In 2015-16, NHS Shetland spent £1.6m on medical and nursing agency and locum
expenditure. This is forecast to be £1.9 in 2016-17.
The target saving of 25% therefore equates to £0.4m in 2017-18.
NHS Shetland is in the process of putting in place new procurement arrangements for
interim staffing.
The Strategic Programmes to redesign acute and primary care services are done with the
intention of resolving the underlying difficulties in recruiting to certain posts in specific
locations and this will also reduce bank, agency & locum spend.
NHS Shetland is also fully involved in the North of Scotland Workforce group and Scottish
Rural Medical Collaborative that are both involved in long term work to improve the supply,
recruitment and retention of key staff groups that will also support the reduction of spend
in these areas.
Implementation of opportunities identified by the national Shared Services Programme.
NHS Shetland is also an active participant in the National Shared Services programme, some
of the impact of which is included in the Potential Productive Opportunity table above.
There are often logistical and transportation reasons as to why it is difficult for NHS
Shetland to fully participate in national solutions. However, use of technology can
sometimes overcome geographical barriers.
Specific projects which NHS Shetland intends to participate in include:
-

Human Resources
Diagnostic Services
Catering
Laundry

NHS Shetland has already entered into shared services arrangements with NHS Grampian in
relation to Finance (Payroll and Accounts payable) and National Services Scotland with
respect to the management of our procurement services.
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Workforce Plan
The core purpose of NHS Shetland is to provide the healthiest life possible for the 23,000+
people who live and work in Shetland and to achieve this we are committed to continual
service improvement both in service delivery and population health to help deliver the
Scottish Government ‘Everyone Matters’ 2020 Vision for Scotland and the Quality Strategy.
We are currently working in Partnership with our colleagues in Shetland Islands Council to
reframe our OD Strategy to take cognisance of the Health and Social Care agenda and to join
up the People strategies wherever possible.
The main narrative for NHS Shetland’s Workforce plan will be contained within our
Workforce Plan that we are governed to submit under CEL32(2011).
We are utilising this year as a transition year as the National Workforce planning process is
currently under review and therefore like other Northern territorial Boards are opting to
update our projections and action plan so that the capacity that we have can be focussed on
developing a planning process both locally and across the North region linked to our local
Service delivery integrated plan and the Service Delivery plan for the North.
We are committed to looking at how we can attract and retain staff to improving staff
health, safety wellbeing and motivation. Resilience and sustainability is a key factor in
delivering patient focused centred services and we will continue to focus on the five priority
areas in the 2020 Workforce Strategy “Everyone Matters”, namely: a healthy organisational
culture, sustainable, capable and integrated workforce and effective leadership and
management.
Our deliverables under this agenda for 2017/18 will be described in more detail in our Staff
Governance Action plan and will include how we:
− prioritise workforce investment and development in themes linked to redesign;
− work with an ageing workforce undertaking a review of retiral trends over the last
five years to understand the likely impact for our future workforce and to make
more intelligent predictions about when particular groups of staff may retire and
how we support;
− look to recruit when our target audience is either from England or Europe and the
impact/affect of a potential Scottish Referendum and Brexit; and
− get young people interested in a career within Health and Care; all the more complex
when trying to establish in a financially difficult situation when the focus is on
financial short term immediacy as opposed to investment for medium/long term
recruitment gains.
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The Board on an annual basis publishes its Workforce Plan and consistently uses the
national workforce and workload tools and its service plans and associated staffing levels
are predicated on that. Due to our challenging financial efficiency targets each Director is
looking at its workforce and taking steps to reduce headcount. Our financial position means
that for a number of service areas reducing headcount no longer means opportunistic head
count savings but in 2017/18 and beyond means placing staff on the Redeployment register
and describing the risks around service provision and quality. We are also looking at what
services we can no longer provide or provide in the same way as we do currently. Service
redesign and service Improvement therefore have a key focus on our future service delivery
and head count. These work streams are set out in the 10 Strategic Programmes.
As a board we have for a number of years monitored the demographics of our workforce
including age profile and are utilising that in conjunction with the afore mentioned tools to
ensure not only appropriate numbers but appropriate skill mix and development roles for
staff. An example of where this is currently in development is in our Medical Imaging
Department where last year we highlighted in our LDP that this was an area of concern for
us both locally in terms of our staffing profile and nationally with key shortages. Working
with the local team we have created a future delivery model that builds in resilience,
succession planning, opportunities for career development and an efficiency financial
saving.
There are currently a number of workforce concerns being addressed some of which are
national or regional and some local. Our issues are reflected in the National Clinical Strategy
and our challenges on recruitment and retention do impact on the sustainability of services.
We have been fortunate as evidenced in our Annual and Mid Year reviews to still be able to
be delivering well against the HEAT targets but like all Health Boards we have particular
issues. We have been upfront with Scottish Government colleagues around issues with
having appropriate dialogue around service delivery and how to deliver services differently
with our colleagues in NHS Grampian, and whilst Scottish Government colleagues have
offered to facilitate further dialogue in how they support these conversations around
particular patient pathways, the reality is that our colleagues in Grampian are struggling
with the same workforce issues that we have and getting senior consistent clinicians around
the table to talk about facilitating different pathways is difficult and complex. NHS Shetland
is a very small part of the NHS Grampian delivery model and for pathways to be changed in
a whole system way will take a sustained amount of effort by all parties.
Working in remote, rural and island settings is a constant challenge for staff who need to
have a generalist skill set to deal with whatever, whomever and whenever. NHS Shetland
serves not only a local population on both mainland and outer isles but also transient North
Sea and Oil and Gas workers.
In Primary Care (Health) we have real issues in recruitment. By the 1st June 2017, seven out
of the ten GP Practices based in Shetland will be employed practices. We have struggled to
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recruit to substantive GP posts particularly in more remote areas and whilst we have the
drivers of the National Primary Care Strategy and National Clinical Strategy focusing on
multidisciplinary team working to reduce pressures on services and ensure improved
outcomes for patients with access to the most suitable professional recruitment remains a
challenge. We are utilising the Government’s Primary Care fund to help support initiatives
in recruitment and retention and are part of the Scottish Rural Medicine Collaborative
Programme where the focus is on the recruitment and retention needs of remote and rural
General Practice in Scotland. As part of that group we have 6 Programmes of work that we
are taking forward:
•
•
•
•
•
•

Production of a rural GP Recruitment Good Practice Guideline
Production of rural GP Recruitment Yearly wheel
Production of rural GP marketing resources
Defining a rural GP Community of Practice model
Creating a rural GP Recruitment and Retention Toolkit and
Developing better rural GP Recruitment support

In community nursing we have been as high as 35% down on overall nursing numbers in the
last financial year and are currently 20% down on overall staffing numbers, particularly in
nursing staff for the Non Doctor Islands.
We are currently developing our ANP model and are engaged in a redesign project with
external consultants to look at the Configuration of Community Nursing.
Last year we developed 2 videos to support GP recruitment and we are currently developing
this further with further videos and days in the life of ANP’s, OTs, Consultant Physicians and
Theatre teams.
Whatever we do we need to design quality services that are sustainable and as a Board we
will need to make tough workforce investment V disinvestment decisions about what
services we can afford to provide. We have a £4.6 million deficit forecast for 2017/18 and
therefore how we provide viable services and deliver elements of Scottish Government
policy will be a fine balance.
Responding to the National Health and Social Care Delivery Plan
The Scottish Government’s recently published National Health and Social Care Delivery Plan
highlighted a number of challenges around workforce. This is in response to Audit
Scotland’s Report on the NHS in Scotland in 2016, where it stated that, “The NHS workforce
is ageing and difficulties continue in recruiting and retaining staff in some geographical and
specialty areas. Workforce planning is looking for new models of care to deliver more
community-based services. There is uncertainty about what these models will look like and
the numbers and skills of the workforce required. NHS boards’ spending on temporary staff is
increasing and this is putting pressure on budgets”.
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The Human Resources service will need to support NHS Shetland to respond to some
significant strategic challenges set out in the National Plan, including:
-

-

-

-

“By 2018, we aim to have commenced Scotland’s first graduate entry programme for
medicine. This will focus on increasing the supply of doctors to rural areas and
general practices more generally.
In 2017, we will put in place new arrangement for the regional planning of
services....NHS Boards will work together through three regional groups. In 2018, the
appropriate national and regional groups will set out how services will evolve over
the next 15 to 20 years, in line with the National Clinical Strategy.
By 2019, we aim to: support a new, single national body to strengthen national
leadership, visibility and critical mass to public health in Scotland. Such a body will
have a powerful role in driving these national priorities and providing the evidence
base to underpin immediate and future action.
By 2020, we aim to: have set up local joint public health partnerships between local
authorities, NHS Scotland and others to drive national public health priorities and
adapt them to local context across the whole of Scotland. This will mainstream a
joined-up approach to public health at a local level”.

From an organisational perspective, the Human Resources function will be part of an
emerging programme to provide services on a national basis, as follow:
“In 2017, we will:
o Review the functions of existing national NHS Boards to explore the scope for
more effective and consistent delivery of national services and the support
provided to local health and social care systems for service delivery at
regional level.
o Ensure that NHS Boards expand the ‘Once for Scotland’ approach to support
functions – potentially including human resources, financial administration,
procurement, transport and others. A review will be completed in 2017, and
new national arrangements put in place from 2019”.
Plans for change
-

-

National HR Shared Services for Recruitment and Medical staffing
Responding to the national ‘Once for Scotland’ approach to Human Resources
function
Responding to local ‘Once for Shetland’ approach to partnership working through
the Integration Joint Board and the National Plan arrangements for integrated
Workforce Planning.
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Projects
There will be a programme to redesign business and organisational systems, integrated
insofar as they possibly can be, so that our staff can focus on tasks which support front line
service delivery and are not wasteful. This might also involve working locally with partners
in Shetland to make the best use of systems and resources, where it might be possible to
develop a common approach. An example of this might be shared transport and
distribution arrangements. The programme will cover:
Improving Business Performance and Efficiency:
- Building staff organisational resilience and capacity
- Maximising local opportunities from national shared services programmes
- Doing things ‘Once for Shetland’
Key Risks to Delivery
HRSS is nationally driven programme that will aim to centralise administration of
recruitment and medical staffing within the next 2-5 years. There will be some discretion to
determine what staff are required locally to support local service delivery. Staff and
Manager’s will require training for the EESS system to enable them to self administer
recruitment administration activities within the system, including vacancy and candidate
administration / coordination of short listing, interview and on boarding which is currently
carried out by HR. Capacity in the HR team will need to be maintained to deliver this.
Replacement of the IREC system, has caused significant delay to progress. Longer term
costs may shift from HR if the demand for administration support across other services
increases to support a new system and local pay costs may increase overall rather than
decrease, with a reduction in local HR expertise.
Partnership working and the potential needs of one organisation being paramount to the
integrated services needs to do things as efficiently and effectively as possible.
The tension between the drive for more national working ‘once for Scotland’ and the local
drive to work efficiently and effectively locally across the Health and Social Care Partnership
becomes insurmountable.
There are conflicting priorities for local integration of services and national once for
Scotland, differences in cultures in respect of aligning policies, procedures and structures.
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Appendix 1:
Mapping NHS Shetland Strategic Programmes to the National Health and Care Plan
The following tables maps how each of the Government’s commitments in the National
Health and Care Plan will be address by NHS Shetland.
Government Commitment

NHS Shetland Key
Delivery Mechanisms
(Strategy / Strategic
Programme)

People will be equal partners with their clinicians, working with them to Effective Prescribing
arrive at decisions about their care that are right for them. They will be
Asset Based Approach
supported to reflect on and express their preferences, based on their
own unique circumstances, expectations and values. This might mean
(Realistic Medicine)
less medical intervention, if simpler options would deliver the results
that matter to them.
People will be supported to have the confidence, knowledge,
understanding and skills to live well, on their own terms, with whatever
conditions they have. They will have access to greater support from a
range of services beyond health, with a view to increasing their
resilience and reinforcing their whole wellbeing.

Sustainable Primary Care

Hospitals will focus on the medical support that acute care can and
should provide, and stays in hospital will be shorter. Individuals will
benefit from more care being delivered in the community, and where
possible, at home.

Sustainable Hospital
Model
Sustainable Primary Care
Sustainable Social Care

Everyone will have online access to a summary of their Electronic
Patient Record and digital technology will underpin and transform the
delivery of services across the health and social care system.

Improving Business
Performance and
Efficiency

Children, young people and their families will benefit from services
across the public sector – including health, education, social care and
other services – working together to support prevention and early
intervention of any emerging health issues.

Children and Young
Peoples Integrated
Strategic Plan

The diet and health of children from the earliest years will improve
from coordinated and comprehensive nutritional support for children
and families.

Children and Young
Peoples Integrated
Strategic Plan
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Government Commitment

NHS Shetland Key
Delivery Mechanisms
(Strategy / Strategic
Programme)

There will be a significant reduction in the harmful impact on health of
alcohol, tobacco and obesity, and our approach to oral health will be
founded on prevention.

Alcohol and Drugs
(Substance Misuse)
Strategy

People will have access to more and more effective services across the
health system to support mental health, including the specialist
services for children and young people. Mental health will be
considered as important as physical health.

Mental Health Strategy

People will lead more active, and as a result, healthier lifestyles

Public Health 10 Year
Action Plan

People will receive more sensitive, end of life support that will aim to
support them in the setting that they wish. All those who need hospice,
palliative or end of life care will receive it and benefit from individual
care and support plans. Fewer people will die in hospitals.

Sustainable Primary Care

Most care will be provided locally through an expanded Community
Health Service, avoiding the need to go into hospital.

Sustainable Primary Care

People will benefit from local practices and other community care with
a wider range of available support. Practices will typically consist of
complementary teams of professionals, bringing together clusters of
health support and expertise. Communities will have access to quicker
and joined-up treatment – this might be the GP, but supported by a
team including highly-trained nurses, physiotherapists, pharmacists,
mental health workers and social workers. GPs will take on a greater
leadership role.

Sustainable Primary Care
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Government Commitment

NHS Shetland Key
Delivery Mechanisms
(Strategy / Strategic
Programme)

Local practices will be able to provide more information and secure
better advice for people locally without the need to attend hospitals to
get specialist consultancy advice. That advice will be increasingly
delivered locally.

Sustainable Primary Care

Families will receive more integrated and extended primary and
community care for their children. There will be more home visits from
health care professionals, including three child health reviews, and
teenage mothers will receive more intensive and dedicated maternal
support.

Sustainable Primary Care

Some clinical services will be planned and delivered on a regional basis
so that specialist expertise can deliver better outcomes for individuals,
services can be provided quicker and stays will be shorter. This will
ensure that the services provided to people are high quality and the
expertise remains as effective as possible.

Sustainable Hospital
Model

There will be a national set of health priorities giving clear, consistent
direction for how to improve public health across the whole of Scotland
and a single national body to drive the priorities.

Public Health 10 Year
Action Plan

Services and functions of the health service which can be delivered
more efficiently at national level will be done on a ‘Once for Scotland’
basis.

Improving Business
Performance and
Efficiency
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Appendix 2 EQIA Rapid Impact Checklist
Local Delivery Plan 2017-18
NHS Shetland
An Equality and Diversity Impact Assessment Tool:
Which groups of the population do you think will be affected by the Local Delivery Plan?
of the population.

