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1.

Introduction

1.1

Section 42 of the 2014 Public Bodies (Joint Working) (Scotland) Act requires that
Performance Reports be prepared by the Partnership.

1.2

In November 2018 the IJB agreed the revised Performance Framework for the
Partnership. This Framework requires each locality to report to their respective Area
Committee every 6 months. Each locality report focuses on either 4 or 5 of the 9
National Health and Wellbeing Outcomes so that, over the course of a year,
progress towards each outcome is reported once to Area Committees.

1.3

This set of reports provides information for the period 1st January 2019 to 30th June
2019 on performance against a range of indicators. These indicators relate to the
commitments contained within the Integration Joint Board’s Strategic Plan for
Health and Social Care which, in turn, relate to the 9 national health and wellbeing
outcomes.

2.

Recommendations

2.1

The Integration Joint Board is asked to:


Discuss and approve the Locality Performance Reports for circulation
to the Local Authority Area Committees

3.

Background

3.1

Dumfries and Galloway Integration Joint Board is committed to the accountability of
locality health and social care services to communities through their Area
Committees.

3.2

Point 2.3.8 of the Dumfries and Galloway Health and Social Care Integration
Scheme states, “Health and Social Care Services in each locality will be
accountable to their local community through the Area Committees and to the IJB.”

3.3

Point 4.14 of the Scheme states “The Parties recognise the need for local
community ownership in the development of health and social care services. In
developing this Scheme and the Strategic Plan, democratic accountability to local
communities will be important to the progress and success of integration. In
Dumfries and Galloway, Area Committees will scrutinise the delivery of integrated
services within their communities against the planned outcomes established within
the Strategic Plan and the Locality Plans and provide reports to the IJB”.

3.4

These reports follow on from work previously undertaken to develop the
performance management arrangements for the Dumfries and Galloway Health and
Social Care Partnership.

4.

Main Body of the Report

4.1

The Locality Performance Reports have been designed to reflect activities
supporting the delivery of the 9 National Health and Wellbeing Outcomes. The
National Health and Wellbeing Outcomes reported in this set of reports includes:

4.2

4.3



People, including those with disabilities or long term conditions, or who are
frail, are able to live, as far as reasonably practicable, independently at home
or in a homely setting in their community



People who use health and social care services have positive experiences of
those services, and have their dignity respected



Health and social care services contribute to reducing health inequalities



People who provide unpaid care are support to look after their own health
and wellbeing, including to reduce any negative impact of their caring role on
their own health and wellbeing



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

Highlights from Annandale and Eskdale (Appendix 1):


Annandale and Eskdale have made good progress in developing new
housing with care services. However, it is increasingly difficult to source care
at home services, particularly in the more rural areas.



3 out of 4 cottage hospitals in Annandale and Eskdale have achieved silver
status as part of the Care Assurance programme. The fourth hospital is
currently working towards silver status having achieved bronze.



Over 60% of staff from health and social care in Annandale and Eskdale took
part in the iMatter staff survey and confirmed that satisfaction rates are
relatively high. However, the survey also confirmed that staff wanted more
opportunities to share their ideas on how to improve service delivery.

Highlights from Nithsdale (Appendix 2):

4.4

4.5



Supporting people through a safe discharge from hospital and preventing
unnecessary delays in discharge from hospital remains a priority. Nithsdale
have introduced the Single Point of Contact to support this.



Rapid Response are a highly skilled multi disciplinary team which support
people, families and Carers at the point of crisis. On average, the Rapid
Response team receive 62 referrals per month.



There are a range of activities happening in Nithsdale that support
addressing health inequalities including initiatives tackling food poverty,
establishing a Hen’s Shed, and working in partnership with Independent
Living Support.

Highlights from Stewartry (Appendix 3):


Health and social care staff and care providers are working collaboratively to
improve people’s flow across the health and social care system



The Stewartry Locality Team are exploring new ways of working to support
unscheduled and urgent care in the care home setting



A two way referrals system has been established between the Dumfries and
Galloway Carer’s Centre and Healthy Connections in Stewratry to ensure
Carers are supported in their caring role.

Highlights from Wigtownshire (Appendix 4):


The mPower project aims to empower people to take control of their long
term conditions at home by using technology such as the Florence text
messaging service and NHS Attend Anywhere.



Through the Community Health Synchronisation (CoH-Sync) project 422
health and wellbeing plans have been developed since October 2018.



Pharmacy Hubs have been developed at Waverley Medical Centre and
Newton Stewart Health Centre.

5.

Conclusions

5.1

The Locality Performance Reports, April 2019 for Annandale and Eskdale,
Nithsdale, Stewartry and Wigtownshire are the first set of locality performance
reporting for the Health and Social Care Partnership this financial year.

SECTION 2: COMPLIANCE WITH GOVERNANCE STANDARDS

6.

Resource Implications

6.1.

There are no resource implications.

7.

Impact on Integration Joint Board Outcomes, Priorities and Policy

7.1.

Robust performance management arrangements are critical to the delivery of the
Strategic Commissioning Plan.

7.2.

The Locality Plans are linked to National Health and Wellbeing Outcomes 2,3,5,6
and 8.

8.

Legal & Risk Implications

8.1.

Regular performance reporting by the Integration Joint Board is a legislative
requirement.

.
9.

Consultation

9.1.

The Health and Social Care Senior Management Team have been consulted on
the content of this Report.

10.

Equality and Human Rights Impact Assessment

10.1.

This is not required.

11.

Glossary
ASP
CAMHS
CAU
COSLA
DGHSCP
ED
IJB
ISD
MSG
NHS
NSS
SAB
SMR01

Adult Support and Protection
Child and Adolescent Mental Health Services
Combined Assessment Unit
Convention of Scottish Local Authorities
Dumfries and Galloway Health and Social Care Partnership
Emergency Department
Integration Joint Board
Information and Statistics Division
Ministerial Strategic Group
National Health Service
National Services Scotland
Staphylococcus Aureus Bacteraemia
Scottish Morbidity Recording Scheme 01
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Foreword
Annandale and Eskdale is a great place to live and work. We can be
rightly proud of how local communities, agencies and individuals
work together to support the health and wellbeing of local people.
However just as financial, technological and demographic changes
are having a profound impact on how services are delivered in other
parts of our lives, it is evident that similar changes are required in
how we deliver health and social care. For example, as more and
more people use Skype to keep in touch with friends and relatives,
new technology can also provide opportunities for people and their
clinicians to communicate with each other. Using the Attend
Anywhere technology can reduce time spent travelling. The pace of
change will continue to increase and presents both challenges and opportunities for us to
support people across Annandale and Eskdale to lead healthy and fulfilling lives.
This report sets out the progress and challenges we have faced over the last 12 months in
delivering 5 of the 9 National Health and Wellbeing Outcomes. As part of our commitment to
support people to live as independently as possible in a homely setting (Outcome 2), we
have made good progress in developing new housing with care services. However, we have
found it increasingly difficult to source care at home services, particularly in the more rural
areas. This has led to significant delays in discharging some people from hospital and in the
timely provision of support which helps prevent admission into hospital.
We are continuing to engage in good conversations with local people to help maximise
access to natural forms of community support. Work has begun to review our current
framework agreement with local providers to help improve the availability of care at home
services across all parts of Annandale and Eskdale
Within this report, you will read more about the experience of people who use health and
social care services (Outcome 3), the progress we have made in reducing health inequalities
(Outcome 5), the support we provide for unpaid Carers (Outcome 6) and how we engage our
workforce in all sectors to help continually improve the information, support, care and
treatment they provide. Whilst we have made good progress in some areas, we know that
demand is increasing, waiting times are growing, our workforce is ageing, and some of our
buildings and services are not fit for purpose.
Over the next 12 months we will have to increase the pace of change. Engaging with our
wider workforce, both paid and unpaid, continuing to roll out good and open conversations
within all parts of our community and a more creative use of new technology will be key to us
developing and delivering a programme of sustainability and modernisation. We live in
challenging times but by working together, new and creative ways of delivering excellent
health and social care can and will be developed moving forward.
For as the renowned anthropologist, Margaret Mead, once said “Never doubt that a small
group of thoughtful, committed citizens can change the world. Indeed, it is the only thing that
ever has”.
Gary Sheehan
Locality Manager - Annandale and Eskdale
October 2019
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Introduction
The Public Bodies (Joint Working) (Scotland) Act 2014 (the Act) (here) set a legal framework
for integrating (combining) health and social care in Scotland. This legislation says that each
health board and council must delegate (transfer) some of its functions to new integration
authorities. By doing this, a single system for planning and delivering health and social care
services is created locally.
The integration authority in this area came into existence in the form of Dumfries and
Galloway Integration Joint Board (IJB) on 1 April 2016. The responsibility for the planning
and delivery of the majority of adult health and social care services are delegated from the
Local Authority and NHS to this new body.
The Scottish Government has set out 9 National Health and Wellbeing Outcomes. These
outcomes set the direction for health and social care partnerships and their localities, and
are the benchmark against which progress is measured. These outcomes have been
adopted by the IJB in its Strategic Plan.
The Act requires each integration authority to establish localities. The 4 localities in Dumfries
and Galloway follow the traditional boundaries of Annandale and Eskdale, Nithsdale,
Stewartry and Wigtownshire. Each locality has developed its own Locality Plan.
In Dumfries and Galloway the Local Authority and NHS have agreed, through their Scheme
of Integration, that “Health and social care services in each locality will be accountable to
their local community through Area Committees and to the IJB”. It was also agreed that
“Area Committees will scrutinise the delivery of Locality Plans against the planned outcomes
established within the Strategic Plan.”
In November 2018 the IJB agreed the revised performance framework for the Partnership.
This framework requires each locality to report to their respective Area Committee every 6
months. Each locality report focuses on either 4 or 5 of the 9 National Health and Wellbeing
Outcomes so that, over the course of a year, progress towards each outcome is reported
once to Area Committees.