The Plan aims to ensure equality of access to all groups

Other groups:
•
•
•
•
•
•
•
•
•
•
•

Minority ethnic people (incl. Gypsy/travellers, refugees & asylum seekers)
Women and men
People with mental health problems
People in religious/faith groups
Older people, children and young people
People of low income
Homeless people
Disabled people
People involved in criminal justice system
Staff
Lesbian, gay, bisexual and transgender people

N.B The word proposal is used below as shorthand
for any policy, procedure, strategy or proposal that
might be assessed

What positive and negative impacts do you think there may be?
Which groups will be affected by these impacts?

What impact will the Local Delivery Plan have on
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lifestyles?
For example, will the changes affect:
•
•
•
•
•

Diet and nutrition
Exercise and physical activity
Substance use: tobacco, alcohol and drugs?
Risk taking behaviour?
Education and learning or skills?

The Prevention and Health Inequalities section of the LDP will have a positive impact on
lifestyles. We work hard on targeting our programmes to ensure that they are focussed on
those in most need, so that we don’t inadvertently increase health inequalities.

Will the Local Delivery Plan have any impact on the
social environment?
Things that might be affected include:
•
•
•
•
•

Social status
Employment (paid or unpaid)
Social/Family support
Stress
Income

Improved access to Mental Health Services including the Substance Misuse Service, will
have a positive impact on the social environment.
The Keep Well programme aims specifically to reduce inequalities where possible.
The Prevention and Health Inequalities section details how we are tackling health
inequalities in Shetland.

Will the Local Delivery Plan have any impact on the
following?
•
•
•

Discrimination?
Equality of opportunity?
Relations between groups?

Smoking cessation is an example of a programme where we capture equality data and
modify our programmes appropriately to ensure equality of opportunity, etc.
The maternity department is working hard to ensure that maternity services are accessible
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to all.
Waiting times targets aim at 100% compliance which reduces inequalities in access.
The work on tackling inequalities for people with learning disabilities has a specific focus on
reducing discrimination and ensuring equality of opportunity.

Will the Local Delivery Plan have an impact on the
physical environment?
For example, will there be impacts on:
•
•
•
•
•

Living conditions?
Working conditions?
Pollution or climate change?
Accidental injuries or public safety?
Transmission of infectious disease?

Healthcare Associated Infection targets aim to reduce transmission of infectious diseases
both for patients and staff.
The Patient Safety and Quality of Care agendas contribute to preventing and improving the
clinical environment and public safety.

Will the Local Delivery Plan affect access to and
experience of services?
For example,

Access targets aim to reduce the waiting times patients have to receive services.

•
•
•
•

The Patient Safety and Quality of Care agendas contribute to improving the experience of
people receiving services.

Health care
Transport
Social services
Housing services
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• Education
Rapid Impact Checklist: Summary Sheet
Positive Impacts (Note the groups affected)

Negative Impacts (Note the groups affected)

General health

None. Service changes need to continue to monitor potential adverse impacts and mitigate
where necessary, through the process of continued impact assessment.

Mental health
Access to services
Physical environment
Additional Information and Evidence Required
None
Recommendations
None

From the outcome of the RIC, have negative impacts been identified for race or other equality groups? Has a full EQIA process been
recommended? If not, why not?
No negative impacts identified, so no full EQIA required.
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Health Performance and Delivery Directorate
NHSScotland Chief Operating Officer
John Connaghan CBE

a b c d

T: 0131-244 3480
E: john.connaghan@gov.scot

Ralph Roberts
Chief Executive
NHS Shetland

___
17 May 2017
Dear Ralph
NHS SHETLAND: LOCAL DELIVERY PLAN
1. The challenges that NHSScotland face mean that we need to deliver fundamental
reform and change to the way that the NHS delivers care. The Health and Social
Care Delivery Plan sets out the actions required to reform and further enhance
health and social care services. Through the triple aim approach we must prioritise
the actions which will have the greatest impact on delivery on better care, better
health and better value.
2. We acknowledge the planning that you have already carried out and that further
planning is underway in your Board and Region.
3. It is vital that work now moves at pace in collaboration with Integration Authorities,
acknowledging their statutory planning remit, to ensure the transformational change
needed can be effectively delivered. Only by adopting a whole system approach can
assurance be given that any potential financial and delivery risks have been
identified and mitigated.
4. Regional planning and delivery is a key component of the Delivery Plan, and over
the coming months I expect Boards to work collaboratively to develop Regional
Delivery Plans (RDPs), setting out broad actions and priorities. Initial plans should be
submitted through your Regional Implementation leads by the end of September
2017. Finalised plans should be submitted by the end of March 2018. You should
consider whether aspects of the RDP will impact on your current (2017-18) LDP and
update this accordingly by the end of September. Regional Planning Guidance will
be developed over the summer to support these plans including the submission
process.
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5. As Accountable Officer, you have a responsibility for ensuring that the resources
of your Board are used economically, efficiently and effectively. Your LDP financial
plan forecast an outturn deficit for 2017-18. As a result, I would ask that following
the first quarter of this financial year, you submit a revised plan to the Scottish
Government detailing the steps in place to address this forecast deficit and for the
Board to deliver financial balance this year. This should be submitted no later than
31 July 2017 and will be followed up formally as part of an in-year review meeting to
happen in either September or October. The revised plan should include an update
on the progress made by the Board in relation to the sustainability and value
programme.
6. Further specific feedback is set out in the accompanying annex.
7. If you have any questions about this letter, please contact Jim May in the East
Performance Management Team or Dan House in the West Performance
Management Team. May I take this opportunity to offer my thanks to you and your
team for all of your hard work in 2016-17.
Yours sincerely

JOHN CONNAGHAN CBE
NHSScotland Chief Operating Officer
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ANNEX
1. Regional Planning
Regional Planning Guidance will be developed over the summer and we expect
outline Regional Delivery Plans, setting out broad actions and priorities, to be
submitted by the end of September 2017. Finalised plans should be submitted by the
end of March 2018. NHS Boards will also want to consider whether this will impact
on their current (17/18) LDPs and update these accordingly. We will continue to
engage with NHS Boards around the development of the LDP process and its
relationship to regional planning over the coming months.
2. Integration
The Health and Social Care Delivery Plan includes a focus on reducing inappropriate
use of hospital services, improving links between Acute Hospital and Primary Care
teams to improve patient care by appropriately shifting resources to primary and
community care and supporting the capacity of community care. This demands a
more coherent whole system strategic planning approach than that which currently
exists. Moving forward and building on the improvement plans shared by Integration
Authorities and LDPs submitted to Scottish Government, it is imperative that work
now moves at pace in collaboration with Integration Authorities, acknowledging their
statutory planning remit, to ensure the transformational change needed can be
effectively delivered. Only by adopting a whole system approach can assurance be
given that any potential financial and delivery risks have been identified and
mitigated.
3. Waiting Times
You will be aware that additional funding is being identified for elective services for
2017/18 and should be announced shortly. The Scottish Government Access
Support Team are engaging with your executives on elective plans and trajectories
for 2017/18. We expect that regional capacity will be a key consideration in local
planning so as to minimise activity being carried out in the independent sector. NHS
Boards must ensure that clinical priority is given to patients – including cancer and
patients referred with urgent status.
We expect that the template on activity, finance and performance circulated by the
Access Support Team on 12 May 2017 will be completed by the end of May 2017 in
accordance with the agreed timescale set out in the letter. Following receipt we will
release additional funding on sign-off. We anticipate the release of funds will occur
no later than mid-June.
Please be advised that we will be holding a second tranche investment for release in
September 2017 against receipt of Regional Plans.
Steps are also being taken to strengthen improvement capability to improve elective
services, particularly around the modern outpatient programme and MSK waiting
times. These steps, alongside the capital investment in elective centres, will
transform elective services in Scotland. There is also a requirement for initial
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regional sign off of elective centres plans by June 2017 with next stage approval as
part of the Regional Delivery Planning process.
4. Alcohol Brief Interventions (ABI)
The Board are facing challenges in delivering the current ABI target and it is
expected that planning will support improved performance in 2017-18. The Scottish
Government will continue to offer support where necessary and will discuss progress
with you throughout the year.
5. Drug and Alcohol Waiting Times
The Board should be commended for continuing to meet current targets around Drug
and Alcohol waiting times and it is expected that this will continue to be built in to
future planning throughout 2017-18.
6. Unscheduled Care
Through the 6 Essential Actions programme objectives and funding for unscheduled
care in 2017/18 have been agreed on the basis that further improvements will be
delivered. This will build on Scotland’s good performance in comparison to other
countries. A greater focus this year will be placed on joint working across Integration
Authorities to further improve processes to:
•

Ensure that patients are discharged as soon as they are fit and ready, given
the negative impact delay has on patient outcomes and service efficiency, and
where appropriate, maintain patient care in a community/homely setting.

•

Supporting the avoidance of unnecessary admissions.

NHS Boards and their partners must also ensure that they address the patient care
delay evidenced by the poorer rate of discharge at the weekend compared to
midweek rates. This requires a whole system response, but the benefits to patients
and optimal use of resources will be material. The national 4 day public holiday
review will help NHS Boards and Integration Authorities tackle this key issue. Boards
should not await the outcome of this group, given the potential whole system
performance and financial benefits improving performance in this area will deliver.
7. Primary Care
We expect NHS Boards to be working with their Integration Authorities in developing
the delivery of primary care services (General Practices, Dentistry, Optometry,
Pharmacy). The Health and Social Care Delivery Plan makes it clear that primary
care services need to be better resourced and more flexible to deliver a service that
is fit for patients and work “hand in glove” across the sectors. We expect your
Board, with strategic guidance and support from Integration Authorities, to consider
how to deliver new ways of working within primary care for both in and out of hours
services linked effectively to acute services. It will be particularly important to
consider the development of GP clusters in line with the National GP Cluster

Page 221 of 293

HS/S5/18/16/6

Framework, and the creation of robust plans to ensure GP practices at risk of
becoming unsustainable are identified and supported.
As the primary care transformation programme moves into a maturity phase, we will
expect to see a focus on sharing and spreading the impact of tests of change, and
mainstreaming activities and processes that are working well. Existing programmes
of monitoring and evaluation should also continue.
We expect progress to continue to be made on the recommendations made in the
National Review of Primary Care Out of Hours Services.
As you develop your regional plans, we would expect a continued focus on
transforming primary care, with a particular focus on the recruitment and retention of
the primary care workforce, as well as ensuring a joined-up approach with the
Scottish Ambulance Service and NHS 24.
8. Person-Centeredness and Patient Safety Programme
In January the Scottish Government wrote to NHS Boards’ Quality and Safety Leads,
Safety Programme Managers and Person-Centred Programme Managers, to provide
further advice on setting this year’s improvement aims for safety and personcenteredness. The Scottish Government will be in touch with Boards over the
coming weeks to arrange a series of visits and conversations to discuss local
priorities.
9. Healthcare Associated Infection
Reducing Healthcare Associated Infection remains a key priority for the Scottish
Government and we would ask you to continue working towards reductions in
healthcare associated infections and appropriate antimicrobial prescribing.
10. Digital Health & Care
Work is underway to develop a new approach to how we use digital technology, this
will position our NHS as a digital first organisation that will support a digitally-active
population, a digitally-enabled workforce, health and social care integration, wholesystem intelligence and sustainable care delivery. We will continue to consult with
Boards on this development. In preparation for this change, Boards are asked to
consider how digital can support all service changes and will wish to consider how
digital technology can further support the actions outlined in their LDPs above and
beyond their existing work on technology enabled care and eHealth, including
supporting their workforce.
I would also ask that you review the action that you took in relation to my letter of 21
February 2017 on cyber security resilience.
11. Workforce
As part of the implementation of Everyone Matters: 2020 Workforce Vision
Implementation Plan 2017-18, we expect continued progress against the 5 priorities:
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healthy organisational culture, sustainable workforce, capable workforce, a
workforce to deliver integrated services and effective leadership and management.
A National Health and Social care Workforce Plan is planned for publication in
Spring 2017. NHS Boards are expected to publish their workforce plan during 2017.
Strengthening the approach to Nursing and Midwifery Workforce planning will be a
focus this year. We expect to see evidence that the Nursing and Midwifery Workload
and Workforce Planning Tools have been applied to all clinical areas where validated
tools are available and that a triangulated approach has been taken.
12. Mental Health
The Scottish Government’s Mental Health Strategy, published in March 2017, set out
its ambition to deliver “parity of mental and physical health” over the next 10 years.
This is the first national strategy since the integration of health and social care and
Health Boards and Integration Authorities should continue to work collaboratively to
ensure its successful implementation through widening access to services and
supporting earlier intervention.
13. Maternity, Neonatal and Early Years
The Scottish Government will continue to provide support to Boards and their
partners to deliver additional Health Visitor numbers, alongside delivering the
Universal Health Visiting Pathway and Family Nurse Partnership expansion. The
progress made to date is welcome and should be maintained. The emphasis on
prevention and early intervention to improve the lives of all children should feature
strongly as part of any future decision making and planning.
As outlined in the Health & Social Care Delivery Plan we expect NHS Boards to
continue to have a focus on early intervention for children through addressing needs
identified through the Universal Health Visiting Pathway, which started in 2016. As a
result of this, every family should be offered a minimum of 11 home visits by a
qualified health visitor including three child health reviews by 2020, ensuring that
children and their families are given the support they need for a healthier start in life.
14. Reduce Unscheduled Bed-days in Hospital Care
The Health & Social Care Delivery plan sets out the intention to reduce unscheduled
bed-days in hospital care by 400,000 bed days by reducing delayed discharges,
avoidable admissions and inappropriately long stays in hospital. NHS Boards will be
working in partnership with their Integration Authorities towards delivery through the
work on “Health and Social Care Integration - Local Improvement Objectives” and “6
Essential Actions programme” to ensure all relevant programmes of work are joined
up, not least through respective Board and Integration Authority planning processes.
Annex 1 provides some relevant statistics to support this work to reduce
unscheduled bed-days in hospital care.
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15. Next Steps
We expect NHS Boards to report on progress against the LDP to their Boards. The
Scottish Government will also consider progress against LDPs at the NHS Board
Annual and In-Year Reviews.
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Annex 1:
This annex provides some relevant statistics to support work around reducing
unscheduled bed-days in hospital care.
Bed Days Occupied by Delayed Discharges in February 2017
NHS Board

Scotland
Ayrshire & Arran
Borders
Dumfries & Galloway
Fife
Forth Valley
Grampian
Greater Glasgow & Clyde
Highland
Lanarkshire
Lothian
Orkney
Shetland
Tayside
Western Isles

Number of
bed days
for all
delays for
18+
40,246
2,938
693
760
1,699
2,628
3,806
4,863
3,821
5,928
9,049
64
70
3,271
656

Number of
bed days
for all
delays for
75+
28,298
2,562
528
517
1,069
1,819
2,637
2,586
3,256
4,198
6,498
50
62
2,074
442

Rates per
100,000
population
over 75+
6,464.9
7,435.1
4,529.5
3,207.0
3,424.1
7,613.7
5,933.0
2,957.9
10,688.4
8,501.2
10,431.2
2,384.4
3,395.4
5,258.1
14,777.7

Average Length of Stay for Emergency Admissions
(All Specialties)
NHS Board
Scotland
Ayrshire & Arran
Borders
Dumfries & Galloway
Fife
Forth Valley
Grampian
Greater Glasgow & Clyde
Highland
Lanarkshire
Lothian
Orkney
Shetland
Tayside
Western Isles
p

Average Length of Stay in
p
FY 2015/16
6.9
6.5
5.1
8.8
6.6
7.3
7.5
6.6
7.8
5.8
7.4
7.2
5.8
7.7
10.5

- provisional
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Average Length of Stay in
p
CY 2016
6.9
6.5
5.3
8.2
6.5
7.4
7.5
6.7
7.7
5.6
7.9
7.6
6.0
7.2
9.4
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Number of Emergency Admissions in 2015/16p
NHS Board

Scotland
Ayrshire & Arran
Borders
Dumfries & Galloway
Fife
Forth Valley
Grampian
Greater Glasgow & Clyde
Highland
Lanarkshire
Lothian
Orkney
Shetland
Tayside
Western Isles
p

Number of
Emergency
Admissions
565,344
50,313
14,241
14,759
37,526
28,546
49,272
138,833
28,301
77,543
70,437
1,851
2,048
42,635
2,817

Rate of
Emergency
Admissions per
100,000
population
10,571.9
13,557.4
12,488.8
9,843.3
10,217.8
9,502.3
8,433.5
12,150.8
8,823.1
11,869.3
8,208.6
8,573.4
8,816.2
10,303.3
10,337.6

- provisional

Number of Emergency Bed Days in 2015/16p
NHS Board
Scotland
Ayrshire & Arran
Borders
Dumfries & Galloway
Fife
Forth Valley
Grampian
Greater Glasgow & Clyde
Highland
Lanarkshire
Lothian
Orkney
Shetland
Tayside
Western Isles
p

Number of
Emergency
Bed days

Rate of
Emergency Bed
days per 100,000
population

3,914,991
332,450
75,935
131,674
260,444
208,807
372,528
904,908
227,248
466,930
528,493
13,459
13,205
325,279
30,236

73,210.2
89,582.6
66,592.1
87,817.8
70,915.4
69,507.3
63,762.8
79,198.7
70,846.7
71,471.4
61,589.5
62,339.0
56,844.6
78,607.8
110,957.8

- provisional
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7 and 28 day Readmissions, July to September 2016

Scotland
Ayrshire & Arran
Borders
Dumfries & Galloway
Fife
Forth Valley
Grampian
Greater Glasgow & Clyde
Highland
Lanarkshire
Lothian
Orkney Islands
Shetland Islands
Tayside
Western Isles

Surgical
Readmissions
1
within 7 Days

Surgical
Readmissions
2
within 28 Days

Medical
Readmissions
3
within 7 Days

Medical
Readmissions
4
within 28 Days

Standardised Rate5
per 1,000
admissions

Standardised Rate5
per 1,000
admissions

Standardised Rate5
per 1,000
admissions

Standardised Rate5
per 1,000
admissions

Jul - Sep 16

Jul - Sep 16

Jul - Sep 16

Jul - Sep 16

25.34
21.27
38.02
17.25
42.53
39.12
21.89
22.34
21.19
28.02
31.54
30.89
14.86
26.83
15.12

45.55
41.15
63.72
33.60
68.43
61.97
42.72
41.62
33.75
51.98
52.88
44.40
29.85
49.49
24.89

53.42
49.46
50.56
44.36
55.10
54.76
40.69
53.61
49.89
64.56
55.92
40.35
30.03
59.66
64.58

116.45
110.05
111.41
112.37
127.42
136.23
88.28
114.47
106.73
135.05
119.93
92.75
85.63
132.58
128.25

Notes:
1 - Numerator = The number of emergency readmissions to any surgical specialty within 7 days of
discharge, for patients initially admitted between 1 July 2016 - 30 September 2016. Data derived from
SMR01.
Denominator = The number of hospital discharges, for patients admitted to a surgical specialty between 1
July 2016 - 30 September 2016. Data derived from SMR01.
2 - Numerator = The number of emergency readmissions to any surgical specialty within 28 days of
discharge, for patients initially admitted between 1 July 2016 - 30 September 2016. Data derived from
SMR01.
Denominator = The number of hospital discharges, for patients admitted to a surgical specialty between 1
July 2016 - 30 September 2016. Data derived from SMR01.
3 - Numerator = The number of emergency readmissions to any medical specialty within 7 days of
discharge, for patients initially admitted between 1 July 2016 - 30 September 2016. Data derived from
SMR01.
Denominator = The number of hospital discharges, for patients admitted to a medical specialty between 1
July 2016 - 30 September 2016. Data derived from SMR01.
4 - Numerator = The number of emergency readmissions to any medical specialty within 28 days of
discharge, for patients initially admitted between 1 July 2016 - 30 September 2016. Data derived from
SMR01.
Denominator = The number of hospital discharges, for patients admitted to a medical specialty between 1
July 2016 - 30 September 2016. Data derived from SMR01.
5 - This measure has been standardised by age, sex and deprivation (SIMD 2009).
Source: ISD Hospital Scorecard
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Board Paper 2018-19/01

Shetland NHS Board
Meeting:

Shetland NHS Board

Paper Title:

Quality Report – Update on Progress

Date:

17 April 2018

Author:

Kathleen Carolan

Job Title:

Executive Lead:

Kathleen Carolan

Job Title:

Director of Nursing & Acute
Services
Director of Nursing & Acute
Services

Decision / Action required by meeting:
The Board is asked to note the progress made to date with the delivery of the action plan
and other associated work which focuses on effectiveness, patient safety and service
standards/care quality.
High Level Summary:
The report includes:
•

A summary of the work undertaken to date in response to the ‘quality ambitions’
described in the Strategy;

•

Our performance against a range of quality indicators (locally determined, national
collaborative and national patient safety measures)

• When available, feedback gathered from patients and carers – along with
improvement plans
Key Issues for attention of meeting:
Noting the good performance as shown in the report
Corporate Priorities and Strategic Aims:
The quality standards and clinical/care governance arrangements are most closely
aligned to our corporate objectives to improve and protect the health of the people of
Shetland and to provide high quality, effective and safe services.
Implications : Identify any issues or aspects of the report that have implications under
the following headings
Service Users,
Patients and
Communities:
Human Resources
and Organisational
Development:
Equality, Diversity
and Human Rights:
Partnership Working

The focus of the quality scorecard is on evidencing safe practice
and providing assurance to service users, patients and
communities that services are safe and effective
The focus of this report is on evidencing effective training and
role development to deliver care, professionalism and
behaviours which support person centred care
EQIA is not required.
Quality standards and assessment of impact applies in all NHS
settings.

Legal:
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Finance:

Assets and Property:
Environmental:
Risk Management:

Policy and Delegated
Authority:

Previously
considered by:

“Exempt / private”
item

Quality standards and the delivery of them is part of the
standard budgeting process and are funded via our general
financial allocation.
Nil
A Strategic Environmental Impact Assessment is not required or
has been completed.
The quality agenda focuses on reducing risks associated with
the delivery of health and care services. The adverse event
policy also applies to HAI related events.
Delegated authority for the governance arrangements that
underpin quality and safety measures sit with the Clinical, Care
and Professional Governance Committee (and the associated
governance structure)
Nil – data in this report is also shared with
the Joint Governance Group which will
receive this report in May 2018
Public document
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PROGRESS ON LOCAL QUALITY STRATEGY IMPLEMENTATION
PROGRESS ON THE DEVELOPMENT OF A PATIENT EXPERIENCE
FRAMEWORK

The Board supported a formal proposal to develop an approach (or
framework) that would enable us to bring together the various systems
that are in place to gather patient experiences and feedback so that we
can demonstrate clearly how feedback is being used to improve patient
care.
Progress continues and since February 2018 the following actions have
been taken:
• We continue to promote Patient Opinion, inpatient surveys, outpatient
surveys and other ways of gathering feedback. The annual report on
patient satisfaction for inpatient services is attached in Appendix B.
• The Scottish Health Council (SHC) continues to support staff to
gather feedback from a wide range of patients and service users.
http://www.shb.scot.nhs.uk/board/pfpi/feedbackposters.asp
• The PFPI Steering group continues to support a wide range of
engagement activities and is focusing efforts in 2018-19 on
developing a local interpretation of the national Our Voice
Framework.
• The inaugural meeting of the Shetland Patient Experience Network
(SPEN) was held to discuss how the group could develop its
communication plan and reach out widely across Shetland into
different communities and interest groups. One of the SPEN priorities
is to increase its presence on social media and work has begun to
develop resources and ways that people can interact with SPEN via
Face book. A second is to ensure that the network has office bearers
to support the organisation of meetings, liaise with health and social
care services and promote the network.
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The picture below was taken at the initial meeting in late February
2018.

FUTURE PLANS FOR THE DEVELOPMENT OF OUR QUALITY
FRAMEWORK
Specific redesign projects are being developed and implemented and
progress will be reported through the Transformation Board (TB). We
are in the process of scoping out the expected deliverables for 2018-19
which will be based on the output of the scenario planning exercise that
is ongoing. The TB will facilitate the development of the strategic plan
that will emerge from that process and lead the ‘100 day challenge’.
As part of the communication arrangements for the TB, briefings for staff
are being prepared following key meetings as well as materials designed
for the public setting out the details of projects and how to get involved in
the engagement process/events e.g. north isles projects, primary care
redesign and repatriation of services. A communication plan has been
developed and a post to support communication has been funded via
the TB fund to support the redesign programme.
We are continuing to review the way in which quality performance data
is reported and made accessible to frontline teams, the joint governance
group and the clinical, care and professional governance committee.
The revisions to the quality scorecard are being progressed and the new
format denoting high level measures is shown in Appendix A.
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We are continuing to implement the ‘iMatter’ staff experience
programme across the organisation, under the direction of the Area
Partnership Forum (APF). The Board has recently discussed the dignity
and work survey results and is reviewing priorities for the Board iMatters
action plan.

PROGRESS ON LOCAL QUALITY STRATEGY IMPLEMENTATION
FOR INFORMATION AND NOTING
The second of three scenario planning workshops was held on February
28th 2018 with a delegation of over 60 staff and representatives from
partner organisations. The event included colleagues from all areas of
our work as well as NHS partners such as Scottish Ambulance Service
the third sector, members of NHS Shetland Board and the Integration
Joint Board (IJB).
The workshop concluded that clear themes were emerging regarding the
most significant factors that will impact on the future delivery of health
and care services in Shetland over the next 5-10 years. This included
the importance of close working and integrating services where possible,
focussing on longer term health outcomes and primary prevention and
reducing waste and variation e.g. move towards more intelligent sharing
of information to improve communication between teams.
Work is now taking place to develop the outline scenarios for
presentation at the third workshop in April 2018.
Elizabeth Robinson from the Public Health team is pictured below
providing feedback from the second workshop.

[
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Healthcare Improvement Scotland (HIS) visited Shetland in February
2018 to showcase the new Health and Social Care Standards which
were implemented in Scotland on April 1st 2018. Staff working across the
NHS and Local Authority attended these sessions to discuss the new
standards and how they would translate into care and monitoring in our
remote and rural setting. The standards apply to the NHS as well as
services registered with the Care Inspectorate and Healthcare
Improvement Scotland, and set out the standard people should expect
when using health or social care services. Work will be progressed
locally to ensure that all staff are aware of the standards and how they
apply to the work that they do – a link to the HIS website is shown
below. http://www.newcarestandards.scot/
In March 2018, the Central Legal Office (CLO) provided training to
support the implementation of the Duty of Candour, which also came
into effect on April 1st 2018. We are in the process of reviewing our
adverse event policy to ensure that the procedures reflect the
requirements of the duty as well as rolling out the e-learning modules.
NHS Shetland participated in the national General Medical Council
(GMC) review in 2017-18. We received very positive feedback as a
result of the site visit in October 2017 and returned our action plan to
NHS Education Scotland (NES) and the GMC in April 2018.
In April 2018, a team from Scottish Government supporting the
unscheduled care improvement programme visited Shetland to discuss
the implementation of the national acute care standards in Shetland.
The focus of the peer review visit was to better understand how the
standards are implemented in a generalist setting and to share learning
and improvement ideas. The national team participated in a panel
discussion about remote and rural service challenges e.g. widening
access to training, recruitment and succession planning and applying
sub specialty standards in a generalist environment.
We presented a wide range of service improvement areas including how
we have improved clinical handovers, implemented NEWS, created
more ambulatory care pathways and introduced services to support
intermediate care in Care Homes and the Hospital. The national team
also visited Montfield Support Services to understand the importance we
place on whole system working across Health and Care in Shetland
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Next steps for NHS Shetland and the IJB, is to present some of this work
at the national Big Brag event in May 2018.
Appendix 1 sets out the management of complaints and feedback since
the last reporting period.
Appendix 2 sets out our performance against a range of quality
measures (some locally defined and others are a national requirement).
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NHS Shetland Feedback Monitoring Report
From April 2017 all NHS Boards in Scotland are required to further monitor patient feedback and
to report their performance against a suite of high level indicators determined by the Scottish
Public Services Ombudsman (SPSO). This report outlines NHS Shetland’s performance against
these indicators for the period October to December 2017.
Further detail, including the actions taken as a result of each Stage 2 complaint from 1 April 2017
is provided (this allows an overview of types of complaints in year and also for any open
complaints at the point of reporting to be completed at a subsequent iteration of the report).
A summary of cases taken to the Scottish Public Services Ombudsman from April 2015 onwards
is also included, allowing oversight of the number and progress of these and also the compliance
with any learning outcomes that are recommended following SPSO investigation.

Summary
•

Corporate Services recorded 48 pieces of feedback in Quarter 3 of 2017/18 (1 October -31
December 2017):
01.10.17 – 31.12.17
Feedback Type

Number
0
5
15
28
48

Comments
Compliments
Concerns
Complaints
Totals:

%
0
10.4
31.3
58.3

01.07.17 – 31.09.17
(previous quarter)
Number
%
1
1.9
2
3.8
20
38.5
29
55.8
52

•

One piece of feedback recorded above came via Care Opinion as a concern.

•

The 28 complaints received related to the following area:
01.10.17 – 31.12.17
Service
Directorate of Acute and Specialist Services
Directorate of Community Health and Social
Care
Acute and community
Corporate
Other
Withdrawn
Totals:

Number
12
14

%
42.9
50

0
2
0
0
28

0
7.1
0
0

01.07.17 – 31.09.17
(previous quarter)
Number
%
12
41.4
13
44.8
1
0
3
0
29

3.4
0
10.4
0

Returns from Family Health Service providers include two independent GP practices. No
returns have been received from pharmacies, ophthalmologists or the independent dental
practice to date. This will continue to be raised through professional leads. These areas are
more familiar with an annual return, however a quarterly reporting cycle is now required.
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01.10.17 – 31.12.17

Service
GP’s (2 independent practices only)
Pharmacy
Dental (excludes Public Dental Service)
Ophthalmic

Totals:

Number
0

%
0

01.07.17 – 31.09.17
(previous quarter)

Number
0

No returns
No return
No returns

No returns
No return
No returns

0

0

%
0

Key highlights
•

For Quarter 3 we have had thirteen formal complaint investigations (handled as Stage
2 complaints), as compared with 11 from the same quarter in 2016/17.

•

In total we have had 28 complaints – 15 of which have been logged at Stage 1.