Public Bodies (Joint Working) (Scotland) Act 2014
www.legislation.gov.uk/asp/2014/9/contents/enacted (last access 23 May 2017)
Dumfries and Galloway Scheme of Integration
http://www.dg-change.org.uk/wp-content/uploads/2015/07/Dumfries-and-GallowayIntegration-Scheme.pdf (last access 30 January 2019)
Strategic Plan 2018- 2021
dghscp.co.uk/wp-content/uploads/2018/12/Strategic-Plan-2018-2021.pdf (last accessed 20
June 2019)
Dumfries and Galloway Health and Social Care Performance Reports
www.dghscp.co.uk/performance-and-data/our-performance (last accessed 8 May 2019)
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The symbols we use
i)

How we are addressing this outcome in our locality

The Locality Plan for Annandale and Eskdale details our commitments that support the
National Health and Wellbeing Outcomes and Dumfries and Galloway’s Strategic Plan.
These are repeated here, under their respective outcome, together with a Red, Amber,
Green (RAG) Status that indicates our assessment of progress.
Red - Progress in implementing the commitment is significantly behind schedule
or work has not started when it was due to start.
Amber - Early warning that progress in implementing the commitment is slightly
behind schedule.
Green - Progress in implementing the commitment is on or ahead of schedule or
the work has been completed.
Grey - work to implement the commitment is not yet due to start.

ii) How we are getting on
Next to each infographic in this report there are 2 circles, like this:

A1

The first circle shows the indicator number. Information about why and how each indicator is
measured can be found in the Performance Handbook, which is available on the Dumfries
and Galloway Health and Social Care Partnership website (www.dghscp.co.uk/performanceand-data/our-performance/). Where there is a + instead of a number, the figures are not
standard indicators, but additional information thought to be helpful.
The second circle shows red, amber or green colour (RAG status) and an arrow to indicate
the direction the numbers are going in. We have used these definitions to set the colour and
arrows:
We are meeting or exceeding the target
or number we compare against

Statistical tests suggest the number has
increased over time

We are within 3% of meeting the target
or number we compare against

Statistical tests suggest there is no
change over time

We are more than 3% away from
meeting the target or number we
compare against

Statistical tests suggest the number has
decreased over time

5

The 9 National Health and Wellbeing Outcomes
The Scottish Government has set out 9 national health and wellbeing outcomes for people.

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

Health and social care
services are centred on
helping to maintain or
improve the quality of life
of people who use those
services

People using health
and social care services
are safe from harm

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

Health and social care
services contribute
to reducing health
inequalities

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

People who use health
and social care services
have positive experiences
of those services, and have
their dignity respected

People who provide
unpaid care are supported
to look after their own health
and wellbeing, including to
reduce any negative impact of
their caring role on their own
health and wellbeing

Resources are used effectively
and efficiently in the provision
of health and social care
services

The 9 national health and wellbeing outcomes set the direction of travel for services in the
health and social care partnership and are the benchmark against which progress is
measured. The Scottish Government has not numbered these outcomes to reflect that they
are all equally important. However, locally we have added numbers solely for the purpose of
tracking progress through our performance framework.
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2. Outcome 2
People, including those with disabilities or long term conditions, or
who are frail, are able to live, as far as reasonably practicable,
independently and at home or in a homely setting in their
community.
2.1

How we support this in our locality

In the future, people’s health and social care needs will increasingly be met in their home
and in the community. The way that services are planned, delivered and coproduced reflects
this shift. We will be working collaboratively with local people and agencies from all parts of
the health and social care sector and beyond. We are committed to ensuring that people are
supported by the right person, at the right time and in the right place.
2.1.1 Housing with care and support
In our locality we are working towards this outcome by working across the Health and Social
Care Partnership (HSCP) and with registered social landlords to explore new housing with
care initiatives. Through the Handyvan and Care and Repair services, we also facilitate
minor and major adaptations to people’s homes. These aim to enable people to remain as
independent as possible in their own community.
2.1.2 Day support
We have continued to explore new opportunities to enhance the delivery of low levels of care
within our day centres. This follows on from the review of day care services being
undertaken with our colleagues in the Strategic Planning and Commissioning Team. This
initiative has allowed some service users to continue using the services of Langholm Day
Centre, keeping people active within their community and decreasing the likelihood of social
isolation.
2.1.3 Safe and Healthy Action Partnership (SHAP)
Working closely with Moffat Town Hall Development Trust we are trying to support the
further development and sustainability of the Monday and Friday Clubs which they have
developed. These clubs provide a hot meal, stimulation and company for older people and
for people living with dementia in the community.

The Friday Club is open to
all and is primarily focused
on people who are isolated
through living in a remote
location or lack of
transport. The club caters
for 60 people each week.

The Monday club evolved
from the Friday Club in
2018, when it became
apparent that some
members with physical or
mental disabilities needed
more personal care.
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2.1.4 New technology
We encourage people, where appropriate, who are assessed by our front line social work
staff to consider using Technology Enabled Care. We recognise that this can bring
challenges at times, but with the right support it is proving to be very positive with many
people and their families who are finding it very reassuring. We are also working with local
care homes and GPs to roll out Attend Anywhere technology. This enables people to
communicate with their clinicians through a video link.
2.1.5 Care Providers Forum in Annandale and Eskdale
The Care Providers Forum is very active. This is facilitated by our locality social work
manager, who is also part of the Care at Home work stream of the Healthy Ageing
Programme Board and advocates strongly on behalf of our community.
However, we continue to face significant challenges in the delivery of care at home in
Annandale and Eskdale, particularly in the more remote parts of the area. It is anticipated
this will be addressed, in part, by the new service framework when it is delivered later in
2020. Our partners in the care at home sector continue to attempt to recruit on an ongoing
basis though recruitment remains problematic for some.
2.16 Supporting people living with Parkinson’s Disease
Through the SHAP we are also working with local people and Parkinson’s UK to develop
sustainable support and activities for people living with Parkinson’s. An exercise and mobility
class has been tested and the evaluation has shown that people greatly benefitted. The
group are currently working together so that it becomes self sufficient and sustainable in the
longer term.

How we are getting on: Parkinson’s Exercise Group
The Parkinson’s Exercise Group received a small Grant from SHAP and Parkinson’s UK
to initially get started. There are around 12 people regularly attending, including some
Carers/friends, who all say they are benefiting both physically and mentally and enjoying
the chance to keep mobile, socialise and share experiences with others.
Comments from people taking part in the Parkinson’s Exercise Group included:
“I feel my balance
is improving”

8

“A real sense of community; a
chance to catch up with
refreshments afterwards.
Exercises are geared to help
different aspects of difficulty e.g.
balance, concentration,
relaxation and body strength”

+

“Enjoyed classes and I
am more aware of
balance and posture
and my walking has
improved.”

Annandale and Eskdale Locality Report: October 2019

2.2

How we are addressing this outcome in our locality

Our We Will commitments which support this outcome and their current Red, Amber, Green
(RAG) status:
7

We will work in partnership with local communities to develop new sustainable,
flexible and integrated models of community based day, residential, supported
living and other specialist services to meet the needs of local people.

8

We will work in partnership with care providers to develop sustainable care at
home and care home services which strive to optimise people’s independence and
quality of life.

9

We actively support people with chronic conditions in the community to help reduce
the need for people to be admitted to hospital.

10

We will work in partnership to develop ‘dementia friendly’ communities across
Annandale and Eskdale.

11

We will establish a locality housing group with housing providers and other partners
to develop new models of housing and support to meet the needs of people across
Annandale and Eskdale.

12

We will promote care and repair grant opportunities to enable people to remain
living within their own homes for as long as possible.

2.3

How we are getting on

2.3.1 Developing supported housing - Moffat and Langholm
Subject to final planning permission, we are progressing plans with Loreburn Housing to
develop 2 new Extra Care Housing schemes for older and younger people in Moffat and
Langholm. These schemes will see the delivery of 20 units on each site with a central hub
where care can be delivered and social activities take place. Our Housing Project
Management Team have a Design Sub Group and our front line staff and care providers
have been fully involved in the design of the properties in Moffat and Langholm. These will
be fully accessible and designed to Housing our Ageing Population Panel for Innovation
(HAPPI) standards. The bungalows in Moffat are also Passiv Haus designed.
In terms of our housing development programme there has been ongoing community
engagement in the towns of Moffat and Langholm. There has been some very positive
feedback from some members of both communities who have expressed an interest in being
considered for housing with care. However, there have been concerns raised by others in
the community who are unsure about possible adverse impacts it may have on our already
stretched GP practices in particular. It is understandable that some members of the
community have raised their concerns and we will continue to work with the local community
and GPs to ensure that we continue to transform primary care to meet the changing needs of
our local people.

9

2.3.2 Developing supported housing - Annan
We have established a housing project management team within our locality with
representatives from social work, technology enabled care team, welfare benefits team,
IDEAS team, nursing, occupational therapy, finance, commissioning, Care Inspectorate and
Loreburn Housing.
In partnership with Loreburn Housing, we have commissioned the development of a block of
9 flats in Station Yard in Annan for people with a learning disability. This development is
currently on site and due to be handed over in June 2020. This new development will
provide long term housing and support and increase the number of beds available for short
breaks for people with learning disabilities, their family and Carers. This will enable people
with learning disabilities to remain living in Annan rather than having to move elsewhere for
specialist supported accommodation. Some of the flats will be bespoke designs and the
scheme itself will be located close to key local transport services in the heart of Annan.

What people tell us: Developing supported housing
“We are very pleased to be working alongside
the Health and Social Care Partnership to
deliver specialist housing in the region. There is
strong evidence that housing with support and
care is under developed and we are keen to
work with partners to meet that need and create
homes which meet the aspirations of tenants
and their families. The Annan development is a
great example of this joint working.”

“It has been a privilege to have
been part of this project from
concept to fruition. Historically
some adults with complex needs
may have had to move way to find
suitable accommodation. However
this project supports individuals to
remain connected to their family,
friends and community."