•

Further work is required with various staff groups to work towards higher compliance in
Stage 1 complaint performance (in particular with regard to responding within five
working days and closing the loop with Corporate Services). Since the last report the
Complaints Officer has attended a Medical Records meeting to discuss complaint
handling. Further staff updates are planned.

•

Quarterly complaint data received for Family Health Service providers has been
included in this report. Compliance with returns is low and this will continue to be
picked up through professional leads.

•

Complaint experience in relation to the complaints service provided for Stage 2
complaints will be included on a six monthly basis given the low number of returns.

•

ISD has advised it will no longer collate complaint performance data on a quarterly
basis. We have been advised that as NHS Bodies already publish annual reports
covering complaints, and following implementation of the new CHP will publish
complaints information covering the nine Key Performance Indicators (KPIs) it has
been agreed that from 2017/18 onwards ISD will produce an annual one-page nonofficial statistical release reporting on total numbers only of KPIs four to nine (these are
performance against indicators as in tables1-5 below). The means on which ISD will
collect this annual information is currently being discussed.
The new non-official annual release will be published on the ISD website following
appropriate publication protocol.

• We are waiting for Scottish Government clarification on the annual complaints,

feedback, concerns and comments reporting requirements and expectations for 17/18
and going forward.
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Complaints Performance
Definitions:
Stage One – complaints closed at Stage One Frontline Resolution;
Stage Two (direct) – complaints that by-passed Stage One and went directly to Stage Two Investigation (e.g.
complex complaints);
Stage Two Escalated – complaints which were dealt with at Stage One and were subsequently escalated to Stage
Two investigation (e.g. because the complainant remained dissatisfied)
1 Complaints closed (responded to) at Stage One and Stage Two as a percentage of all complaints closed.
01.10.17 – 31.12.17

01.07.17 – 31.09.17
(previous quarter)

Number of complaints closed at Stage One as % of all complaints

46.4%

66%

Number of complaints closed at Stage Two as % of all complaints

46.4%

34%

Number of complaints closed at Stage Two after escalation as % of all
complaints

7.2%

0%

Description

Notes:- In some cases we may be unable to issue a response to a complaint, for example, when the complaint is
submitted anonymously. During the period we received no such complaints.
One of the two escalated complaints referred to above was also responded to at Stage 1 during the period.
2 The number of complaints upheld/partially upheld/not upheld at each stage as a percentage of complaints
closed (responded to) in full at each stage.
Upheld
01.10.17 – 31.12.17

01.07.17 – 31.09.17
(previous quarter)

Number of complaints upheld at Stage One as % of all complaints
closed at Stage One

53.8
(7 of 13)

53%
(10 of 19)

Number complaints upheld at Stage Two as % of complaints closed at
Stage Two

53.8
(7 of 13)

20%
(2 of 10)

Number escalated complaints upheld at Stage Two as % of escalated
complaints closed at Stage Two

15.4
(2 of 13)

0%

Description

Partially Upheld
01.10.17 – 31.12.17

01.07.17 – 31.09.17
(previous quarter)

Number of complaints partially upheld at Stage One as % of complaints
closed at Stage One

7.7
(1 of 13)

21%
(4 of 19)

Number complaints partially upheld at Stage Two as % of complaints
closed at Stage Two

23.1
(3 of 13)

20%
(2 of 10)

Number escalated complaints partially upheld at Stage Two as % of
escalated complaints closed at Stage Two

0

0%

01.10.17 – 31.12.17

01.07.17 – 31.09.17
(previous quarter)

Number complaints not upheld at Stage One as % of complaints closed
at Stage One

38.5
(5 of 13)

26%
(5 of 19)

Number complaints not upheld at Stage Two as % of complaints closed
at Stage Two

7.7
(1 of 13)

50%
(5 of 10)

0

0%

Description

Not Upheld
Description

Number escalated complaints not upheld at Stage Two as % of
escalated complaints closed at Stage Two

Notes:- 1 Stage Two complaint is partly upheld but waiting on a meeting for full resolution.
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3 The average time in working days for a full response to complaints at each stage
01.10.17 – 31.12.17

Description

01.07.17 – 31.09.17
Target
(previous quarter)

Average time in working days to respond to complaints
at Stage One

3

9

5 wkg days

Average time in working days to respond to complaints
at Stage Two

27.5

30

20 wkg days

Average time in working days to respond to complaints
after escalation

43

n/a

20 wkg days

Notes:- The average working days to respond to both Stage 1 and Stage 2 complaints has been skewed by medical
complaints where timescales were challenging to meet in a period of interim cover.
4 The number and percentage of complaints at each stage which were closed (responded to) in full within the
set timescales of 5 and 20 working days
01.10.17 – 31.12.17

01.07.17 – 31.09.17
(previous quarter)

Number complaints closed at Stage One within 5
working days as % of Stage One complaints

92
(12 of 13)

68
(13 of 19)

80%

Number complaints closed at Stage Two within 20
working days as % of Stage Two complaints

54
(7 of 13)

40
(4 of 10)

80%

Number escalated complaints closed within 20 working
days as % of escalated Stage Two complaints

0
(0 of 2)

n/a

80%

Description

Target

5 The number and percentage of complaints at each stage where an extension to the 5 or 20 working day
timeline has been authorised.
01.10.17 – 31.12.17

01.07.17 – 31.09.17
(previous quarter)

% of complaints at Stage One where extension was authorised

0
(0 of 13)

0
(0 of 19)

% of complaints at Stage Two where extension was authorised

46
(6 of 13)

60
(6 of 10)

% of escalated complaints where extension was authorised

100
(2 of 2)

n/a

Description

Learning from complaints
For Quarter 3 there are no particular trends to highlight, however there have been further
complaints raised about changing service provision (e.g. rheumatology). There has also been
more than one complaint raised about diagnosing poorly children and the suggestion that parents
are not being listened to. There have also been issues with continence supplies.
Please see the attached complaints narrative for Stage 2 complaints which outlines changes or
improvements to services or procedures as a result of the consideration of formal complaint
investigations.
Staff Awareness and Training
The NHS NES revised eLearning modules on feedback and complaint handling will be promoted
to staff in the next Team Brief newsletter.
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Staff are provided with key information on feedback and complaint handling at each induction
session. Staff attending mandatory refresher training are given an update sheet on feedback and
complaints.
The Feedback and Complaints Officer is continuing to speak with departments and key meetings
about changes to the procedure. The next session is planned with the Mental Health Team.
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Complaints received 1 April 2017 to 31 December 2017
Summary

Staff
Group(s)

Escalated from Stage 1
complaint regarding wish to
deliver baby out with the
Board’s Service Level
Agreement

Board policy

2

Staff attitude and lack of
treatment

A&E

Yes

Partially
upheld

3

Poor communication with
patient

Consultant

No

Partially
upheld

1

<=
20
wkg
days
Yes

If not, why

Outcome

Actions

Not upheld

•

•

Case has been escalated to SPSO
• Apology provided for delay in receiving treatment
• Explanation about services given that appeared to be
lacking at the time (leading to poor communication)
• Redirection of services raised with NHS 24
• Review of local documentation of the redirection of
patients to other services from A&E to ensure there is
an audit trail
•
•

4

5

Staff attitude and lack of
treatment

Inability to access
appropriate support

GP

Mental health

No

No

Complaint was
not logged by
practice with
Corporate
Services correctly

Partially
upheld

Annual leave of
responder

Partially
upheld

Explanation provided for why the policy exists and the
requirement to adhere to this owing to financial
constraints and the equitable use of resources
Maternity to undertake a review of cases as concerns
noted about not being patient focussed

•
•

•
•

•
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Care not found to be lacking although communication
difficulties acknowledged
Generic inbox for the ability to email appointments
recommended for Medical Records
Explanation for actions given and sincere apology
offered for misinterpretation
Patient file note added requesting not to be seen by
locum GPs
Apology offered for delay in accessing support at a time
of acute need
Service tasked with monitoring its routine and urgent
waiting times so that they were better able to balance
capacity with demand
Urgent referrals to be flagged and then treated as such,
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•

6

Staff attitude, poor
communication, lack of
ambulance transfer

Consultant /
SAS

Yes

Partially
upheld

•
•
•
•

with those referrals being separated out and dealt with
immediately after a decision was made by the team.
Exceptions to waiting times that fall outside the local
target must be communicated to the patient’s GP so
they can consider if any other support needs to be made
available
Meeting with Consultant Anaesthetist (as acting
complaint investigator) to review medical records
Sincere apology for poor communication and
misunderstanding
Response from NHS 24 and SAS included in final
response
Staff to be reminded of the need for sensitivity when
completing sharps questionnaires
Investigation showed a clear difference of opinion
between clinician and other professionals involved in
patient’s care. Second opinion expedited

7

Staff attitude

AHP

Yes

Upheld

•

8

Waiting time for appropriate
support

Mental health

Yes

Upheld

•
•

Referral route update to be better communicated to staff
Updating of the initial outcome letter to include advice to
patients if circumstances change whilst on waiting lists

9

Non availability of gluten
free food in GBH canteen
and reason given for this

Catering

No

Upheld

•

Further explanation of original concern response
provided regarding the definition of a safe environment
for this food preparation
Signage to be optimised
Work with Coeliac UK to improve choice

Delayed to meet
before response

•
•
10

11

Difficulty in accessing
primary care appointments
– GP and Dental

LHC/PDS

Suggested inappropriate
request for note sharing
between clinicians

Mental
Health

Yes

Not upheld

•
•
•

No

Delay in making
contact with two
clinicians no

Not upheld

•
•
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Dental situation clearly explained in terms of choice of
registering elsewhere
Access to clinician provided
Explanation of particular pressure points during the
month and the mitigating actions taken
Explanation provided about why the request had been
made
Confirmation no breach had occurred and safeguarding
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longer in Shetland

12

13

Family not advised
regarding patient transfer to
care home
Staff attitude at outpatient
clinic

Ward 3

Yes

Consultant

No

in place explained

Upheld

•

Full apology offered – staff error

Handover of
Medical Director
responsibilities

Partly upheld

•

Apology offered as clinician recognised the appointment
had not gone as well as either party would hope
Disagreement remains that the procedure requested by
the patient was the appropriate one in the
circumstances

•

14

Frequency of orthodontic
appointments

Dental

No

Delay in response
from clinician

Not upheld

•

Length between appointments found to be reasonable
for the care required

15

Staff attitude

Dental

No

Delay in response
from clinician

Partly upheld

•

Concerns not recognised by others witness to the
treatment, however clinician also noted irreconcilable
breakdown of relationship and requested patient
removed from list
Communication misunderstandings were unfortunate

•
16

Discharge information and
OOH care

Primary and
secondary

Yes

Not upheld

•

Care found to have been delivered appropriately,
despite perception this was less good than it had
previously been

17

Changes to patient travel
rules with extended stay in
between

Patient
Travel

Yes

Not upheld

•

Application of Highlands and Islands Travel Scheme
explained including the definition of ‘reasonable
duration’ between travel and appointments

18

Attitude of two medical staff

A&E and
Ward 1

No

Upheld

• Apology given and commitment to see other consultant
wherever possible to accommodate patient request

19

Lack of appropriate
examination leading to
delay in diagnosis for a
poorly child

A&E

Yes

Upheld

•

Meeting with
complainant and
changeover in MD
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Discussion with staff involved that if the A&E
department is busy on a weekend night and a similar
situation arises in future to speak with parents about
how they would like to proceed, for example continue to
wait or organise a planned appointment for the following
day with the walk-in (out of hours) clinics so that NHS
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Shetland does not fall short of clinical standards that
everyone would expect to receive for emergency care
Upheld

• Systems that NHS Shetland has changed in order to
prevent these types of delays: anaesthetists based at
GJNH and the pre-assessment team at GBH have put in
place a tele-health consultation on a weekly basis to
have joint discussions about patients waiting for surgery
• Apology from GJNH shared with complainant

Meeting held with
parents

Upheld

• Unreserved apology
• Induction training for locum clinicians to include a clear
understanding of pathways for paediatric emergency
care and that clinician decisions made in conjunction
with paediatric colleague in Aberdeen
• Primary and secondary care clinicians to jointly review
paediatric emergency care pathways and agree
acceptable, safe pathways across the health and care
systems including clear lines of responsibility
• All primary care clinicians to be aware of travel
arrangements and procedures in similar circumstances
and that appropriate transport arrangements (including
approval of an escort) are made relative to the clinical
needs of the patient and are clearly communicated to all
those involved in making the arrangements

No

Meeting with
complainant

Upheld

• Explanation offered and apology given for
miscommunication
• Meeting offered with ND and MD to discuss clinical
concerns

Yes

Meeting with
complainant
requested in
future

Partly upheld

• Apology offered for offense caused and explanation that
there was no indication of this at the time of the
consultation offered

20

Poor communication of lab
results leading to delay in
surgery

Labs

Yes

21

Misdiagnosis of child who
was later transferred to
RACH

A&E

No

22

Staff attitude and lack of
process for complaint
handling

Corporate

23

Staff attitude

Consultant
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24

Staff attitude to patient and
another member of staff

Dental

No

Upheld

• Treatment appropriate but notes supporting diagnosis
were lacking in evidence
• Dentist has reflected on the impact of their behaviour
• Apology given for the experience

25

Perception of being blocked
from seeing GP of choice

LHC

Yes

Not upheld

• Explanation offered about demand on clinical time and
also that it would be safer to also establish a
relationship with a further one or two GPs in the practice

26

Unhappy with management
of ongoing care – second
opinion requested

Consultant

No

Upheld

• Second opinion in place and encouragement to see GP
as the key link between a patient and consultants who
may be involved in different aspects of a care plan

27

Access to Public Dental
Service for outer island
residents

Dental

Yes

Upheld

• Pressure on PDS explained. Additional information
included about adjusted skills mix within the team and
the recent appointment of a dentist to work part of their
week in the North Isles

28

Concern about consultation
actions and referral to OT

GP

No

Partly upheld

• Actions not found to have breached professional
protocol as MDT pathway clearly understood, but
apology given for communication issues
• Meeting offered with MD

29

Attitude and treatment of
consultant

Consultant

No

Upheld

• Referral for a second opinion supported by MD both
from a clinical point of view and in acknowledgement of
loss of confidence
• Apology given

30

Poor communication re xray result and clinic date

A&E /
Medical
Imaging

Yes

Upheld

• Review of options for ensuring staff communicate key
contact details more effectively in future including
resourcing a text messaging service

31

Communication issues

LHC

Yes

Partly upheld

• Apology offered that communication had been seen as
lacking empathy and understanding
• Explanation given that a clinician is now on stand by to
speak direct to callers if a receptionist indicates clinical
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support is needed to clarify a caller’s needs
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Cases escalated to the Scottish Public Services Ombudsman from 1 April 2015 to 31 December 2017
Our
complaint
reference
2014/15_05
2014/15_26

Summary

2014/15_43

Poor dental treatment

2015/16_15

Poor dental treatment
Failure to diagnose a DVT

Patient did not receive
adequate physiotherapy
treatment/advice

Outcome
notification
date
26.10.15

Outcome

Recommendations
(operational oversight by JGG)

Not upheld
Open

No recommendations

02.03.16

Not upheld

1. Board to introduce a process
for written consent for the
type of procedure, evidencing
discussion of risks
2. Board to give consideration to
producing an appropriate
local patient information
leaflet for the type of
procedure

10.03.16

Not upheld

1. Physio to provide both verbal
and written advice re wound
care
2. Operation consent form to
include complex regional pain
syndrome as a risk of upper
limb surgery
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Action
owner

Completion/Evidence

Dental
Director

Requested response to SPSO
by 27.04.16 – COMPLETE
Letter and evidence sent to
SPSO on 27.04.16, including
two existing patient information
leaflets on having a tooth
removed and post extraction
care, along with three new
pieces of documentation that
have now been shared with
dental staff:
1. Removal of wisdom
teeth – patient
information leaflet
2. Protocol for MOS
consent
3. MOS consent form

Head of
Physio
Medical
Director

SPSO satisfied with actions
taken
Generalist physio skills locally
which differ to specialist hand
physios who will often have an
extended role re wound care.
Physio will however develop a
general information sheet for
care following the specific
surgery
Medical Director action to
approach other Boards about
the forms they use and adapt
these for local use. Admin
capacity to be determined,

HS/S5/18/16/6
Our
complaint
reference

Summary

Outcome
notification
date

Outcome

Recommendations
(operational oversight by JGG)

Action
owner

Completion/Evidence

however this will be kept under
review.
Intention to streamline the
approval process for procedure
specific consent forms.
Update: Endowments
Committee approval for
procedure specific consent
forms to be purchased
2015/16_38

Failure to diagnose and treat
in A&E

09.12.16

Not upheld

2015/16_03

Failure to follow child
protection procedures

10.01.17

Upheld

No recommendations identified
by SPSO beyond the learning
points from the Board’s
perspective
1. Apology to the family for the
failings identified

2. Inform SPSO of the steps
taken to ensure that staff
adhere to Shetland interagency Child Protection
Procedures, particularly in
relation to the involvement of
parents/carers
3. Take steps to ensure that
staff are aware of the
importance of taking any
action reasonably available to
them to clarify the validity of
any child protection concerns
they have
4. Inform the family of the
outcome of the policy review
into accessing medical
records, and, particularly, any
process changes that have
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Chief
Executive

Director of
Nursing and
Acute
Services

Actions completed to
timescales requested
items 1 and 4 on 10 February
2017
2 and 3 on 28 March 2017
•

“

“
•

“

“

•

Letter of apology sent to
family including update on
review of accessing
medical records
Review of case
management prepared by
DNAS and sent to the local
inter-agency quality
assurance group and for
discussion at the NHS
safeguarding and public
protection group on
27.04.17
All user email sent
signposting staff to the

HS/S5/18/16/6
Our
complaint
reference

Summary

Outcome
notification
date

Outcome

Recommendations
(operational oversight by JGG)

Action
owner

Completion/Evidence

been made to prevent a
recurrence of the problems
experienced obtaining access
to their children’s records

•

2015/16_39

2015/16_45
2016/17_38

Poor clinical treatment and
inappropriate discharge

Access to gynaecology
appointment
Access to NHS orthodontic
treatment

1 aspect
upheld

03.06.16

Will not
investigate
1 of 3
complaints
upheld

The Board to draw the
importance of recording vital
signs in written notes to the
attention of the doctor
involved as part of their
professional supervision

Medical
Director

Letter of apology by 16.12.17

Chief
Executive

Evidence of learning shared
by 16.01.18

2016/17_32

Inappropriate care and
treatment by midwives prior
to emergency hospital
admission, and
inappropriately handled
complaint (not passed to
Corporate Services)

12.12.17

1 of 2
complaints
upheld

Discussed 06.04.17
SPSO satisfied with action
taken

Dental
Director

Letter of apology for failing to
appropriately identify learning
by 12.01.18

Chief
Executive

Evidence that there is a
process in place to ensure
transparency and information

Director of
Nursing and
Acute
Services
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Safer Shetland resources
and in particular identifying
the requirement to discuss
potential concerns with
parents at the point the
referral is made
Outcome discussed with
clinician involved

Apology letter sent 14.12.17.
Additional evidence of learning
provided 16.01.18
(presentation slides and
meeting agenda).
March 2018 update: SPSO has
requested further evidence –
BC considering how to provide
this.
Apology letter sent 29.12.17
Step added to Adverse Event
Reviews where families are
offered a copy of the
improvement plan. Also now
option for family to participate
in the review itself.
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Our
complaint
reference

Summary

Outcome
notification
date

Outcome

Recommendations
(operational oversight by JGG)

Action
owner

sharing with patients during
reviews by 12.02.18

2016/17_43

Delay to autism diagnosis

12.12.17

Upheld

Evidence that relevant staff
have been given appropriate
training and advice on
specific condition by 12.02.18

“ “

Letter of apology by 12.01.18

Chief
Executive

Evidence that findings have
been shared with relevant
clinical staff by 12.02.18

Completion/Evidence

Staff received additional
training at the point of the
review, and also backed up by
email three months later.
SPSO satisfied with action
taken.

Corporate
Services
Manager

Letter of apology sent 29.12.18
Case outcome confirmed as
reflected on by the clinicians
involved 12.02.18
Anonymised learning summary
shared with relevant clinicians
at a January 2018 meeting
regarding ASD pathways
No feedback on actions
received to date from SPSO

2016/17_54

2016/17_37

Failure to provide appropriate
care prior to transfer to
Aberdeen

Failure to provide appropriate
clinical treatment in view of
patient’s presenting
symptoms

17.01.18

25.10.17

Not upheld

Upheld

One recommendation that
medical staff should maintain
records of verbal
conversations with staff at
other hospitals in the medical
records by 19.03.18

• Provide a written apology
which complies with SPSO
guidelines by 20.11.17
• Written confirmation the GP
accepts the findings and
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Medical
Director

Evidence of email to AMC sent
19.03.18
KDC to pick up at the Acute
eHealth Programme Board
SPSO has marked the
recommendation as closed

Chief
Executive

Complete

Medical
Director /

GP confirmed as keen to
discuss at appraisal meeting
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Our
complaint
reference

2017/18_01

2016/17_41

2016/17_53

Summary

The Board unreasonably
refused mother to deliver out
with the SLA with NHS
Grampian
Failure to provide a
reasonable standard of care
and treatment in A&E and
staff attitude at GP practice
unacceptable
Failure to provide appropriate
standard of dental care

Outcome
notification
date

Outcome

Recommendations
(operational oversight by JGG)

Action
owner

evidence of steps to improve
practice. Confirmation will be
discussed at next appraisal –
deadline extended to
18.12.17

Service
Manager
Primary
Care

Staff to be aware of the
requirement to record IOTN
category in order to
substantiate whether the
criteria for providing
orthodontic treatment has
been met – by 20.11.17

Dental
Director

Completion/Evidence

Anonymised case study to be
discussed at LHC GP meeting
SPSO has marked as
complete but requested any
pertinent future updates

Information
provided to
SPSO
31.10.17

Not upheld

25.10.17

Not upheld

Key:
Grey – no investigation undertaken or recommendations requested by SPSO
Green – completed response and actions
Amber – completed response but further action to be taken at the point of update
No colour – open case
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Evidence of learning provided
by 20.11.17. Further update
following orthodontist CPD
session in December 2017
provided 16.01.18
SPSO has confirmed this as
closed
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CURRENT
Source

Description

Report

Period

Perf

PREVIOUS
Period

Perf

END TARGET
Traffic

vs Last

Traj.

Date

Comments

Value

T - Treatment

BSC16

Quarterly Hospital Standardised Mortality
Ratios (HSMR) (count)

T15a

All people newly diagnosed with dementia will
have a minimum of a year's worth of postdiagnostic support coordinated by a link
worker, including the building of a personcentred support plan (percentage)

T15b

Number of people with newly diagnosed
dementia who take up the offer of post
diagnostic support (ie have an active link
worker) (percentage)

Q

M

M

2017
Jul-Sep

2018
Jan

2017
Oct-Dec

0.79

100

46

2017
Apr-Jun

2017 Oct

2017
Jul-Sept

0.88

100

45.7

G

G

R

↑

→

↑

1

100

50

2015-03

2016-04

2016-04

1

Latest available provisional national
data. Prone to small number variation.
Rate remains consistently well within
expected levels. Next data due May
18.

100

T15a is not currently being measured
as a target at national level. We
*offer* the link worker to everyone
newly diagnosed & therefore we meet
the target (understandably, not
everyone wants to take up the offer).
See T15b for details of our balancing
measure.

50

Note: this is an interim measure
showing the percentage of people with
newly diagnosed dementia who take
up the offer of post diagnostic support
(ie have an active link worker) as
national data is not yet available. 103
of 224 cases. Continuing to promote
the value of having this support to all
patients at point of diagnosis, but it is
down to individual choice as to
whether they take up the offer.

Exceeding national target of 50% and
local target of 58%. National data for
2016-17 shows us to be the 3rd best
performing Board in Scotland (53.5%).

H - Health Improvement
BSC7

Percentage Uptake of Breastfeeding at 6-8
Weeks (exclusively breastfed plus mixed
breast and formula) (Rolling annual total by
quarter)

H.4S

Alcohol Brief Interventions

Q

2017
Oct-Dec

61.5

M

2018 Feb

173

2017
Jul-Sept

60.1

G

↑

58

2016-03

58

2017
Dec

152

R

↑

261

2017-03

261

P – Patient Experience Outcome Measures
CE01

Percentage of patients who say they have had
a positive care experience overall
(percentage)

M

2018 Feb

100

2017
Dec

100

G

→

90

2016-03

90

CE02

Percentage of people who say they got the
outcome (or care support) they expected and
needed (aggregated) (percentage)

M

2018 Feb

100

2017
Dec

100

G

→

90

2016-03

90
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MD01

What matters to you - percentage people who
say we took account of things important to
them whilst they were in hospital (aggregated)
(percentage)

M

2018 Feb

100

2017
Dec

100

G

→

90

2016-03

90

MD02

What matters to you - percentage of people
who say we took account of the people who
were important to them and how much they
wanted to be involved in care/treatment
(aggregated) (percentage)

M

2018 Feb

95

2017
Dec

95

G

→

90

2016-03

90

MD03

What matters to you - percentage of people
who say that they have all the information they
needed to help them make decisions about
their care/treatment (aggregated) (percentage)

M

2018 Feb

99

2017
Dec

100

G

↓

90

2016-03

90

MD04

What matters to you – percentage of people
who say that staff took account of their
personal needs and preferences (aggregated)
(percentage)

M

2018 Feb

98

2017
Dec

99

G

↓

90

2016-03

90

MD05

Percentage of people who say they were
involved as much as they wanted to be in
communication, transitions, handovers about
them (aggregated)

M

2018 Feb

94

2017
Dec

97

G

↓

90

2017-12

90

R

↑

300

2017-12

300

S - Service & Quality Improvement Programmes – Measurement & Performance
DP03

Days between cardiac arrests

M

2017 Dec

90

2017 Oct

29

FO1b

All Falls rate (per 1000 occupied bed days)

M

2018 Jan

1.16

2017
Dec

7.13

-

2017-12

0

FO2b

Falls with harm

M

2018 Jan

0

2017
Dec

0

-

2017-12

0

LSP1

Percentage of Patient Safety Conversations
Completed (3 expected each quarter)
(percentage)

Q

2018
Jan-Mar

100

2017
Oct-Dec

100

G

→

100

2016-03

100

PU02

Days between hospital acquired Pressure
Ulcer (grades 2-4)

M

2018 Feb

65

2017
Dec

6

R

↑

300

2017-12

300

PU03

Pressure Ulcer (grades 2-4) rate

M

2018 Jan

0

2017
Nov

1.15

G

↑

0

2017-12

0

SPSI 02

Percentage of patients discharged from acute
care without any of the combined specified
harms (percentage)

M

2017 Dec

98.7

2017 Oct

98.4

G

↑

95

2015-12

95

SSIS1

Percentage of cases where an infection is
identified post C section (percentage)

Q

2017
Oct-Dec

0

2017
Jul -Sept

0

G

→

0

2015-04

0

SSIS2

Percentage of patients developing an infection

Q

2017

0

2017

0

G

→

0

2015-04

0
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Last cardiac arrest on 2/10/2017 on
Medical Ward.

.
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post hip fracture (percentage)

Oct-Dec

Jul - Sept

0

2017
May

100

R

↓

95

2014-12

95

70

2017
Nov

100

G

↓

75

2017-12

95

SSP9

SEPSIS Six performed < 1 hour (percentage)

M

2017
Sept

VTEP3

Percentage of patients who had the correct
pharmacological/mechanical
thromboprophylaxis administered

M

2018 Jan

Patient Safety Programme – Maternity & Children Workstream
MO01 (STB)

Rate of stillbirths (per 1,000 births) (rate)

M

2018 Feb

0

2017
Dec

0

G

→

4

2014-12

4

MO01b

Days between stillbirths (count)

M

2018 Feb

191

2017
Dec

132

R

↑

300

2015-06

300

MO02 (NND)

Rate of neonatal deaths (per 1,000 live births)
(rate)

M

2018 Feb

0

2017
Dec

0

G

→

2.21

2014-12

2.21

MO05 (SWC)

Percentage of women satisfied with the care
they received

M

2017 Dec

100

2017 Jul

100

G

→

95

2017-12

95
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Agreed at surgical audit meeting in
January 2018 to now undertake audit
6 monthly due to continued
compliance with past audits.
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Board Paper 2018-19/02

Shetland NHS Board
Meeting:
Paper Title:
Date:
Author:

Shetland NHS Board
Healthcare Associated Infection (HAI) Report
17 April 2018
Carol Barclay
Job Title:
Infection Control
Manager/Decontamination Lead
Executive Lead: Kathleen Carolan
Job Title:
Director of Nursing & Acute
Services
Decision / Action required by meeting:
The Board is asked to receive the attached HAI report and note the Board’s position and
performance in relation to:
•
•
•
•
•

Clostridium Difficile
Staphylococcus Aureus Bacteraemias
E Coli Bacteraemias
Hand Hygiene compliance
Monitoring of cleaning services

High Level Summary:
Key Healthcare Associated Infection Headlines
January and February 2018
• NHS Shetland had two cases of Staphylococcus Aureus Bacteraemia in January 2018
• NHS Shetland had no cases of Clostridium Difficile Infection in January and February
2018
• NHS Shetland had one case of E Coli Bacteraemia in January 2018 and one case in
February 2018
• Hand Hygiene audit compliance figures for January to March 2018 was 99.1%.
• Cleaning standards compliance for the Board for January to March 2018 was 97.5%.
• Estates standards compliance for the Board for January to March 2018 was 99.4%.
Key Issues for attention of meeting:
Noting the good performance as shown in the report
Corporate Priorities and Strategic Aims:
The HAI governance arrangements are most closely aligned to our corporate objectives
to improve and protect the health of the people of Shetland and to provide high quality,
effective and safe services.
Implications : Identify any issues or aspects of the report that have implications under
the following headings
Service Users,
Patients and
Communities:
Human Resources

The HAI agenda focuses on reducing avoidable patient harm.
Reporting HAI performance is part of the clinical governance
arrangements for the Board.
Training in infection control and outbreak management is a key
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and Organisational
Development:
Equality, Diversity
and Human Rights:
Partnership Working
Legal:
Finance:

Assets and Property:
Environmental:
Risk Management:

Policy and Delegated
Authority:

Previously
considered by:
“Exempt / private”
item

priority in our HAI governance arrangements.
EQIA is not required.
HAI governance arrangements apply in all NHS settings.
The HAI governance arrangements are underpinned by the
national Standard Infection Control Precautions (SICPS)
HAI governance arrangements are part of the standard
budgeting process and are funding via our general financial
allocation.
Nil
A Strategic Environmental Impact Assessment is required or
has been completed.
The HAI agenda focuses on reducing risks associated with the
spread of infection (in the environment and through Public
Health measures). The adverse event policy also applies to HAI
related events.
Delegated authority for the governance arrangements that
underpin HAI and public health measures sit with the Control of
Infection Committee (which reports to the) Clinical, Care and
Professional Governance Committee
Infection Control Team
Via email on
03/04
Public document
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Healthcare Associated Infection Reporting Template (HAIRT)
Improved collaboration with the other UK nations has made comparisons and
standardisation across the UK a high priority for all four nations’
governments/health departments. The changes introduced in the Scottish HAI
surveillance, described within this report facilitate benchmarking of the Scottish
data against those of the rest of the UK.