Lorraine Usher, CEO of Loreburn Housing

Allison Breen, Social Work

2.3.3 Day services
As well as reviewing the funding arrangements for the 4 day centres for older people across
the locality, we are aware of the need to support other day services being provided (mainly
through volunteers) by Moffat Town Hall Development Trust where there is a real challenge
in terms of sourcing recurring funding. These types of community led initiatives are crucial to
people living in our communities and our Health and Wellbeing Team is working with them to
help find ways to support them to become sustainable.
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2.3.4 Integrating health and social care
As we integrate our services further across the Health and Social Care Partnership,
opportunities have arisen to improve communication, and subsequently outcomes for people
in our community. Our senior district charge nurse is now part of the management team
within Social Work which makes decisions on the outcomes and needs of individuals. This
has resulted in enhanced joint working between social workers, community nurses and care
providers resulting in better outcomes for some people and avoided the need for
hospitalisation in some cases. Keeping people out of hospital and encouraging them to be
active is also a vital aspect of prevention and self management.
2.3.5 Frailty collaborative
With the support of Health Education Scotland (HES), we are developing a frailty
collaborative project with local GPs to identify people at risk of frailty. The collaborative is
seeking to develop new ways of supporting these people to help prevent the need for
hospital admission or re-admission. A multi disciplinary project team has been established to
deliver this project. Our team of occupational therapists are in the project team to help
ensure people have the right equipment, aids and adaptations to allow them to remain in
their own homes for as long as possible and prevent the need for hospital admission or
requiring a residential care home.
2.3.6 Day of Care audit
Some people will always require higher levels of care and ultimately hospital admission or
residential care. However our Day of Care audits consistently shows that less than 50% of
the people supported in our cottage hospitals are still benefitting from being there. As well as
improving access to care at home and reablement services in the community, we are
progressing proposals to develop new intermediate care services across Annandale and
Eskdale.
2.3.7 Care homes
Over the past 12 months we have continued to work with Scottish Care and our local
residential care homes to enable them to provide sustainable, high quality care and support.
The roll out Anticipatory Care Plans (ACPs) in all homes has continued. We have also
developed a Service Improvement Team which included partners from the Care
Inspectorate, nursing, locality management, social work and commissioning teams. This
team is helping deliver improved performance and Care Inspectorate gradings for a local
care home. Moving forward, we plan to build on this approach to help support ongoing
improvements across all care homes in the locality.
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2.3

How we are getting on

Care and support at home is provided through a contract framework agreement for the
delivery of care and support at home and is mainly provided by third and independent sector
organisations. Across Dumfries and Galloway, approximately 20% of care and support is
delivered by the Partnership’s Care and Support Service (CASS).

People supported at home
The rate of care at home hours provided for people aged 65 and over; Annandale and Eskdale
1,000
Rate per 1,000
population

800

552.6

600
400

383.2
Apr 2019

Jan 2019

Oct 2018

Jul 2018

Apr 2018

Oct 2017

Jul 2017

Apr 2017

Dumf ries and Galloway

Source: Dumfries and Galloway Council

C8

On average, during
the last six months
of life, people spend

100%

89%

80%

Annandale and Eskdale
88%

88%

89%

Dumf ries and Galloway
89%

89%

89%

60%

of their time at home
or in a homely
setting.
A15

Jan 2017

Oct 2016

Apr 2016

0

Jul 2016

Annandale and Eskdale

Jan 2018

200

40%
20%

0%
2016/17

E5

2017/18

2018/19p

Source: ISD Scotland (p - provisional result)

Dumfries and Galloway
2018

62%

63%

62% of adults
with long term care
needs receive care at
home.

+
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A18

Dumfries and Galloway
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This proportion has not
changed across
Dumfries and Galloway
since 2016.

Source: ISD Scotland, Social Care Statistics
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Dumfries and Galloway
supports the same proportion
of people with long term care
needs at home compared to
Scotland overall.
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3. Outcome 3
People who use health and social care services have positive
experiences of those services, and have their dignity respected.
3.1

How we support this in our locality

There are a range of ways people are able to give feedback about their experience of health
and social care. Feedback may come in the form of comments, responses to surveys,
consultations and complaints. Our locality uses this feedback to continually improve services
and help those providing health and social care understand and respect the views of the
people they support.
We aim to provide the highest quality services possible to people in our communities through
the delivery of safe, effective and person centred care. Whenever the care we provide can
be improved, we must listen and act.
3.1.1 Complaints
Our complaints procedure reflects our commitment to welcoming all forms of feedback,
including complaints. It reflects our commitment to using this feedback to improve our
services, to address complaints in a person centred way and to respect the rights of
everyone involved. As well as addressing concerns at an early stage, we strive to investigate
and respond to complaints in a timely fashion and share the learning both to help improve
service delivery and also the experiences of people using our services.
3.1.2 Care Assurance
As a locality we are committed to provide safe, high quality and effective care. We
continually strive to make things better for the people in our care. Measuring the quality of
care being delivered is a complex process. By using our Care Assurance programme within
our cottage hospitals, and soon to be implemented within our community and adult general
nursing service, this enables us to obtain feedback from the people using our service. It also
supports staff to continuously improve using the feedback and knowledge from the Care
Assurance reports.
3.1.3 Good Conversations
Open and effective communication with the people using our service, including their families
and Carers, should begin at the start of their care and continue throughout all the care they
receive. Being open and honest when things go wrong is paramount in the relationship
between the people using services and the people who care for them. Acknowledging and
explaining when things go wrong is paramount. Good communication is key to ensure the
people accessing services get the support they need, particularly as many of them are
vulnerable. To this end all of our link workers, care co-ordinators and social workers are
trained in Good Conversations. This includes effective listening to what the person has to
say and allows them to work in partnership with people to identify how their outcomes can be
best met.
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3.2

How we are addressing this outcome in our locality

Our We Will commitments which support this outcome and their current Red, Amber, Green
(RAG) status:
13

We will listen to what people think of our services and let them know what
improvement actions we have taken.

14

We will develop of locality participation and engagement group.

15

We will provide a range of accessible ways for people to communicate their views
and wishes.

16

We will develop end of life care in line with the needs and wishes of people and
their families.

17

We will develop clusters of integrated care communities across Annandale and
Eskdale to promote more integrated ways of working and more effective points of
access to support.

3.2.1 Care Assurance
We continue to implement the Care Assurance programme throughout our cottage hospitals
across Annandale and Eskdale. Within our locality


3 of our 4 hospitals have already achieved Silver status following Level 3 Care
Assurance



the fourth hospital is currently undergoing Level 3, currently on Bronze status

We will continue to strive, maintain and build on the current levels within our hospitals. The
introduction of the Care Assurance Programme is currently under development for the
community adult general nursing teams.
3.2.2 Working together to improve services
We are demonstrating how we are learning from experiences and striving to improve. For
example, following a recent Care Inspectorate report we pulled together a Service
Improvement Team with partners from across the HSCP and third sector, to support a
service and assist them with developing an improvement plan. This has been positive,
resulting in an improved service which is delivering improved outcomes to vulnerable people.
The process also strengthened our partnership and there was significant learning for us in
how we can work effectively together with our care providers.
3.2.3 Using learning summaries
We believe the best way to reduce harm is to adopt unequivocally a culture of learning.
Within our locality, learning from adverse events is an essential part of our approach to
managing risk. Using learning summaries we will continue to be open and honest about what
has happened and will discuss adverse events promptly, fully and compassionately with all
concerned. Learning is shared, ensuring it is a core element for informing future planning
and development.
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3.2.4 Community engagement
We have listened to people using services who have told us how their outcomes can be best
met. This has included listening to people with a learning disability and to older people about
how the right type of housing and care can be integrated and delivered. (See Outcome 2 in
relation to Annan, Moffat and Langholm). These discussions will also inform the wider
discussions now required with our communities in respect of point 16 of our We Wills relating
to end of life care as well as point 17 in developing clusters of integrated care communities.
As part of the review of health and wellbeing teams across Dumfries and Galloway the local
team have been engaging with local people and stakeholders to get their views, ideas and
suggestions as to what is currently working well and what may need strengthening or
improving. As part of the review of health and wellbeing services we engaged with 150
people.

What people tell us: Health and Wellbeing Team and Community Link
“When we started getting help,
it helped improve our
circumstances and gave us
some much needed peace of
mind. If it was not for getting
help me and my partner would
still be in really bad positions in
life and wouldn’t know what to
do.”
- Community Link client

“The team responds
flexibly and positively to our
requests for help and we
feel comfortable referring
clients into their support
systems.
The team have built a
positive reputation for
effective intervention and
we have been delighted to
work with them in the past.”
- local person working in a
community initiative

“I think Community Link is excellent but clearly not
enough. The way the team pulls together is very
helpful; liaison with practices makes communication
work well and action planning easier.
The wider range of activities is great although with
reducing resources this will be hard to sustain.”
- local GP

“The Community Link Worker understood my son
and his challenges and also saw his potential. She
made him feel secure and he trusted her. The link
worker set up for him to volunteer at the Day Centre.
His self confidence blossomed and he now has such
a huge sense of self worth and I've noticed how
much more confident he is when talking to people. I
know to many people the input from the link worker
may seem small but she made all the difference to
my son and to his future I can’t thank her enough!”
- Person whose son used Community Link Service

“Thank you for all of the support that you gave me while I
was struggling up there. Without you giving me help and a
kick up the ****, I don’t think I would even be alive. It was a
very unpleasant period and you helped me to get through it”
- Community Link client
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3.3

How we are getting on

The Scottish Public Services Ombudsman’s Model Complaints Handling Procedure was
introduced from 1 April 2017, This procedure is for all public services and has 2 stages.
Stage 1 focuses on the early resolution of complaints and Stage 2 provides an opportunity
for detailed investigation of the issues raised.
Locality teams may receive complaints through both Dumfries and Galloway Council or NHS
Dumfries and Galloway.

In total, during 2018/19, Annandale and Eskdale locality team received...

7
6

Number

5

4
3

6
stage 1
complaints

5
stage 2
complaints

1

2

compliment
1
0
D2

Sources: Dumfries and Galloway Council,
NHS Dumfries and Galloway

The complaint handling process we follow enables us to streamline the complaint and
ensure an early local resolution within an acceptable timeframe. Complaints give us valuable
information and a first hand account of the experiences of the people we are caring for. This
allows us to identify and improve our services and ensure the problem does not happen
again.
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5. Outcome 5
Health and social care services contribute to reducing health
inequalities.
5.1

How we support this in our locality

Health inequalities occur as a result of wider inequalities experienced by people in their daily
lives. These inequalities can arise from the circumstances in which people live and the
opportunities available to them. Reducing health inequalities involves action on the broader
social issues than can affect a person’s health and wellbeing, including education, housing,
loneliness and isolation, employment, income and poverty. People from minority
communities or with protected characteristics (such as religion or belief, race or disability)
are known to be more likely to experience health inequalities.
5.2

How we are addressing this outcome in our locality

Our We Will commitments which support this outcome and their current Red, Amber, Green
(RAG) status:
24

We will work together to implement and deliver support that addresses and tackles
health inequalities.

25

We will work together to identify people in greatest need and those who may have
very specific needs.

26

We will target support for specific groups and communities with identified health
inequalities.

27

We will support people to reconnect with their communities and help them to make
informed choices.

28

We will work towards reducing health inequalities experienced by particular people,
groups and communities.

5.2.1 Health improvement
In our locality, a good example of this is the Health and Wellbeing Model which is the agreed
model for Dumfries and Galloway. It focuses on supporting people and communities to utilise
their own assets to build and strengthen resilience, enabling them to take an active role in
maintaining or improving their health and well-being and to reduce health inequalities.
The Health Improvement Team is based in Annan but work across the locality. Their key role
is to reduce health inequality and support people to achieve better health outcomes. This
involves working with


teams and staff across the Health and Social Care Partnership to influence and
encourage health and wellbeing approaches and support prevention and early
intervention



community groups and organisations, in particular those who work with those
experiencing inequalities

17



people, providing one to one support through Community Link, Let’s Cook or Healthy
Weight programmes.

The health improvement function within the locality is currently under review but the focus
will remain on reducing health inequalities.
There is a need to be able to offer confidence building courses as this has been identified as
a gap. We are currently looking to source funding to develop a local team of STEPS
facilitators.
We carry out an Equality Impact Assessment in relation to any service change or
development to ensure health inequalities are not being increased.
5.2.2 Community Link
Our Community Link programme continues to evolve as we build on the well established
model which was co-produced with our partners and communities over 7 years ago. The
service is working with some of our most vulnerable people, who have may have fallen
through the safety net of mainstream services, including mental health services, or who do
not meet the criteria for social services.
Many who access the service are leading very chaotic lives or have complex needs and
have disengaged with mainstream services. Having different conversations, where people
are supported to identify solutions and make small step changes, is improving outcomes for
people. It is also making more effective use of time and resources as part of a One Team
approach in the locality.
Many people are supported with issues such as housing, finance and benefits, mental
wellbeing and confidence and very often, supporting people to get the help they need from
re-engaging with mainstream services.
The Community Link workers received almost 400 referrals in the last year. Of these 180
were from postcode district DG12. Within the locality this postcode has the greatest
deprivation according to the data available.

What people tell us: Joan’s story
Joan approached her GP, feeling bereft after losing her husband and at sea because her
late husband had dealt with all their financial affairs. She was newly diagnosed with
Parkinson’s, had no family living locally and was feeling very socially isolated. The GP
referred Joan to the Community Link service.
Following some support from a community link worker Joan has greatly improved her life.
She feels she is coping with her grief, she feels listened to, confident in contacting people
and managing her finances. Joan is pro-actively managing her health conditions and is now
attending an exercise group for people with Parkinson’s. She has been supported to access
Attendance Allowance. This has enabled her to pay someone to maintain her garden, which
was of great importance to her, as she was unfit to do so. Joan has also accessed the
Winter Fuel payment which gives her financial confidence in keeping her home warm.

18
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5.2.3 Health Weight
Our Let’s Cook and Healthy Weight programmes target vulnerable people, parents and
parents to be. They deliver cooking skills, meal planning and budgeting sessions.
Evaluations show improved skills, knowledge and confidence in people who take part as well
as positive changes to behaviours and choices.
5.2.4 Safe and Healthy Action Partnership (SHAP)
We continue to work with partners across the sectors and with communities to identify and
maximise assets and assist people and groups to develop services, activities and initiatives
which strengthen community support for local people. The Safe and Healthy Action
Partnership (SHAP) is managed and administered by the Health Improvement Team. We
have a community health development worker who drives forward plans and supports the
development of initiatives, opportunities and ideas. The SHAP currently has over 115
members and has an inequality focus.

Example 1:
A GP highlighted that there was little
support for new parents in Annan. We
worked together with the GP, new parents
and others to develop a group which is
now very well attended. We have had
feedback from people taking part that they
feel less isolated. One person reported
having no need for antidepressants
anymore. The group is now being
supported to become self sufficient.

Example 2:
The New Horizons Drop In is another
example where we worked in
partnership with Alzheimer Scotland,
Parkinson’s UK and the local
community to establish a drop in
service on a monthly basis for people
with long term progressive neurological
conditions. This supports and increases
self care options for people by
highlighting services which can assist.

5.2.5 Good Conversations
Building capacity of the workforce across the sectors also can help to ensure people’s own
assets are utilised. We encourage our workforce to think about every contact or conversation
with a person as an opportunity to identify and maximise people’s assets to support their
own health and wellbeing. Good Conversations training is key to this and we have teams
across the locality trained to work in this way and we will continue to roll this out. The setting
of personal goals and aspirations allow us to support people to help themselves whilst
building confidence and skills.
An example is the Personal Outcome Plan used within the Community Link service. We also
now offer and deliver Let’s Prevent programme to people who are identified as being at risk
of type 2 diabetes.
5.1.5 Information about local activities
A local Activity Guide is produced and updated regularly through the Safe and Healthy
Action Partnership (SHAP) which contains information about the wide range of support,
activities and opportunities across Annandale and Eskdale. This supports communities and
other services and partners to make the best use of limited resources, target those who need
support and who are experiencing health inequality.

19

5.3

How we are getting on

Identifying appropriate local indicators to monitor health inequalities is challenging. It
requires both a measure of relative deprivation, and a measurable output that is
predominantly within the remit of the health and social care partnership.
The only measure of relative deprivation that is available for the whole population of
Dumfries and Galloway is the Scottish Index of Multiple Deprivation (SIMD). This is a tool
used by Scottish Government to identify deprived communities across Scotland. It considers
7 different aspects of deprivation: income, employment, housing, education, crime, health
and access to services.
SIMD is calculated using geographical areas called datazones. There are 6,976 datazones
across Scotland. These are ranked in order from 1, the most deprived datazone, to 6,976,
the least deprived datazone. We have used this ranking to identify the most deprived and the
least deprived communities within each locality, even if they are not nationally recognised as
deprived.
There are limitations to using SIMD in rural areas like Dumfries and Galloway. Indicators
using SIMD should be considered as indirect measures of health inequalities as some
people living in deprived circumstances will be living in communities not considered
deprived. When making planning decisions, SIMD should be considered alongside other
measures of deprivation and local intelligence.
There are many different factors that influence how often people need to go to hospital in an
emergency. These can include the type of work people do, housing conditions and how well
people are able to manage their own long term conditions. The chart below shows that there
is an inequalities gap between the most deprived and least deprived communities and how
often they go to hospital in an emergency.
The rate at which people attend a hospital in an emergency comparing the most and least
deprived communities in Annandale and Eskdale

Rate of emergency admissions
per 1,000 population
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6. Outcome 6
People who provide unpaid care are supported to look after their
own health and wellbeing, including to reduce any negative
impact of their caring role on their own health and wellbeing.
6.1

How we support this in our locality

Unpaid Carers are the largest group of care providers in Scotland, providing more care than
health and social care services combined. Providing support to Carers is an increasing local
and national priority.
A Carer is generally defined as a person of any age who provides unpaid help and support to
someone who cannot manage to live independently without the Carer’s help due to frailty,
illness, disability or addiction. The term Adult Carer refers to anyone over the age of 16, but
within this group those aged 16-24 are identified as Young Adult Carers.
6.1.1 Dumfries and Galloway Carers Centre (DGCC)
We work very closely with the Dumfries and Galloway Carers Centre (DGCC) whose
Annandale and Eskdale worker is co-located with the Health Improvement Team. Together
with the Community Link workers in particular, they identify and support Carers across the
locality. We work to ensure Carers receive appropriate support to access services and
activities that help them to look after their own health and wellbeing.
It must be noted however that not all Carers see themselves as Carers and may not want an
Adult Carer Support Plan (ACSP). Many are looking for some assistance to navigate their
way through the system, some emotional support, and information about what is available in
terms of activities and groups or links to others in similar situations. We are reviewing Adult
Carer Support Plans (ACSP) to ensure they reflect best practice.
Within the data available Annandale and Eskdale has a relatively low uptake from Carers for
an Adult Carer support Plan (ACSP) but has a high number of Adult Carers identified and
supported. Over the last 12 months, we have identified and referred 128 new adult Carers,
10 Young adult Carers and 25 young
Carers for support from the Carers Centre.
“The feedback I have received from people I have
6.1.2 Community Link
referred to the Community link service has been
really positive, the support people have received is
The Community Link service provides
first class and workers knowledge base is immense.
support to Carers who may not otherwise
The team are really good at supporting people to
have been identified. Often when a
improve their situations, particularly housing, which
Community lLink worker visits a person
has been life changing for people.“
who has been referred to the service there
is a Carer in the home who may also
- Worker from Dumfries and Galloway Carers Centre
require some support (we estimate this to
be about 60% of cases).
We also work closely with Alzheimer’s Scotland, who has a Carers Group. This group aims
to ensure the health and wellbeing needs of Carers are heard within the appropriate forum
and that people are given the opportunity to highlight issues and to get actively involved in
local developments through the local Dementia Forum.

21

6.2

How we are addressing this outcome in our locality

Our We Will commitments which support this outcome and their current Red, Amber, Green
(RAG) status:
29

We will listen to the views of Carers and will identify the action we will take to
support them.

30

We will identify current and potential Carers as early as possible.

31

We will make sure all Carers are told about their right to an adult care support plan
(previously known as Carers assessment) so that the needs of Carers are dealt
with in their own right.

32

We will identify, develop and promote local services to help improve the quality of
life of Carers.

33

We will continue to raise Care awareness across our workforce following the equal
partners in care core principles.

34

We will identify and support the particular needs of Young Carers.

6.2.1 Short Breaks
In response to feedback from Carers, we have developed and progressed plans for a new
and larger short breaks service in Annan for adults with a learning disability. Building work
has started on the new service which will open in June 2020.
6.2.2 Carer Awareness
We have continued to raise Carer Awareness across our wider workforce. A wide range of
individuals and agencies identify Carers and, where appropriate, refer them onto the DGCC
for additional support and information.
6.2.3 Carers’ Programme Board
The Carers Programme Board has recently established a subgroup to review our current
commissioning arrangements and priorities for supporting carers and will develop proposals
for consideration by the Programme Board.
We are committed to the safe sharing of information within multi disciplinary team meetings
with Carer organisations to support Carers and are developing an information sharing
protocol.
6.2.4 Carers within the Partnership
We recognise that many paid staff are also unpaid Carers providing support and care to
members of their own family and we strive to provide support and flexible working to enable
them to fulfil both sets of commitments. We have secured Carer Positive established status
(level 2) as an employer and are developing plans to achieve outstanding level 3 status.
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6.3

How we are getting on

From 1 April 2018 the Carers (Scotland) Act 2016 gives rights to Carers to have a support
plan that addresses their needs. Anyone can start to develop an Adult Carers Support Plan
(ACSP). The Dumfries and Galloway Carers Centre provide support to help people through
this process. Many Carers find that the information, advice and support they receive from
Carers organisations meets their needs. Only a small proportion of Carers will go on to
develop an ACSP and of these, fewer still will require additional services to meet their needs.