Revisions to the surveillance
Description of Revision
Addition of
healthcare/community case
assignment

Report section(s)
revision applies to
Clostridium Difficile
Infection/
Staphylococcus
Aureus Bacteraemia
(CDI/SAB)

Use of standardised
denominator data for
Clostridium Difficile
Infection/ Escherichia Coli
Bacteraemia/
Staphylococcus Aureus
Bacteraemia
(CDI/ECB/SAB)

CDI/SAB

Reporting of CDI cases
aged 15 years and above
only

CDI

Reporting of total SAB
cases only (i.e. Removal of
MRSA sub-analysis)

SAB

Rational for revision
An increasing awareness of those infections
occurring in community settings has warranted
measurement of incidence rates by healthcare
setting (healthcare settings vs. community
settings) to enable interventions to be targeted to
the relevant settings.
The ‘total occupied bed days’ data will be
extracted from the ISD(S)1 data collection which
contains aggregated information on acute and
non-acute bed days including geriatric medicine
and long-term stays in real-time.
The standardisation of denominator data across
the three surveillance programmes could result in
slightly less accurate denominators due to
inclusion of persons in the denominator who are
at slightly less risk of infection. However, in
surveillance programmes developed for the
purpose of preventing infection and driving
quality improvement in care, consistency of the
denominators over time tend to be more
important than getting a very precise estimate of
the population at risk, as the primary aim is to
reduce infection to a lower incidence relative to
what it was at the initial time of benchmarking.
Current Scottish Government Local Delivery Plan
Standards are based on the incidence rate in
cases aged 15 years and above, therefore the
report has been aligned to reflect this. HPS will
continue to monitor CDI incidence rates in the
separate age groups (15-64 years and 65 years
and above) internally.
MRSA numbers are becoming too small to carry
out statistical analysis. HPS will continue to
monitor internally.

Full details of the report methods and caveats can be found here –

http://www.hps.scot.nhs.uk/pubs/detail.aspx?id=3340
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Section 1 – Board Wide Issues
Key Healthcare Associated Infection Headlines
January and February 2018
•
•
•
•
•
•

NHS Shetland had two cases of Staphylococcus Aureus Bacteraemia in
January 2018
NHS Shetland had no cases of Clostridium Difficile Infection in January and
February 2018
NHS Shetland had one case of E Coli Bacteraemia in January 2018 and one
case in February 2018
Hand Hygiene audit compliance figures for January to March 2018 was
99.1%.
Cleaning standards compliance for the Board for January to March 2018
was 97.5%.
Estates standards compliance for the Board for January to March 2018 was
99.4%.
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
Staphylococcus Aureus Bacteraemia (SAB) include bacteraemia (blood
infections) caused by both Meticillin Resistant Staphylococcus Aureus
(MRSA) and Meticillin Sensitive Staphylococcus Aureus (MSSA).NHS
Boards will now report the total of SAB cases rather than reporting these as
individual cases of MRSA and MSSA.

The table on Page 10 and 11 represents the incidence of SABs within NHS
Shetland on a monthly basis. There were two cases of SAB in January 2018
which were Healthcare Associated (HCAI) as the patients had contact with
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healthcare in the preceding thirty days. There have been seven cases of SAB
reported in the last twelve months.
The denominator for HCAI SAB’s has been changed to cases per 100,000 Total
Occupied Bed Days (TOBD) and for CA SAB’s, cases per 100,000 of the
population. The latest quarterly update from HPS on the SAB rate is for
October to December 2017. For this period there was one case which was
HCAI giving a rate of 38.6/100,000 TOBD. There were five cases in 2017, four
were HCAI and one was CA. It must be remembered that in boards that have
higher “Total Occupied Bed Days” the same number of cases gives a much
lower result so careful interpretation of the data is required. Our local systems
involve doing a root cause analysis on every individual case to understand
whether there are preventative features and action that can be taken to prevent
future infections. If any actions are identified these are implemented
immediately.
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. 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 incidence of CDI is monitored at a national level through laboratory
reporting and also at a local level through reporting of both clinically
‘suspected’ cases and laboratory reports. The tables on Page 10 and 11 show
the trends in CDI in NHS Shetland. There were no cases in January and
February 2018. There have been two cases of CDI in the last 12 months.
Continued surveillance, prevention and management of CDI are ongoing with
good antimicrobial stewardship continuing to be a key factor.
The denominator for HCAI CDI has been changed to cases per 100,000 TOBD
and for CA CDI, cases per 100,000 of the population. National figures are
produced by HPS on a quarterly basis. The latest quarterly update from HPS is
for October to December 2018. There was one HCAI CDI in this quarter giving
an incidence of 38.6 per 100,000 of TOBD. There were two cases in 2017, one
was HCAI and one was CA.
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Enhanced National Light Surveillance of E. Coli Bacteraemia
• E. coli is one of the most frequently isolated organisms of Gram negative
bacteraemia and it is reaching epidemic proportions.
• Number of cases of E. coli bacteraemia continue to rise in Scotland
• E. coli bacteraemia has increased continuously since 2009
• Burden of infection is bigger than CDI and SAB in Scotland
• The incidence rates are higher in Scotland than in the rest of the UK
• E. coli bacteraemia is an emerging threat
• Several researchers have suggested that E. coli bacteraemia are not
adequately controlled using current infection prevention and control strategies
• It is crucially important to address the risks associated with the primary E. coli
occurring
both
hospital
community
settings.
Only this will
E. infections
coli continues
toinbe
the
mostand
frequent
cause
of Gram-negative
reduce the occurrence
of and
E. coli
admissions
bacteraemia
in Scotland
is bacteraemia
a frequent cause
of infection worldwide.
This report contains data that allows HPS to report on two groups of cases with
Escherichia coli bacteraemia (ECB):
• Healthcare associated infection by health board of laboratory. This is where
the case has had contact with healthcare either in hospital or while receiving
care in the community.
• Community associated infection by health board of residence for the case.
This is where the case has had no known contact with healthcare.
There were two cases, one in January 2018 and one in February 2018, both
HCAI as the patients had contact with healthcare services in the previous thirty
days. There have been eighteen cases in the previous twelve months.
Cases are broken down into two different categories – Healthcare Associated
Infections (HCAI) per 100,000 TOBD and Community Acquired Infections (CA)
presented at an annualised rate per 100,000 for the board population. The
latest quarterly update from HPS is for October to December 2017. For this
quarter there were four cases for HCAI giving a result of 154.5 / 100,000 TOBD.
There was one case for CA Infections giving a rate of 17.1 / 100,000 of
population. For 2017 there have been ten cases for HCAI and seven cases for
CA Infections.
Surgical Site Infections (SSIs)
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Surgical site infection (SSI) is one of the most common healthcare associated
infections (HAI), estimated to account for 18.6% of inpatient HAI within
NHSScotland. Excess morbidity and mortality arise from these SSIs and are
estimated on average to double the cost of treatment, mainly due to the
resultant increase in length of stay. These infections have serious
consequences for patients as they can result in pain, suffering and in some
cases require additional surgical intervention. SSI rates are an important
surgical outcome measure and the two key aims of SSI surveillance are to
provide participating hospitals with robust SSI rates for comparison and to use
this data to improve the quality of patient care. Evidence suggests that actively
feeding back data to clinicians contributes to reductions in rates of infection and
that SSI is the most preventable of all HAI.
The latest quarterly update from HPS is for the period of October to December
2017. For this quarter six caesarean sections were carried out with no surgical
site infection giving a SSI incidence of 0.0%. In 2017 33 caesarean sections
were undertaken with no infections.
Data for hip arthroplasty and for elective colorectal surgery has not been
reported for this quarter by HPS. There were four procedures for hip
arthroplasty and two procedures for elective colorectal undertaken with no
surgical site infection recorded for either category.
Hand Hygiene
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

Audits are now undertaken on a quarterly basis to monitor compliance with
hand hygiene opportunities. Audits have been reduced to a quarterly basis due
to the continued high levels of compliance achieved locally. If however
compliance levels for hand hygiene fall, monthly audits will be reinstituted
immediately. The table on Page 10 shows local compliance with hand hygiene
opportunities as monitored through audits for different staff groups. Compliance
levels were 99.1% for the quarter from January to March 2018. NHS Shetland
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has generally demonstrated good compliance over the last year. In line with the
Cabinet Secretary’s approach to hand hygiene, we have adopted zero tolerance
to poor hand hygiene, so every occasion when a member of staff fails to comply
is dealt with immediately and additional training continues to be offered as
necessary.
Cleaning and the Healthcare Environment
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

Compliance with the national cleaning services specification is monitored at a
local level and reported nationally on a quarterly basis. The table on Page 10
shows compliance for the local audits for 2017/ 2018. The latest compliance
data for the Board with the Cleaning Services Standards and for Estates
Monitoring is for the quarter from January to March 2018 and was 97.5% and
99.4% respectively. The national target for compliance is 90% so performance
remains on green for this target.
Outbreaks

No outbreak controls were initiated in this reporting period.

Oth
er

HAI Related Activity
In this reporting period we have:
• Continued to monitor performance against current HAI standards on the
wards
• Continued to provide educational sessions for all NHS Shetland staff
• Continued to update Infection Prevention and Control policies, procedures
and guidelines
• Continued screening and reporting on the audit programme for MRSA and
Carbapenemase-Producing Enterobacteriaceae (CPE)
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• Continued to monitor compliance with the Catheter Associated Urinary
Tract Infections (CAUTI) bundle across the Gilbert Bain Hospital and to
work on the improvement project related to this
• Continued to monitor and assure compliance to national cleaning
specifications
• Further reviewed and updated documents on the Infection Control Portal
on the Intranet
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 and key community hospitals 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). 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&sectionI
D=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&sectionI
D=1
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For each hospital the total number of cases for each month is 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.

Targets
There are national targets associated with reductions in C.diff and SABs. More
information on these can be found on the Scotland Performs website:
http://www.scotland.gov.uk/About/Performance/scotPerforms/partnerstories/NH
SScotlandperformance
Understanding the Report Cards – Hand Hygiene Compliance
Hospitals carry out regular audits of how well their staff are complying with hand
hygiene. Each hospital report card presents the combined percentage of hand
hygiene compliance with both opportunity taken and technique used broken
down by staff group.
Understanding the Report Cards – Cleaning Compliance
Hospitals strive to keep the care environment as clean as possible. This is
monitored through cleaning and estates 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/

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.
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NHS SHETLAND APRIL 2018 BOARD REPORT CARD
Staphylococcus aureus bacteraemia monthly case numbers
Mar
2017

Apr
2017

May
2017

Jun
2017

Jul
2017

Aug
2017

Sep
2017

Oct
2017

Nov
2017

Dec
2017

Jan
2018

Feb
2018

MRSA

0

0

0

0

0

0

0

0

0

0

0

0

MSSA

2

0

0

0

1

0

1

0

1

0

2

0

Total SABs

2

0

0

0

1

0

1

0

1

0

2

0

Clostridium difficile infection monthly case numbers
Mar
2017

Apr
2017

May
2017

Jun
2017

Jul
2017

Aug
2017

Sep
2017

Oct
2017

Nov
2017

Dec
2017

Jan
2018

Feb
2018

Age 15-64

0

0

0

0

0

1

0

0

0

0

0

0

Age 65 plus

0

0

0

0

0

0

0

0

1

0

0

0

Total C Diffs

0

0

0

0

0

1

0

0

1

0

0

0

E Coli bacteraemia monthly case numbers

E Coli

Mar
2017

Apr
2017

May
2017

Jun
2017

Jul
2017

Aug
2017

Sep
2017

Oct
2017

Nov
2017

Dec
2017

Jan
2018

Feb
2018

0

1

2

1

2

2

2

4

2

0

1

1

Hand Hygiene Monitoring Compliance (%)
Apr –
Jun 16
100.0

Jul –
Sept 16
100.0

Oct 16 –
Dec 16
100.0

Jan –
Mar 17
97.9

Apr –
Jun 17
97.7

Jul – Sept
17
100.0

Oct – Dec
17
98.0

Jan –
Mar 18
100.0

Ancillary

100.0

100.0

100.0

100.0

100.0

100.0

100.0

100.0

Medical

98.2

95.9

94.7

93.9

100.0

95.5

97.6

95.1

Nurse

100.0

100.0

99.4

100.0

100.0

100.0

97.9

100.0

Board Total

99.6

99.2

98.8

98.5

99.6

99.0

98.2

99.1

AHP

Cleaning Compliance (%)

Board Total

Apr –
Jun 16
95.3

Jul –
Sept 16
93.7

Oct –
Dec 16
95.5

Jan –
Mar 17
96.4

Apr –
Jun 17
97.0

Jul –
Sept 17
94.7

Oct –
Dec 17
93.2

Jan –
Mar 18
97.5

Jan –
Mar 17
99.5

Apr –
Jun 17
99.3

Jul –
Sept 17
99.5

Oct –
Dec 17
99.4

Jan –
Mar 18
99.4

Estates Monitoring Compliance (%)

Board Total

Apr –
Jun 16
99.6

Jul –
Sept 16
99.3

Oct –
Dec 16
99.4
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GILBERT BAIN HOSPITAL REPORT CARD
Staphylococcus aureus bacteraemia monthly case numbers
Mar
2017

Apr
2017

May
2017

Jun
2017

Jul
2017

Aug
2017

Sep
2017

Oct
2017

Nov
2017

Dec
2017

Jan
2018

Feb
2018

MRSA

0

0

0

0

0

0

0

0

0

0

0

0

MSSA

0

0

0

0

1

0

1

0

1

0

2

0

Total SABs

0

0

0

0

1

0

1

0

1

0

2

0

Clostridium difficile infection monthly case numbers
Mar
2017

Apr
2017

May
2017

Jun
2017

Jul
2017

Aug
2017

Sep
2017

Oct
2017

Nov
2017

Dec
2017

Jan
2018

Feb
2018

Age 15-64

0

0

0

0

0

0

0

0

0

0

0

0

Age 65 plus

0

0

0

0

0

0

0

0

1

0

0

0

Age 15 plus

0

0

0

0

0

0

0

0

1

0

0

0

Jul
2017
97.4

Aug
2017
94.1

Sep
2017
95.2

Cleaning Compliance (%)