Number of Adult Carer Support
Plans

The number of Adult Carer Support Plans (ACSPs) completed by financial year;
Annandale and Eskdale
35
30
25

29

27

20
15

10

11

5
0
2016/17

C5

2017/18

2018/19

Source: Dumfries and Galloway Carers Centre
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8. Outcome 8
People who work in health and social care services feel engaged
with the work they do and are supported to continuously improve
the information, support, care and treatment they provide.
8.1

How we support this in our locality

It is important to acknowledge that different workplace cultures exist across the Partnership.
Acknowledging the diversity of these different cultures will lead to understanding and
respecting each other’s values and beliefs and bring new and different opportunities.
However, diversity also brings challenges that can act as barriers to integrated ways of
working. Our locality is supporting staff to learn together and develop leadership skills to
enable us to move towards a shared positive culture.
Across Annandale and Eskdale we strive to ensure teams are engaged, involved and
listened to with regard to planning and delivery of services. We do this in a number of ways
including organising an annual locality celebration event whereby staff from all disciplines
and agencies celebrate our successes, identify gaps, share learning and develop ideas for
improving service delivery.
8.1.1 Supporting and developing locality teams
Our Locality Management Team is drawn from staff from all sectors and disciplines and
meets monthly to monitor and promote integrated ways of working. Through regular 1 to 1
meetings, team meetings and annual performance reviews, we provide staff with an
opportunity to feel engaged with the work they do and an opportunity to contribute to
continuous improvements both individually and part of a wider team
It is important that the workforce across all sectors feel involved and we use the Safe and
Healthy Action Partnership to ensure communication, engagement and involvement of the
Third and Independent sector at all times. An example of this is the Health and Wellbeing
Review whereby the SHAP were actively involved in all of the engagement sessions. We
also hold regular meetings with staff from the third and independent sector to identify
common challenges and develop shared plans to address such needs.
The Health and Social Care Locality Plan for Annandale and Eskdale was drawn up and
reviewed with staff across all sectors and is monitored on a monthly basis by the multi
agency local management team.
Learning opportunities have also been
significant within our Social Work team
this year and this has resulted in 4 of
our Care Co-ordinators completing SVQ
Level 4 in Health and Social Care as
well as 1 of our Senior Social workers
completing post graduate studies in
emotionally unstable personality
disorder (EUPD).

24

Annandale and Eskdale Locality Report: October 2019

8.2

How we are addressing this outcome in our locality

Our We Will commitments which support this outcome and their current Red, Amber, Green
(RAG) status:
41

We will involve staff from all sectors in developing, delivering and reviewing this
plan.

42

We will make sure that local voluntary and community groups are able to shape
and continue to play a central role in delivering integrated health and social care
support.
We will support health and social care staff to develop their skills and knowledge to
enable them to develop their role, reduce duplication and work to optimum level.

43
44

We will consult with and listen to the views of staff and keep them updated on the
improvement actions we plan to take to develop more integrated ways of working.

45

We will develop a culture where respectful challenge is encouraged, underpinned
by openness, transparency and mutual respect.

46

We will involve employees in developing and promoting a Health Working Lives
programme across Annandale and Eskdale.

47

We will review and develop our supervision and appraisal processes to ensure that
we support and develop staff in an appropriate and consistent manner.

48

We will explore the opportunities to use new technology to support our workforce.

49

We will identify and promote career pathways which allow local workers to develop
to meet future gaps in the workforce.

50

We will promote more cross sector training opportunities to help support the
development of integrated ways of working.

51

We will work with all sectors to improve staff recruitment and retention.

Following feedback from staff,
we have improved Wi-Fi
access for staff and plan to roll
out MORSE technology to
enable more effective mobile
working.
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8.3

How we are getting on

iMatter is an annual staff survey tool that includes the development of team action plans to
build a positive workplace culture. At present, iMatter has been rolled out across health
teams including some staff employed by the local authority who work within fully integrated
teams. Building on the learning from 2018/19, more people in the Partnership participated in
iMatter.
The Scottish Government has identified iMatter as the key tool for measuring and promoting
a positive workplace culture. There are ongoing challenges to using iMatter as a staff survey
tool across the Partnership.
Staff survey results are very stable at an organisation level, but can be variable year to year
for small teams due to small numbers.
The Locality team is currently developing this year’s action plan towards building a positive
work culture. Please note these results include region wide services hosted in Nithsdale as
well as core locality services.

iMatter Responses

D5

D21

D22

Dumfries and Dumfries and
Galloway
Galloway
2017
2019

Annandale
and Eskdale
Locality
2019

4 out of 5 people agree that they
have the information necessary
to do their job.

80%

79%

82%

7 out of 10 people agree that
they are involved in decisions
relating to their job.

70%

69%

72%

3 out 4 people would recommend
their organisation as a good
place to work

74%

74%

78%

Source: NHS Dumfries and Galloway (iMatter Board Report) (2019)

Through iMatter, all teams are expected to identify 3 key actions to help improve staff
engagement processes.
Over 60% of staff across Annandale and Eskdale took part in the annual iMatter staff survey
and confirmed that staff satisfaction rates are relatively high. However the survey also
confirmed that staff wanted more visible senior management and more opportunities to
share their ideas on how to improve service delivery. All teams are developing 3 key actions
to support the findings of the staff survey and the new Sustainability and Modernisation
Programme (SAM) will provide an opportunity for staff at all levels to share their service
improvement ideas with Senior Managers.
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2017/18

Proportion of last 6 months of life spent at home or in a community
setting

Number of complaints received by the locality team (all stages)

A15 /
E5

D2

We are meeting or exceeding the
target or number we compare
against

-

89%

442.6

8.31

15.7

2018/19

2018/19(p)

May 2019

May 2019

May 2019

-

89%

552.6

6.81

26.2

11

89%

383.2

6.07

17.2

Current Value
Dumfries Annandale
Time
and
and
Period
Galloway Eskdale

We are more than 3% away from
meeting the target or number we
compare against

-

89%

(p) - Provisional result

We are within 3% of meeting the
target or number we compare
against

Source: ISD Scotland, HACE Dashboard, Dumfries and Galloway Council

May 2018

Total number of care at home hours provided as a rate per 1,000
population aged 65 and over

C8

-

9.73

May 2018

Rate of emergency admission by locality of residence per 1,000
population

D24

609.6

25.2

Rate of emergency department attendances by locality of residence
May 2018
per 1,000 population

D23

Locality Indicator

Outcome 1

Outcome 2

Outcome 3

Previous Value
Dumfries Annandale
Time
and
and
Period
Galloway Eskdale
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Appendix 1: Summary of Locality Indicators
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Jul 17 Jun 18

2016/17

2017/18

Number of bed days lost to delayed discharge by locality of
residence

Difference in the rate at which people attend hospital in an
emergency between the most deprived and least deprived
communities in the locality (per 1,000 population)

Number of Adult Carer Support Plans developed within the locality

D26

D27

C5

We are meeting or exceeding the
target or number we compare
against

We are within 3% of meeting the
target or number we compare
against

Jul 17 Jun 18

Number of people delayed in all hospitals (Dumfries and Galloway
Infirmary, Galloway Community Hospital and Cottage Hospitals) by
locality of residence

D25

Source: ISD Scotland, HACE Dashboard

7%

June 2018

Percentage of people supported by SDS Option 1 or Option 2, 65
years and older

C11

11

53

4,033

201

6%

28%

2018/19

2017/18

Jul 18 Jun 19

Jul 18 Jun 19

June 2019

June 2019

-

41

19,526

807

9%

24%
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46

5,493

244

8%

27%

Current Value
Dumfries Annandale
Time
and
and
Period
Galloway Eskdale

We are more than 3% away from
meeting the target or number we
compare against

-

38

12,890

604

25%

Percentage of people supported by SDS Option 1 or Option 2, under
June 2018
65 years of age

Previous Value
Dumfries Annandale
Time
and
and
Period
Galloway Eskdale

C10

Locality Indicator

Outcome 4

Outcome 5

Outcome 6
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2017
Jan - Mar
2018

Proportion of people who would recommend their organisation as a
good place to work

Average prescribing costs per person for 3 months

D22

D28

We are meeting or exceeding the
target or number we compare
against

Source: ISD Scotland, HACE Dashboard
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We are within 3% of meeting the
target or number we compare
against

June
2018

£49.92

2017

Proportion of people who agree that they are involved in decisions
relating to their job

D21

Percentage of People With SDS Option 3,Supported with Telecare

74%

2017

Proportion of people who agree that they have the information
necessary to do their job

D5

75%

£46.36

n/a

n/a

n/a

79%

3.9%

June 2019

Jan - Mar
2019

2019

2019

2019

Apr - Jun
19

Jun 18 May 19

Time
Period

74%

£50.68

74%

69%

79%

47%

4.3%

76%

£47.15

78%

72%

82%

58%

3.9%

Dumfries Annandale
and
and
Galloway Eskdale

Current Value

We are more than 3% away from
meeting the target or number we
compare against

72%

70%

80%

67%

Apr - Jun
18

Percentage rate of referrals to the Multi Agency Safeguarding Hub
(MASH) acknowledged within 5 days
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D27

4.4%

Dumfries
Annandale
and
and Eskdale
Galloway

Jun 17 May 18

Time
Period

Percentage rate of emergency re-admission to hospital within 7
days

Locality Indicator

Outcome 7

Outcome 8

Outcome 9

Previous Value
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Foreword
Welcome to the latest report from Nithsdale locality covering the
period January – June 2019. This has been a busy time for teams
across the locality as they strive to enhance the care and support
they provide to Nithsdale residents. At the same time, dealing
with competing demands and managing locally the challenges
faced nationally around recruitment and availability of care at
home services. We are working to embed solutions across the
locality to support people and to help address these challenges.
Supporting people through a safe discharge from hospital and
preventing unnecessary delays in discharge from hospital
remains a priority across the locality. In early 2019, we reviewed our
locality flow meetings and in February 2019 embedded this within our Single Point of Contact
(SPoC). This involved representation from the wider Nithsdale in Partnership (NiP) services,
cottage hospitals, and flow coordinators (Attend Anywhere was set up to facilitate virtual
attendance). Flow is now an integral part of the daily SPoC huddle and indeed SPoC itself.
We have been able to combine resource from our transitional care team with our healthcare
support worker resource, pulling together to support patients home from hospital. And indeed
to support them when home, reducing delayed discharges across the locality and freeing up
cottage hospital beds to promote flow. Currently, with the combined resource we are
supporting 34 people in their homes which equates to 231 hours of care this week. Mainly,
the team are providing care at home to people as they await long term care.
At the time of writing there are 15 Nithsdale residents across the region considered to be
experiencing a delayed discharge:


Awaiting Guardianship = 01



Awaiting Housing = 01



Awaiting Care at Home = 11



Ongoing Assessment = 02

It is important not to forget that prevention and early intervention work are crucial in
supporting people to improve their health and wellbeing and to remain as independent as
they can for as long as possible. Throughout this report we give examples of the ongoing
valuable work undertaken by the Health and Wellbeing and Community Development teams,
jointly with colleagues in the 3rd sector to support better preventative outcomes and to help
reduce health inequalities. Further information in Outcome 6 gives examples of the work
being undertaken to support unpaid carers. Outcome 5 gives a flavour of the work with
community and vulnerable groups to support improved health and wellbeing.
Finally, this report gives an opportunity for me to express my appreciation and thanks to the
staff across the locality for their hard work and dedication and for their commitment to
transforming how we provide our services as we work together to address the challenges
across health and social care.
Alison Solley
Locality Manager - Nithsdale
October 2019
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Introduction
The Public Bodies (Joint Working) (Scotland) Act 2014 (the Act) (here) set a legal framework
for integrating (combining) health and social care in Scotland. This legislation says that each
health board and council must delegate (transfer) some of its functions to new integration
authorities. By doing this, a single system for planning and delivering health and social care
services is created locally.
The integration authority in this area came into existence in the form of Dumfries and
Galloway Integration Joint Board (IJB) on 1 April 2016. The responsibility for the planning
and delivery of the majority of adult health and social care services are delegated from the
Local Authority and NHS to this new body.
The Scottish Government has set out 9 National Health and Wellbeing Outcomes. These
outcomes set the direction for health and social care partnerships and their localities, and
are the benchmark against which progress is measured. These outcomes have been
adopted by the IJB in its Strategic Plan.
The Act requires each integration authority to establish localities. The 4 localities in Dumfries
and Galloway follow the traditional boundaries of Annandale and Eskdale, Nithsdale,
Stewartry and Wigtownshire. Each locality has developed its own Locality Plan.
In Dumfries and Galloway the Local Authority and NHS have agreed, through their Scheme
of Integration, that “Health and social care services in each locality will be accountable to
their local community through Area Committees and to the IJB”. It was also agreed that
“Area Committees will scrutinise the delivery of Locality Plans against the planned outcomes
established within the Strategic Plan.” These reports are published through the year on the
Partnership’s website (here).
In November 2018 the IJB agreed the revised performance framework for the Partnership.
This framework requires each locality to report to their respective Area Committee every 6
months. Each locality report focuses on either 4 or 5 of the 9 National Health and Wellbeing
Outcomes so that, over the course of a year, progress towards each outcome is reported
once to Area Committees.

Public Bodies (Joint Working) (Scotland) Act 2014
www.legislation.gov.uk/asp/2014/9/contents/enacted (last access 23 May 2017)
Dumfries and Galloway Scheme of Integration
http://www.dg-change.org.uk/wp-content/uploads/2015/07/Dumfries-and-GallowayIntegration-Scheme.pdf (last access 30 January 2019)
Strategic Plan 2018- 2021
dghscp.co.uk/wp-content/uploads/2018/12/Strategic-Plan-2018-2021.pdf (last accessed 20
June 2019)
Dumfries and Galloway Health and Social Care Performance Reports
www.dghscp.co.uk/performance-and-data/our-performance (last accessed 8 May 2019)
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The symbols we use
i)

How we are addressing this outcome in our locality

The Locality Plan for Nithsdale details our commitments that support the National Health and
Wellbeing Outcomes and Dumfries and Galloway’s Strategic Plan. These are repeated here,
under their respective outcome, together with a Red, Amber, Green (RAG) Status that
indicates our assessment of progress.

Red - Progress in implementing the commitment is significantly behind schedule
or work has not started when it was due to start.
Amber - Early warning that progress in implementing the commitment is slightly
behind schedule.
Green - Progress in implementing the commitment is on or ahead of schedule or
the work has been completed.
Grey - work to implement the commitment is not yet due to start.

ii) How we are getting on
Next to each infographic in this report there are 2 circles, like this:

A1

The first circle shows the indicator number. Information about why and how each indicator is
measured can be found in the Performance Handbook, which is available on the Dumfries
and Galloway Health and Social Care Partnership website (www.dghscp.co.uk/performanceand-data/our-performance/). Where there is a + instead of a number, the figures are not
standard indicators, but additional information thought to be helpful.
The second circle shows red, amber or green colour (RAG status) and an arrow to indicate
the direction the numbers are going in. We have used these definitions to set the colour and
arrows:
We are meeting or exceeding the target
or number we compare against

Statistical tests suggest the number has
increased over time

We are within 3% of meeting the target
or number we compare against

Statistical tests suggest there is no
change over time

We are more than 3% away from
meeting the target or number we
compare against

Statistical tests suggest the number has
decreased over time

5

The 9 National Health and Wellbeing Outcomes
The Scottish Government has set out 9 national health and wellbeing outcomes for people.

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

Health and social care
services are centred on
helping to maintain or
improve the quality of life
of people who use those
services

People using health
and social care services
are safe from harm

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

Health and social care
services contribute
to reducing health
inequalities

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

People who use health
and social care services
have positive experiences
of those services, and have
their dignity respected

People who provide
unpaid care are supported
to look after their own health
and wellbeing, including to
reduce any negative impact of
their caring role on their own
health and wellbeing

Resources are used effectively
and efficiently in the provision
of health and social care
services

The 9 national health and wellbeing outcomes set the direction of travel for services in the
health and social care partnership and are the benchmark against which progress is
measured. The Scottish Government has not numbered these outcomes to reflect that they
are all equally important. However, locally we have added numbers solely for the purpose of
tracking progress through our performance framework.

6
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2. Outcome 2
People, including those with disabilities or long term conditions, or
who are frail, are able to live, as far as reasonably practicable,
independently and at home or in a homely setting in their
community.
2.1

How we support this in our locality

In the future, people’s care needs will be increasingly met in the home and in the community,
so the way that services are planned and delivered needs to reflect this shift.
In our locality, examples of how we are working towards this outcome are as follows:


Rapid Response Team



Advanced Nursing Practice Service relating to Rapid Response Team



Community Rehabilitation and Wellbeing Team

2.2

How we are addressing this outcome in our locality

Our We Will commitments which support this outcome and their current Red, Amber, Green
(RAG) status:

5

Make efficient use of our staff resources and services by improving
communications and coordination.

6

Work with all partners to create opportunities for people living with dementia to
remain active, involved in their existing interests and living in their preferred
community where possible.

7

Work with partners to consider housing and support options to reflect the needs
of Nithsdale locality.

8

Creatively look at developing different approaches to how we use care-homes,
care at home and other resources.

9

Ensure access to self directed support and person centred approaches by
utilising the appropriate resources and skills of the partnership.

10

Enable people including those with disabilities, long term conditions or who are
frail to access information and support when they need it.

2.2.1 Rapid Response Team
Rapid Response are a highly skilled multi disciplinary team which supports individuals,
families and Carers at point of crisis, support safe and timely discharge and prevent hospital
admission. The team assess the individual holistically, planning and providing support and
where necessary putting in transitional care.

7

The Rapid Response team most commonly treats people who have:


Fallen - were involved in pilot work with the Scottish Ambulance Service (SAS) and
continue to work closely with them



Urinary Tract Infections (UTIs)



Chest Infections



Respiratory conditions - from 29 July 2019 Rapid Response will have an integral role
in the new Integrated Respiratory Pathway (IRP) supporting people to remain safely at
home

2.2.2 Advanced Nursing Practice
Discussions have been underway, looking at Advanced Nursing Practice (ANP) work in the
Nithsdale in Partnership Rapid Response Team with particular focus on


Older People’s Team, Frailty Team, Discharge Team and Front Door Services
(Occupational Therapy, Physiotherapy and Frailty Specialist Nurse)



Supporting development of processes identifying older people who are frail and have
been referred to NiP



Assessing these people using ANP skills and knowledge, the Frailty Tool (Rockwood)
and Geriatric Comprehensive Assessment

An ANP trainee started with the rapid response team on the 1 July 2019. Further progress
will be reported in future reports.
2.2.3 Community Rehabilitation and Wellbeing Team
A range of activities are undertaken which support this outcome including
Seated Exercise Group
The 6 week sessions were attended by 8 people on average, on a weekly basis. Although
this did fulfil a need, these people have not been able to continue low level exercise as the
group disbanded.
Swimming Exercise Session
Following discussion with Dumfries and Galloway Council this will be relocated to DGOne
commencing 1 August 2019. 20 people hope to attend on a weekly basis. Carers will also be
attending to give support and for their own health benefits. This session is supported by
rehab staff and it is hoped that this will be multi-disciplinary support in future.
STEPS course
STEPS is a course which encourages you to take a fresh look at your life. It helps you to:

8



understand why you think the way you do about yourself and your situation



see what you are capable of achieving



gives you the tools to make changes for the better
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We have run 2 STEPS Courses over the past year which will conclude in August. Attendees
have found that it has improved their management of long term conditions by boosting
motivation, self esteem and confidence.

2.3

How we are getting on

Referrals into the Rapid Response service during the period April – June 2019 are as
follows:


187 referrals received and accepted = on average 62 per month



54 were supported hospital discharge (9 Cottage Hospitals, 45 DGRI)



86% of the 187 referred remained out of hospital 4 weeks following discharge from
Rapid Response



7 referrals from mid and upper Nithsdale (geographical criteria broadened April 2019)



49 public referrals

Rapid Response Referrals
100
Ref errals

80

71

60

63

66

Mar-19

Apr-19

75
55

42

40
20
0

Jan-19

+

Feb-19

May-19

Jun-19

Source: Rapid Response Team

“The service was absolutely
brilliant; you couldn’t improve
on it.”