GBH Total

Apr
2017
97.2

May
2017
95.0

Jun
2017
97.9

Oct
2017
95.9

Nov
2017
96.7

Dec
2017
98.1

Jan
2018
98.2

Oct
2017
100.0

Nov
2017
100.0

Dec
2017
99.1

Jan
2018
100.0

Feb
2018
98.8

Mar
2018
98.3

Estates Monitoring Compliance (%)

GBH Total

Apr
2017
99.9

May
2017
99.1

Jun
2017
99.2

Jul
2017
99.5

Aug
2017
99.7

Sep
2017
99.4

Feb
2018
99.3

Mar
2018
99.6

NHS SHETLAND OUT OF HOSPITAL REPORT CARD
Staphylococcus aureus bacteraemia monthly case numbers
Mar
2017

Apr
2017

May
2017

Jun
2017

Jul
2017

Aug
2017

Sep
2017

Oct
2017

Nov
2017

Dec
2017

Jan
2018

Feb
2018

MRSA

0

0

0

0

0

0

0

0

0

0

0

0

MSSA

2

0

0

0

0

0

0

0

0

0

0

0

Total SABs

2

0

0

0

0

0

0

0

0

0

0

0

Clostridium difficile infection monthly case numbers
Mar
2017

Apr
2017

May
2017

Jun
2017

Jul
2017

Aug
2017

Sep
2017

Oct
2017

Nov
2017

Dec
2017

Jan
2018

Feb
2018

Age 15-64

0

0

0

0

0

1

0

0

0

0

0

0

Age 65 plus

0

0

0

0

0

0

0

0

0

0

0

0

Total C Diffs

0

0

0

0

0

1

0

0

0

0

0

0
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Agenda Item

9

Meeting:

Shetland NHS Board

Date:

20 February 2018

Report Title:

Performance Report Quarter 3 to December 2017

Reference Number:

Board Paper 2017/18/64

Author / Job Title:

Hazel Sutherland, Head of Planning and Modernisation

Decisions / Action required:
The Board is requested to:
Comment on and review any issues which they see as significant to sustaining and
progressing service delivery in order to meet the objectives of the Shetland Islands
Health and Social Care Partnership’s Strategic Commissioning Plan 2017-2020.
High Level Summary:
2.1

Monitoring progress against delivery of the Community Health and Social
Care Joint Strategic Commissioning Plan 2017-2020 (‘The Strategic Plan’) relies
on being able to demonstrate achievement against four key elements:
- Business as Usual / Service Delivery - maintaining and developing flexible and
responsive services to meet patients / service users needs, with a focus on
meeting health and wellbeing outcomes
- Change Projects - delivery of the strategic change programmes and projects, in
a timely manner
- Risk - identifying and responding to risk
- Resources - effective use of all resources – money, staff, assets and information
– to meet needs.

2.2

The Board has in place well established arrangements for regularly reporting on the
performance of resources (eg Finance Monitoring Reports), service delivery
(performance monitoring reports) and risk (through various reporting
arrangements).

2.3

The key issues highlighted this quarter are listed below:
Strategic Planning

Service Performance

Update of Strategic Plan

Key Service Performance Indicators
and Trends

Scenario Planning
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Local Delivery Plan – new
arrangements
Corporate Priorities and Strategic Aims:
The Strategic Plan is a significant part of public sector delivery in Shetland and supports
the Shetland Community Partnership’s Local Outcome Improvement Plan, Shetland
Islands Council’s Corporate Plan and NHS Shetland’s 2020 Vision and Local Delivery
Plan.
Delivery of the Strategic Plan relies on partnership working between Shetland Islands
Council, NHS Shetland, Shetland Charitable Trust, other regional and national
organisations (such as the Scottish Ambulance Service, NHS Grampian and other
specialist Health Boards) and voluntary sector providers.
Key Issues:
Strategic Planning
Update of the Strategic Plan
The Strategic Plan for 2018-19 has been updated in line with the consultation feedback:
to strengthen the purpose and direction; to be the basis upon which decisions can be
made; to be clearer on the changes required and implementation plans; and to be aligned
to the financial envelope within which we have to operate. The first draft is with
Executive Management Team for consideration and review.
Scenario Planning
NHS Shetland has established a programme of scenario planning workshops.
Recognising the issues and challenges that we face, the process of scenario planning will
create the opportunity to take time out to review our models of care. The process will also
explore opportunities, for example from technology or regional working, to think about
which models of care will most appropriately address the needs of our population.
The first session took place on 24 January 2018, where over 70 participants took part.
There were participants from a wide range of organisations and services,
including Acute, Community and Social Care Services; nursing, dental, medical and AHPs
as well as representatives from the Scottish Ambulance Service, our Patient Focus Public
Involvement Group and the Scottish Health Council, our community planning partners,
Third Sector partners, Integration Joint Board Members and our Non-Executive Board
Members.
The discussion was split into four sessions:
1. an explanation of the scenario planning process and how it can be used as a tool
to inform the update of our Strategic Plan;
2. an overview of how services are currently delivered in Shetland and the challenges
we face;
3. hearing about other models of health and social care, including:
• The benefits and ambitions of a regional planning approach;
• An overview of remote and rural models of hospital care across Scotland;
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•
•

The Canterbury Model (New Zealand) and the key learning and application to
remote and rural care; and
Lessons learned from models of care in NHS Orkney

4. facilitated group sessions to identify the top five factors that inform and shape the
future of services
When the workshop concluded, there were clear themes emerging regarding the most
significant factors that will impact on the scenario planning exercise. The top three
emerging themes are:
-

the role of self management and prevention;
changes being clinician-led and management enabled; and
the importance of good communication and community engagement.

Further information is available on NHS Shetland’s intranet at:
http://intranet/corporate/tc/index.html.
The next session is planned for Wednesday 28 February when the purpose will be:
-

a review the key issues;
to start to develop scenarios; and
to start to consider the impact of the scenarios on our current service models.

There are choices to be made as to when the Strategic Plan will get updated and to what
extent it is dependent on the outcome of the Scenario Planning sessions. An initial
timeline of how each of the processes could come together is set out below.
Date
Strategic
Plan

January
Indentify
key
issues

Financial
Challenges
Strategic
Change
Projects
Service
Plans

February
Work up
Scenarios
Cost
Scenarios

March
Agree Scenario and
Revise Strategic
Objectives
Clarify ‘Financial
Ask’ of each service
Refine the Outputs
and Financial ‘Asks’
of each project
Refresh Service
Plans to reflect
Strategic Change

April +
Draft Plan for
approval
2018-19 Approve
Budget
Revised
Implementation
Plan for approval
Approve Service
Plans with strategic
changes (as
required)

Local Delivery Plan (LDP)
In light of the recent changes to national and, especially, regional planning arrangements,
the guidance for preparing a Local Delivery Plan for 2018-19 has been much simplified. It
is anticipated that the Government will no longer require a detailed Local Delivery Plan to
be prepared. Instead a shorter summary plan – called an Annual Operational Plan – will
be required.

Page 271 of 293

HS/S5/18/16/6
The focus of the Annual Operational Plan will be financial sustainability and delivery of
key performance targets, as set out below. The planned performance targets are being
developed.

Measure

Latest Performance

62 day Cancer
31 day Cancer
12 weeks outpatient

50%
100%
196 breaches
1 breach
(Ultrasound)
100%
0 breaches
95.9%

6 weeks diagnostics
18 weeks CAMHS
12 weeks TTG
4 hour A&E

Planned March
2019 Performance
(Under
Development)

Time period month/quarter

Service Performance
Key Performance Indicators and Trends
Appendix 1 sets out the performance indicators for the quarter to December 2017.
Only annual indicators which have new data are included.
A note of the date which the ‘notes’ were last updated has been included in the report.
Changes on some key performance indicators, which may be of interest to the Board are
extracted below, together with an explanation of the movement in activity / performance.
Reduce mortality from coronary heart disease among the under 75s (European age standardised rate
Small numbers mean year on year fluctuations. Next data
available February 2019.

Number of successful smoking quits at 12 weeks post quit for people residing in the 60 per cent most-deprived
datazones in Shetland (2017-18)
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National priority is being given to smoking cessation in
prisons, which does not apply to island Boards, so we have
not been set a target for 2017-18. We are using our target
from last year in order to monitor our progress, but may not
meet this challenging total again this year. We expect a
target to be issued for 2018-19, but will not get this confirmed
until June or July.
Note: this data will always be 3 months behind as quits can
only be counted at 12 weeks post quit date.

Cleaning Specification Audit Compliance

Implications :
Service Users,
Patients and
Communities:

Rate of attendance at A&E

The Triple Aim is a framework that describes an approach to
optimising health system performance through the simultaneous
pursuit of three dimensions:
• improving the quality of healthcare
• improving the health of the population, and
• achieving value and financial sustainability.
It highlights the importance of working on all three components in
parallel and recognises the interconnections; a change in one
component can affect the other two, either positively or
negatively. The suite of core performance indicators helps to
provide reassurance that our service models are delivering a
good mix of all three components, to our service users, patients
and the wider community.
The Strategic Plan sets out several strategic change
programmes. This work is intended to put in place service
models which are equitable, affordable and sustainable, during
the life of the Plan. This work is in recognition of the increasing
demand for services, alongside reducing resources and staff
recruitment challenges. Changes to service models may have
an impact on how our service users access, or experience,
services.
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Human Resources
and Organisational
Development:
Equality, Diversity
and Human Rights:

There are no specific issues to address for HR.

Partnership Working

Delivery of the Strategic Plan relies on partnership working
between Shetland Islands Council, NHS Shetland, Shetland
Charitable Trust, other regional and national organisations (such
as the Scottish Ambulance Service, NHS Grampian and other
specialist Health Boards) and voluntary sector providers.

There are no specific issues to address with regard to equality,
diversity and human rights.

The Plan supports a fundamental shift in the philosophy of how
public sector services should be designed and delivered with and
for each community, based on natural geographical areas, or
localities, and integrated around the needs of service users,
rather than being built around professional or organisational
structures. This is in line with the recommendations in the
Commission on the Future Delivery of Public Services, the
Christie Commission, published in 2011.
Legal:

Each year, the Local Delivery Plan Guidance sets out the
Scottish Government’s planning priorities for NHS Boards. It is
likely that the Local Delivery Plan will become a shorter and more
focused Annual Operational Plan.
The Scottish Government’s Health and Social Care Delivery
Plan, published in December 2016, sets out the priorities and
actions required to reform and further enhance health and social
care services across Scotland. This includes the work on
developing a regional approach across the North of Scotland.
The Public Bodies (Joint Working) (Scotland) Act 2014 ("the
2014 Act") established the legislative framework for the
integration of health and social care services.

Finance:

Achieving value and financial sustainability is a key aim of NHS
Shetland.
Regular and effective monitoring of performance will allow the
Board to make effective decisions regarding the choices over
which services should be provided, at what level and in what
location in accordance with the financial resources made
available, for the services which are not delegated to the IJB.
For the services which are delegated to the IJB, the performance
data allows the NHS Board to be reassured that they are meeting
their obligations for operational delivery, in line with the agreed
Directions. (Directions is the name given to the contractual
arrangement between the IJB and NHS Shetland and Shetland
Islands Council to deliver the services which the IJB have
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Assets and
Property:

commissioned).
There are no specific issues to address with regard to assets and
property.

Environmental:

There are no specific environmental implications to highlight.

Risk Management:

Effective performance management arrangements can contribute
to the pro-active management of risks, in line with the Board’s
Risk Management Strategy. This Report is a component part of
the control environment to support the management of many of
the corporate risks, including:
-

-

-

-

-

-

Policy and Delegated
Authority:

Adverse clinical outcomes as a result of failure of Clinical
Governance, performance and management systems;
Because of changing demand, service and financial
pressures the Board is less successful in meeting key
(HEAT) targets and interim trajectories resulting in less
effective services to the local population;
Reduced confidence in the overall management of health
services in Shetland from the implementation of
controversial and/or unpopular service changes, resulting
in the inability to redesign and improve sustainability of
services;
Board does not effectively transform service delivery and
organisational arrangements (ie public sector reform) to
address increasing activity and demand resulting in a
reduction in quality of service and unsustainable services;
Negative publicity, loss of confidence in the organisation
from breaches of key ACCESS targets and the potential of
poorer patient outcomes as a result of delays in
assessment of treatment;
Failure to create an effective culture of continuous service
improvement because of lack of available resource to
support redesign leading to no or slower progress on
change;
That systems for monitoring access and waiting time
targets will fail, leading to reputational damage and loss of
confidence in local services.

The NHS Shetland Board retains responsibility for monitoring
performance and this is not delegated to any of the main
committees.
NHS Shetland delegated functions, including planning for acute
hospital services, to the IJB. The NHS Board retains
responsibility for operational delivery of services.

Previously
considered by:

None

“Exempt / private”

No
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item
Contact Details:
Name: Hazel Sutherland
Title:
Head of Planning and Modernisation, NHS Shetland
E’mail: hazelsutherland1@nhs.net
6 February 2018
Appendices:
Appendix 1 Performance Report, Detailed, for the Quarter ending September 2017
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NHS Shetland Performance Report - Monthly Indicators
Generated on: 06 February 2018

Indicator

Years

Quarters

Months

2015/16 2016/17

Q4
Q1
Q2
Q3
2016/17 2017/18 2017/18 2017/18

Target

Oct
2017

Nov
2017

Dec
2017

December 2017

Value

Value

Value

Value

Value

Value

Value

Value

Value

Target

CH-DD-01 Delayed
Discharges - total
number of people
waiting to be
discharged from
hospital into a more
appropriate care
setting, once
treatment is complete,
excluding complex
needs codes.

4

1

1

1

1

2

4

5

2

0

CH-DD-02 Delayed
Discharges - number
of people waiting
more than 14 days to
be discharged from
hospital into a more
appropriate care
setting, once
treatment is complete,
excluding complex
needs codes.