“They worked well
together, and gave
me plenty of time.”

“I was amazed [by the service] and so grateful. I didn’t
know that it existed. We’re so
lucky in this area.”
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2.3

How we are getting on (continued)

Care and support at home is provided through a contract framework agreement for the
delivery of care and support at home and is mainly provided by third and independent sector
organisations. Across Dumfries and Galloway, approximately 20% of care and support is
delivered by the Partnership’s Care and Support Service (CASS).

People supported at home
The rate of care at home hours provided for people aged 65 and over; Nithsdale
1,000
647.3

Rate per 1,000
population

800
600
400

552.6

Apr 2019

Jan 2019

Oct 2018

Jul 2018

Jan 2018

Jul 2017

Apr 2018

Dumf ries and Galloway
Apr 2017

Jan 2017

Jul 2016

Oct 2016

Nithsdale
Apr 2016

0

Oct 2017

200

Source: Dumfries and Galloway Council
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On average, during
the last six months
of life, people spend

Nithsdale

Dumf ries and Galloway

100%
80%

89%

86%

88%

88%

89%

89%

89%

60%

of their time at home
or in a homely
setting.

40%
20%
0%

A15

E5

2016/17

2017/18

2018/19p

Source: ISD Scotland (p - provisional result)

Dumfries and Galloway
2018

62%

63%

62% of adults
with long term care
needs receive care at
home.

+
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A18

Dumfries and Galloway
2017

This proportion has not
changed across
Dumfries and Galloway
since 2016.

Source: ISD Scotland, Social Care Statistics

Scotland
2018

62%

Dumfries and Galloway
supports the same proportion
of people with long term care
needs at home compared to
Scotland overall.
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3. Outcome 3
People who use health and social care services have positive
experiences of those services, and have their dignity respected.
3.1

How we support this in our locality

There are a range of ways people are able to give feedback about their experience of health
and social care. Feedback may come in the form of comments, responses to surveys,
consultations and complaints. Our locality uses this feedback to continually improve services
and help those providing health and social care understand and respect the views of the
people they support.
In our locality examples of how we are working towards this outcome are as follows


Nithsdale Single Point of Contact (SPoC)



development of a centre for the examination of victims of rape and sexual assault out
with police custody

3.2

How we are addressing this outcome in our locality

Our We Will commitments which support this outcome and their current Red, Amber, Green
(RAG) status:

11

Develop the role of the community flow coordinator to deliver a positive home from
hospital experience for people living in Nithsdale

12

Support staff to increase and/or acquire the necessary skills, knowledge and
experience to adopt a person centre approach to the planning and delivery of care
and support

3.2.1 Nithsdale Single Point of Contact (SPoC)
Nithsdale Single Point of Contact (SPoC) launched in October 2018. The aim is to
streamline non-emergency Health and Social Care referrals for anyone living in Nithsdale
who is aged 16+, initially for DG1/DG2 postcode district. In April 2019 we then slowly
widened this to include DG3/DG4 postcode district. People can refer themselves directly to
SPoC. Services are working closely together in order to ensure the right person is being
seen, by the right service, at the right time thereby reducing duplication.
3.2.2 Forensic Health Service for people who have experienced rape, sexual assault
The Scottish Government vision is for consistent, person centred, trauma informed
healthcare and forensic medical services. And access to recovery for anyone who has
experienced rape or sexual assault in Scotland; adults, young people and children.
The service will provide forensic examinations for adults and young people (trauma informed
person centred care), whilst meeting all the evidence guidelines to satisfy the needs of
Police Scotland and the Procurator Fiscal. In the meantime, children will continue to use the
forensic service at Wishaw General Hospital, until a West of Scotland paediatric model is
developed.

11

NHS Dumfries and Galloway have a established a multi agency Forensic Suite within NHS
estates, moving this service from the Police Estate in June 19. A true multi agency approach
was required in establishing the centre outwith the police estate and involved Rape Crisis,
Police Scotland, NHS Sexual Health Services and locality staff working together.
We are enhancing local person centred recovery pathways, enabling survivors to choose, at
their own their pace, how to easily access both health and psychological support locally. This
includes access to immediate clinical needs and aftercare, and supporting survivors to
access specialist provision for one off advice and information, or support over time.

How we are getting on: Single Point of Contact (SPoC)
The first point of contact is via the Council Access Team contact centre. Clearly single
service referrals are sent straight to the service, otherwise referrals are triaged by a team
encompassing health, social work, third and independent sectors.

Extended to
DG3/DG4

609

596

““It’s better for the person as it means their needs are met quickly, and
without them having to move round a variety of services. And it’s better for
our services too, as it cuts out duplication, and perhaps someone being
referred to a service which isn’t quite right for their requirements.” (GP)
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The graph below shows the increasing number of referrals received in SPoC since
November 2018:
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3.3

How we are getting on

The Scottish Public Services Ombudsman’s Model Complaints Handling Procedure was
introduced from 1 April 2017, This procedure is for all public services and has 2 stages.
Stage 1 focuses on the early resolution of complaints and Stage 2 provides an opportunity
for detailed investigation of the issues raised.
Locality teams may receive complaints through both Dumfries and Galloway Council or NHS
Dumfries and Galloway.

In total, during 2018/19, Nithsdale locality team received...

12

Number

10

10

8
6

9

stage 2
complaints

stage 1
complaints

3
compliments

4
2
0
xx

Sources: Dumfries and Galloway Council,
NHS Dumfries and Galloway

GP Out of Hours (OOH) and the Bladder and Bowel Health Services are 2 of the 8 region
wide services hosted in Nithsdale which received feedback in this time period.
All complaints and concerns or enquiries have been responded to and closed. Around one
third of complaints were not upheld and another third only partially upheld. Learning has
been taken by individual services.
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5. Outcome 5
Health and social care services contribute to reducing health
inequalities.
5.1

How we support this in our locality

Health inequalities occur as a result of wider inequalities experienced by people in their daily
lives. These inequalities can arise from the circumstances in which people live and the
opportunities available to them. Reducing health inequalities involves action on the broader
social issues than can affect a person’s health and wellbeing, including education, housing,
loneliness and isolation, employment, income and poverty. People from minority
communities or with protected characteristics (such as religion or belief, race or disability)
are known to be more likely to experience health inequalities.
In our locality, there are a number of good examples of how we are addressing health
inequalities through the locality Community Development and Healthy Connections teams.
These examples involve close working with 3rd sector organisations and include:
Community Development Team:


A range of activities to support tackling Food Poverty in Upper Nithsdale

Healthy Connections Team:


Hen’s Shed



Supporting Job Centre Plus



Men’s Shed Thursday Club



Partnership working with ILS (Independent Living Support)

5.2

How we are addressing this outcome in our locality

Our We Will commitments which support this outcome and their current Red, Amber, Green
(RAG) status:
14

Work towards reducing the health inequalities experienced by particular people,
groups and communities.

5.2.1 Community development approach to tackling food poverty in Upper Nithsdale
Food poverty and food availability have been a long term issue in Upper Nithsdale and we
have always tried to support healthy eating and budgeting through groups and activities
including schools. Over the past few years with food poverty becoming more of a national
issue there has been increased focus on meeting the needs of local people and
organisations in Upper Nithsdale.
The Community Health Development Practitioner, Dumfries and Galloway Council staff and
other locally based organisations realised that food parcels and soup kitchens were not
dealing with the causes and long term eradication of food poverty. We agreed to spend time

14
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looking at the bigger picture and engaging local people and organisations in the discussions
as part of a collaborative approach.


Developments with the day centre in Kirkconnel have led to wider discussions on
support to lunch groups and food provision models. The wider community and
partners need to make the best possible use of opportunities and reduce the potential
stigma associated with some anti poverty activity.



An open event in Kirkconnel in January 2019 led to a steering group being formed to
help advance community led solutions to increasing availability and access to fresh
food and community based food sharing activities. As Fareshare is a volunteer led
model, we will be supporting a variety of volunteer roles and identified training and
development needs therefore building capacity, resilience and social capital.



Building Healthy Communities and Kirkconnel and Kelloholm Development Trust have
been successful in securing £15,000 from Dumfries and Galloway Council’s
Participatory Budgeting funding. This will support Fareshare to operate in Upper
Nithsdale, delivered by local volunteers and supported by community development
workers.



The Community Foodsharing Group will also support and
contribute to developing Volunteers for the Allotment Project
(Food Growing Initiative), presenting opportunities for
communities to become involved in growing their own food.



The Community Action through Participation and Engagement
Network (C.A.P.E) has undertaken community engagement
work to support refreshing the Kirkconnel and Kelloholm Community Action Plan
(2014 -2019).

Healthy Homes was an event held in
Kirkconnel in February, in partnership
with Home Energy Scotland. People
got help and learned about cost free
energy efficiency measures, reducing
damp and mould, fuel poverty and fire
safety.

The ‘Rhubarb Experience’
was an intergenerational skill
share, making cordial, jam
and pastry from scratch. The
public tasting session, recipe
swap and reminiscence of
childhood stories associated
with rhubarb were widely
enjoyed.

Evidence shows that
being outside and
involved with gardening
and being outdoors can
be therapeutic to all.

Learning from Fairshare delivery models
in Glasgow and Dumfries, Spokes are
being identified for the potential Hub in
Upper Nithsdale. A’the Airts in Sanquhar
and The Cabin in Kirkconnel are early
Spokes and other local organisations are
being encouraged to take part in the
Fareshare scheme.

The Cabin Committee in
Kirkconnel responded to
the need for a Lunch Club
to fill any gaps following
the closure of the Day
Centre and have employed
a cook and recruited
volunteers to deliver a
weekly lunch club.

The Social Team
arranged activities
that address
‘holiday hunger’ for
families facing food
poverty issues
during school
holidays.
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5.2.2 Hen’s Shed
The Hen’s Shed was developed after a need for a new approach was identified for women
with a mild or undiagnosed learning disability. These women lacked confidence and self
esteem to access mainstream activities or groups, with the potential for risk taking and
potential exposure to abuse.
The group was shaped using a community-development approach and collaboration with
other services has been in place from the outset. A gradual build up through consultation
with initial members allowed the women’s needs and wishes to guide the direction of the
group. A diverse mix of people has grown slowly and resulted in a supportive group with
friendships building. Coffee, chat and craft activities help build confidence, self esteem with
the chance to learn new skills in a safe, relaxing atmosphere.
“You can just
be yourself”

“There are no
expectations put on you”

“Can we not
have the group
on every day?”