2

0

0

1

0

0

0

2

0

0
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Indicator

Years

Quarters

2015/16 2016/17

Q4
Q1
Q2
Q3
2016/17 2017/18 2017/18 2017/18

Value

Value

Value

Value

Value

Months

Value

Target

Oct
2017

Nov
2017

Dec
2017

December 2017

Value

Value

Value

Target

Status

Graphs

Note Note
Date
06-

Feb-

CH-MH-01 18 weeks
referral to treatment
for Psychological
Therapies
(percentage of
completed waits less
than 18 weeks)

2018

The consultant clinical
psychologist is seeing

patients who had been

waiting for some time. Each
90%

77.6%

79.3%

64.6%

48.6%

50%

46.2%

40%

76.9%

such patient seen will be an

90%

18 week breach. Current

waiting list will be reviewed
with new psychiatrist for

appropriateness of referral.
06-

Feb-

CH-MH-02 18 weeks
referral to treatment
for Psychological
Therapies
(percentage of
ongoing waits less
than 18 weeks)

2018

Ongoing breaches of target

due to demand outweighing
capacity at present. New

assessment clinics running
61.4%

73.1%

73.1%

78%

77.4%

64.6%

69.5%

68.8%

64.6%

monthly to ensure

90%

appropriateness of referral.
Also looking to relocate

service in Lerwick due to lack
of consulting rooms.
12-

Jan-

2018

HR-HI-01 NHS
Boards to Achieve a
Sickness Absence
Rate of 4%

The monthly figure for

November 2017 shown is

below the Scottish average

for the month. The rolling 12
5.48%

3.76%

3.76%

3.98%

3.99%

3.31%

3.43%

3.31%

4%

month period 1 December

2016 to 30 November 2017

the percentage absence rate
is 3.79, also below the

Scottish average and meeting
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Indicator

Years

Quarters

2015/16 2016/17

Q4
Q1
Q2
Q3
2016/17 2017/18 2017/18 2017/18

Value

Value

Value

Value

Value

Months

Value

Target

Oct
2017

Nov
2017

Dec
2017

December 2017

Value

Value

Value

Target

Status

Graphs

Note Note
Date

the 4% target rate. Long term

absence is below the Scottish
average for the month and

the rolling year; short term

absence is below the Scottish
average for the month and
the rolling year.
HR-IT-01 The
percentage of
freedom of information
requests due a
response in the month
which received a
response within 20
days

85%

85%

90%

85%

79%

75%

84%

79%

90%

02-

Feb-

2018

The e-ksf tool will be

discontinued with effect from
31 March 2018, and will be

frozen from the 31st January
HR-SD-01 Knowledge
and Skills Framework
– Personal
27.9%
Development Plan
Review (rolling 12
month figure)

2018. TURAS appraisal will

take the place of e-ksf. Any
26.6%

26.6%

25.2%

24.3%

22.7%

24.2%

23.2%

22.7%

50%

appraisal that happens

between the 31st January and
31st March can still be

completed on paper. These
documents can then be
uploaded into TURAS

Appraisal in April 2018.
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Indicator

Years

Quarters

2015/16 2016/17

Q4
Q1
Q2
Q3
2016/17 2017/18 2017/18 2017/18

Value

Value

Value

Value

Value

Months

Value

Target

Oct
2017

Nov
2017

Dec
2017

December 2017

Value

Value

Value

Target

Status

Graphs

Note Note
Date
06-

HR-SD-04 Number of
staff attending
compulsory update
training sessions
(Refresher and
Induction Sessions)

Feb-

2018

1,054

210

210

75

148

208

161

192

208

A review of all mandatory
training is underway

following the return of the

Staff Development Training

270

Advisor from maternity leave.
This exercise is being treated
as a priority objective.

MD-EC-01
Emergency bed days
rates for people aged
75+

437

390

390

273

334

352

376

223

352

500

01-

Feb-

2018

Overall more people on the

dementia register are dying
or moving away than are

being diagnosed, though we
MD-MH-01 People
with a diagnosis of
dementia on the
dementia register

have seen an increase in
170

170

170

167

174

179

176

175

179

184

recent months. Plan in

development to provide
diagnostic training/

awareness for relevant staff

(e.g. GPs). Work continues to
encourage people to seek
earlier assessment and
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Indicator

Years

Quarters

2015/16 2016/17

Q4
Q1
Q2
Q3
2016/17 2017/18 2017/18 2017/18

Value

Value

Value

Value

Value

Months

Value

Target

Oct
2017

Nov
2017

Dec
2017

December 2017

Value

Value

Value

Target

Status

Graphs

Note Note
Date

diagnosis. We are also

intending to audit all people

discharged from hospital with
dementia indicated in the

discharge summary to ensure
that they are on the register
so that no potential new
diagnoses are missed.
NA-CF-01 18 weeks
referral to treatment
for specialist Child
and Adolescent
Mental Health
Services (percentage
of completed waits
less than 18 weeks)

NA-DI-01 Number of
cases where the
Upper GI endoscopy
waiting time was
greater than 6 weeks

62.5% 68.25% 100%

0

0

0

100% 82.35% 100%

0

0

0

100%

100%

100%

90%

0

0

0

0
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Indicator

Years

Quarters

Months

2015/16 2016/17

Q4
Q1
Q2
Q3
2016/17 2017/18 2017/18 2017/18

Target

Oct
2017

Nov
2017

Dec
2017

December 2017

Value

Value

Value

Value

Value

Value

Value

Value

Value

Target

NA-DI-02 Number of
cases where the
Lower endoscopy
(excluding
colonoscopy) waiting
time was greater than
6 weeks

0

0

0

0

0

0

0

0

0

0

NA-DI-03 Number of
cases where the
colonoscopy waiting
time was greater than
6 weeks

0

0

0

0

0

0

0

0

0

0

NA-DI-04 Number of
cases where the
cystoscopy waiting
time was greater than
6 weeks

0

0

0

0

0

0

0

0

0

0
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Indicator

Years

Quarters

Months

2015/16 2016/17

Q4
Q1
Q2
Q3
2016/17 2017/18 2017/18 2017/18

Target

Oct
2017

Nov
2017

Dec
2017

December 2017

Value

Value

Value

Value

Value

Value

Value

Value

Value

Target

NA-DI-05 Number of
cases where the
ultrasound scan
waiting time was
greater than 6 weeks

0

0

0

0

61

1

47

1

1

0

NA-DI-06 Number of
cases where the CT
scan waiting time was
greater than 6 weeks

0

0

0

0

0

0

0

0

0

0

NA-DI-07 Number of
cases where the
Barium enema test
waiting time was
greater than 6 weeks

0

0

0

0

4

0

1

0

0

0
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Indicator

Years

Quarters

Months

2015/16 2016/17

Q4
Q1
Q2
Q3
2016/17 2017/18 2017/18 2017/18

Target

Oct
2017

Nov
2017

Dec
2017

December 2017

Value

Value

Value

Value

Value

Value

Value

Value

Value

Target

2,757

2,561

2,561

2,882

2,821

3,072

2,500

2,548

3,072

3,061

NA-IC-28 Number of
Staphylococcus
aureus bacteraemia
infections (including
MRSA)

4

2

2

0

1

1

0

1

0

0

NA-IC-29 Number of
C Diff Infections

0

0

0

0

1

1

0

1

0

0

NA-EC-02 Rate of
attendance at A&E
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Indicator

NA-PL-01 Number of
patients waiting more
than 12 weeks from
referral to a first
outpatient
appointment
(consultant led
services)

Years

Quarters

Months

2015/16 2016/17

Q4
Q1
Q2
Q3
2016/17 2017/18 2017/18 2017/18

Target

Oct
2017

Nov
2017

Dec
2017

December 2017

Value

Value

Value

Value

Value

Value

Value

Value

Value

Target

115

400

400

291

175

196

195

182

196

350

Status

Graphs

Note Note
Date

02-

Feb-

2018

NA-PL-02
Inpatients/Day Cases
Waiting Over 9 Weeks

We are continuing to

experience capacity pressure
across all specialities

although the main pressure is
44

27

27

19

16

41

24

33

41

0

currently Ophthalmology

which is changing to a locally
provided service and there

are 31 patients waiting over 9
weeks - this remains a cost
pressure for 2018-19.

NA-PL-03 Treatment
Time Guarantee - 12
weeks from being
added to Inpatient
waiting list to having
procedure

0

9

9

2

0

0

0

0

0

0
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Indicator

Years

Quarters

2015/16 2016/17

Q4
Q1
Q2
Q3
2016/17 2017/18 2017/18 2017/18

Value

Value

Value

Value

Value

Months

Value

Target

Oct
2017

Nov
2017

Dec
2017

December 2017

Value

Value

Value

Target

Status

Graphs

Note Note
Date
02-

Feb-

NA-PL-04 Number of
patients waiting more
than 12 weeks from
referral to a first
outpatient
appointment
(Orthodontic Service)

2018

Additional capacity is
provided regularly in

weekend clinics by a longterm locum orthodontic

0

0

0

1

0

7

3

4

7

consultant. NHS Grampian are

0

now able to provide a visiting
service under the SLA with a
new consultant - starting
March 2018

NA-PL-05 18 Weeks
Referral to Treatment:
Combined
Performance

90.8%

87.5%

86.2%

80.1%

81.9%

87.9%

82.8%

90.3%

90.3%

90.0%

05-

Feb-

NA-PL-06 Urgent
Referral With
Suspicion of Cancer
to Treatment Under
62 days

2018

50%

83%

83%

100%

100%

50%

80%

100%

50%

100%
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Indicator

Years

Quarters

Months

2015/16 2016/17

Q4
Q1
Q2
Q3
2016/17 2017/18 2017/18 2017/18

Target

Oct
2017

Nov
2017

Dec
2017

December 2017

Value

Value

Value

Value

Value

Value

Value

Value

Value

Target

NA-PL-07 Decision to
treat to first treatment
for all patients
100%
diagnosed with cancer
- 31 days

100%

100%

100%

100%

100%

80%

100%

100%

100%

Status

Graphs

Note Note
Date

25-

Jan-

2018

National priority is being

given to smoking cessation in

prisons, which does not apply
to island Boards, so we have
not been set a target for

2017-18. We are using our
PH-HI-05 Number of
successful smoking
quits at 12 weeks post
quit for people
residing in the 60 per
cent most-deprived
datazones in Shetland
(2017-18)

target from last year in order
to monitor our progress, but
13

19

31

may not meet this

challenging total again this

year. We expect a target to be
issued for 2018-19, but will
not get this confirmed until
June or July.

Note: this data will always be

3 months behind as quits can
only be counted at 12 weeks
post quit date.
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NHS Shetland Performance Report - Quarterly Indicators
Generated on: 06 February 2018

Years

Indicator

2015/16

2016/17

Value

Value

Quarters

Target

Q4 2016/17 Q1 2017/18 Q2 2017/18 Q3 2017/18

Q3 2017/18

Value

Value

Value

Value

Target

Status

Graphs

Note Note
Date
15-

CE-CS-05
Departmental
Business Continuity
Plans (BCPs) to be
completed for all
departments

Jan-

2018

94.7%

100%

100%

100%

100%

100%

56 out of 56 departments
have a BCP.

100%

16-

Jan-

2018

CE-CS-06
Departmental
Business Continuity
Plans (BCPs) to be
updated annually

68.4%

36.8%

36.8%

50%

67.9%

76.7%

75%

CE-IC-01 Cleaning
Specification Audit
Compliance

93.9%

96.4%

96.4%

97%

94.7%

93.2%

90%
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Years

Indicator

Quarters

Target

Q4 2016/17 Q1 2017/18 Q2 2017/18 Q3 2017/18

Q3 2017/18

2015/16

2016/17

Value

Value

Value

Value

Value

Value

Target

99.3%

99.3%

99.3%

100%

100%

90%

CH-AO-01 Maximum
Waiting Time from
Referral to First
Consultation for
Physiotherapy
Services - %age of
patients seen within
18 weeks

CH-DA-01 Clients will
wait no longer than 3
weeks from referral
received to
appropriate drug
treatment that
supports their
recovery.

85.7%

91.3%

100%

100%

100%

100%

90%

CH-DA-02 Clients will
wait no longer than 3
weeks from referral
received to
appropriate alcohol
treatment that
supports their
recovery.

88.2%

88.9%

87.5%

93.3%

93.3%

100%

90%
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Years

Indicator

2015/16

2016/17

Value

Value

Quarters

Target

Q4 2016/17 Q1 2017/18 Q2 2017/18 Q3 2017/18

Q3 2017/18

Value

Value

Value

Value

Target

Status

Graphs

Note Note
Date
24-

CH-SC-01 Percentage
of people 65 and over
requiring intensive
care package (over 10
hours per week) in
their own home

Jan-

2018

47%

51%

51%

55%

47%

48%

Enabling people to be as
independent and safe as

possible remains one of our

primary aims. We continue to

40%

provide appropriate support
in people's own home to
assist in achieving this.
06-

NA-CF-02 Eligible
patients will
commence IVF
treatment within 12
months by 31 March
2015

Feb-

2018

100%

100%

100%

100%

100%

100%

26-

Jan-

2018

NA-CF-05 At least
80% of pregnant
women in each SIMD
quintile will have
booked for antenatal
care by the 12th week
of gestation so as to
ensure improvements
in breast feeding rates
and other important
health behaviours.

Q3 data due at end of Feb 18.

National figures from NSS

Discovery for the year ending
Dec 17 show the rate for our
lowest SIMD quintile has

increased to 74.0% and our

overall rate also up to 82.2%.
61%

71.2%

71.2%

67.3%

67.3%

74%

80%

This equates to 166 of 202
pregnant women having

booked by the 12th week of

gestation. A local audit puts
the compliance at a much

higher rate. Problems with

booking date recording for
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Years

Indicator

2015/16

2016/17

Value

Value

Quarters

Target

Q4 2016/17 Q1 2017/18 Q2 2017/18 Q3 2017/18

Q3 2017/18

Value

Value

Value

Value

Target

Status

Graphs

Note Note
Date

off-island births have been
identified. Work is ongoing

with ISD and NHS Grampian
to ensure that these data
issues are rectified both
historically and going
forward.

NA-EC-01 A&E 4
Hour waits

96.5%

96.1%

97.4%

97.3%

96.3%

95.9%

98%

15-

Jan-

2018

NA-IC-26
Staphylococcus
aureus bacteraemia
infections (including
MRSA) (rate per 1,000
acute occupied bed
days)

Latest national data. 2 SABs

in this quarter. This increased
the overall rate for the

preceding 12 months to 0.42
per 1000 AOBD (7 SAB

infections), missing the target
0.95

0.73

0.73

0.4

0.42

0.24

of 0.24. The rate is within the
expected range for our Board
(ie not seen as statistically
significant as rate is not
outwith our confidence

intervals). Q3 data available
Apr 18.
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Years

Indicator

2015/16

2016/17

Value

Value

Quarters

Target

Q4 2016/17 Q1 2017/18 Q2 2017/18 Q3 2017/18

Q3 2017/18

Value

Value

Value

Value

Target

Status

Graphs

Note Note
Date
15-

Jan-

NA-IC-27 Clostridium
difficile infections in
patients aged 15 and
over per 1,000 total
occupied bed days

2018

0.42

0.08

0.08

0

0

Latest national data. There

were no C Diff infections in

this quarter. The overall rate

for the preceding 12 months

0.32

remains at zero per 1000

OBD (no C Diff infections),

meeting the target of 0.32.
Q3 data available April 18.
06-

Feb-

2018

PH-HI-01
Immunisation Uptake MMR1 at 2 yrs

Uptake of MMR fluctuates
because of small

numbers. Health care

professionals are working
95.6%

94.2%

94.2%

87.3%

88.2%

95%

hard to promote

immunisation but ultimately
parents have a choice about
whether or not they want to
immunise their child.
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Years

Indicator

Target

2015/16

2016/17

Value

Value

2016/17
Target

Status

Graphs

Note Note
Date
22-

Dec-

2017

PH-HI-10 Reduce the
proportion of children
with their Body Mass
Index outwith a
healthy range (>=85th
centile)

In order to have an impact on Primary 1
children, risk of overweight and obesity
needs to be identified early enough for
effective support to be provided. A

programme of work is underway with health
22.3%

26.1%

visitors who undertake the 27-30 month

TBC

developmental checks and pre-school

checks, to ensure accurate measuring and
accurate reporting, and that appropriate
support is being offered to parents,

including the use children's plans where

appropriate. Next data available Dec 18.
30-

PH-HI-11 Reduce
mortality from
coronary heart
disease among the
under 75s (European
age standardised rate
- ESP2013)

Jan-

2018

75.2

41.2

64.7

Page 293 of 293

Small numbers mean we do fluctuate year on
year. Next data available - Feb 19.