Collaboration with other services such as Women’s Aid, Learning Together and Sexual
Health and supportive conversations with Healthy Connections, has prompted women to
access a range of services they had not previously engaged with. Two recent members, who
were finding themselves socially isolated are now attending the group on a regular basis.
One is building new Arts and Crafts skills and has felt confident enough to explore other craft
groups in the town.

5.2.3 Supporting Job Centre Plus
Networking with Job Centre Plus identified that many people supported by work coaches are
facing health inequalities, which subsequently impacts on their health and wellbeing. Factors
such as reduced access to income, employment and good quality housing have a significant
impact on their resilience to overcome challenges they may face, both physically and
mentally.
Since April 2019, the Health and Wellbeing Team now offer a clinic in The Job Centre twice
monthly to those who would like additional support and advice regarding their health and
wellbeing. To date, this has been well attended with an average of 4 out of the 6
appointment slots booked each session. Mental health, in particular anxiety, is a common
concern throughout most of the referrals received.
Many individuals are reluctant to attend GP appointments, access services or to ask for the
appropriate help. The Health and Wellbeing Team have supported people to attend GP
appointments to review medication, to access community groups to reduce social isolation
and helped to enable individuals to make informed choices based on guided conversations.

“feel listened to”

16

“I was given time to
reflect on what was
important to me”

“supported to make
positive change”
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5.2.3 Men’s Shed Thursday Club
This weekly social group in Dumfries is for men who have mild or undiagnosed learning
disabilities or autism. The project is for men who cannot access specialist services because
they do not meet the criteria, as their symptoms are not severe enough. It was developed
due to a lack of social opportunities or support for these men, leading to loneliness, isolation
and poor health. It differs from other Men’s Shed groups in that the sessions are staffed.
Twelve men now attend regularly.
The Club started in September 2018, and is run in partnership by:


Healthy Connections Service NHS [lead partner]



Intellectual Disabilities Service NHS



Men’s Shed Dumfries SCIO

Outcomes so far have included:

Improved mental health
from being supported to
attend Kaleidoscope
mental health social group

Increased confidence
due to having a social
circle outside their
immediate families

Reduced loneliness and
isolation leading to
improved mental wellbeing

Life skills – volunteers are helping
the men to improve their cooking,
computer, literacy and numeracy

Better physical health
from being supported to
arrange and attend
medical appointments

What people tell us: Mike’s story
Mike is aged 30 and has a diagnosis of autism spectrum disorder. He lives on his own, and
is very isolated.
He first attended Men’s Shed Thursday Club in November 2018. Mike was clearly extremely
nervous and did not engage in the group activities nor the conversation and banter.
Over the last 8 months, Mike has very gradually started to engage in both the activities and
the banter of the group. His body language has changed markedly, and he now seems to be
much more relaxed and confident

17

5.2.4 Partnership working with Independent Living Support (ILS)
ILS is a small local charity with bases in Dumfries and Stranraer. They offer practical, social
and emotional support to people from all backgrounds, and currently deliver Housing
Support on behalf of Dumfries and Galloway Council and Youth Services in partnership with
key funders.
The Locality team has been working with ILS around several strands of work


support to reinstate the Homelessness and Risk Management Group, development of
an action plan and administrative support for the group



consultation on how to develop support through the Hen’s Shed for women with mild
intellectual disabilities and mental health needs who are vulnerable and at risk



development of a pathway into health and wellbeing services for people who aren’t
engaging with statutory services or who feel overwhelmed or unable to access support
through their GP. The aim is to provide a gateway into more formal support and build
confidence and abilities to manage appointments with professionals.

How we are getting on: Healthy Connections
The Healthy Connections Team supports individuals to make behaviour changes
around mental wellbeing, physical activity, weight, food choices, alcohol and
smoking. They also support individuals to access many Third Sector opportunities
and statutory services. The figures below show that a larger proportion of referrals
are for people living in neighbourhoods with higher levels of deprivation.

Number of Referrals
per month
January – June 2019

Number of referrals per SIMD area*
1

2

4

5

January

39

1

12

19

6

1

February

31

5

8

9

5

4

March

49

8

13

13

10

4

April

39

7

8

11

8

5

May

60

15

12

18

9

5

June

43

11

12

11

7

5

Total

260

47

65

81

45

24

Distribution of
referrals

100%

18%

25%

31%

17%

9%

All Nithsdale
Population

100%

14%

18%

28%

25%

14%

*Highest area of deprivation = SIMD 1
Lowest area of deprivation = SIMD 5

18
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5.3

How we are getting on

Identifying appropriate local indicators to monitor health inequalities is challenging. It
requires both a measure of relative deprivation, and a measurable output that is
predominantly within the remit of the health and social care partnership.
The only measure of relative deprivation that is available for the whole population of
Dumfries and Galloway is the Scottish Index of Multiple Deprivation (SIMD). This is a tool
used by Scottish Government to identify deprived communities across Scotland. It considers
7 different aspects of deprivation: income, employment, housing, education, crime, health
and access to services.
SIMD is calculated using geographical areas called datazones. There are 6,976 datazones
across Scotland. These are ranked in order from 1, the most deprived datazone, to 6,976,
the least deprived datazone. We have used this ranking to identify the most deprived and the
least deprived communities within each locality, even if they are not nationally recognised as
deprived.
There are limitations to using SIMD in rural areas like Dumfries and Galloway. Indicators
using SIMD should be considered as indirect measures of health inequalities as some
people living in deprived circumstances will be living in communities not considered
deprived. When making planning decisions, SIMD should be considered alongside other
measures of deprivation and local intelligence.
There are many different factors that influence how often people need to go to hospital in an
emergency. These can include the type of work people do, housing conditions and how well
people are able to manage their own long term conditions. The chart below shows that there
is an inequalities gap between the most deprived and least deprived communities and how
often they go to hospital in an emergency.
The rate at which people attend a hospital in an emergency comparing the most and least
deprived communities in Nithsdale

Rate of emergency admissions
per 1,000 population

200

The most deprived communities in Nithsdale

180

160

147

138

140

100

80

90

97

Difference
= 67

Difference
= 57

Difference
= 50

Difference
= 48

120

167

155

98

100

60
40

The least deprived communities in Nithsdale

20
0
2014/15

+

2015/16

2016/17

2017/18

Source: ISD Scotland (ACaDMe)
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6. Outcome 6
People who provide unpaid care are supported to look after their
own health and wellbeing, including to reduce any negative
impact of their caring role on their own health and wellbeing.
6.1

How we support this in our locality

Unpaid Carers are the largest group of care providers in Scotland, providing more care than
health and social care services combined. Providing support to Carers is an increasing local
and national priority.
A Carer is generally defined as a person of any age who provides unpaid help and support to
someone who cannot manage to live independently without the Carer’s help due to frailty,
illness, disability or addiction. The term Adult Carer refers to anyone over the age of 16, but
within this group those aged 16 to 24 are identified as Young Adult Carers.
A priority within the locality is Supporting unpaid Carers. Examples include work with:


Supporting Dumfries and Galloway Carers Centre



Mindfulness for Carers



Thornhill Hospital – Engaging with Carers

6.2

How we are addressing this outcome in our locality

Our We Will commitments which support this outcome and their current Red, Amber, Green
(RAG) status:
15
16

Listen to and involve Carers in discussions with the person they care for.
Improve support for Carers by promoting local services and resources.

17

Implement and support Carer Awareness across our workforce; this will help
identify carers.

18

Support Carers to identify ways in which they can be supported to enhance their
quality of life.

6.2.1 Supporting Dumfries and Galloway Carers Centre
The Nithsdale Health and Wellbeing Team continues to support those who look after others
in an unpaid Carer’s role. Our aim is to promote opportunities to improve self care in order to
prevent deterioration in unpaid Carer’s health and wellbeing. This includes

20



using guided conversations to enable future planning while considering the caring role



developing confidence and motivation to engage in support



exploring appropriate resources and services
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The Locality Team work in partnership with both statutory service and third sector
organisations to support and enable those in a caring role. Having strong links with the
Dumfries and Galloway Carers Centre allows us to work with individuals already identified as
fulfilling a caring role. Attending multidisciplinary team meetings such as Single Point of
Contact increases our opportunities to identify those in a hidden or unrecognised caring role.

What People Tell Us: Healthy Connections in GP Practice
Diane attended a 1 to 1 Healthy Connections appointment at her local medical practice. She
had been experiencing low mood and had felt anxious for some time. It was identified
through conversation that Diane was an unpaid Carer for her husband that she was
struggling to cope in this role.
Diane was supported to discuss her feelings of low mood and anxiety further with her GP.
She has now been prescribed antidepressants. Diane was also referred to the Dumfries and
Galloway Carers Centre for support in her caring role. She now has an allocated Carer
Support Worker and has accessed massage therapy to enhance self care and aid stress
reduction.

6.2.2 MBSR Mindfulness for Carers Course
The Mindfulness Based Stress Reduction (MBSR) programme is an eight-week evidencebased program that offers secular, intensive mindfulness training to assist people with
stress, anxiety, depression and pain. This 8 session course continues to run in partnership
with the Carers Centre, however the person’s caring role is not part of the programme
discussions.
Those in a care giving role often experience significantly poorer mental and physical health
than the general population. A recent independent evaluation of this work concluded that the
course improves self care by reducing anxiety levels for the Carer and improved
relationships between the Carer and the cared for have been noted.

What People Tell Us: Mindfulness Based Stress Reduction
“I understand
it’s ok to want
me time”

“I’m sleeping better and
realising my situation
isn’t all negative”

“Splendid, beneficial and
enjoyable ...a lifelong tool”

“I’m calmer and
not so self critical”

“I don’t stress eat anymore,
I breathe instead. I have
cut down on my smoking
and have lost weight”

“Mindfulness...taught me how
to value myself, as a Carer
that’s not always easy, even
though other people may value
you, caring can leave you with
low self esteem”

21

6.2.3 Thornhill Hospital: Engaging with Carers
The Triangle of Care approach is a Scottish Government initiative launched in 2015. This
successful initiative was implemented in Thornhill cottage hospital to improve Carer
engagement
The Triangle of Care approach involves Carers in the care and treatment of the person they
care for. All Carers of in-patients completed a self assessment on their involvement in their
relative’s care. Staff meantime implemented a Carers checklist to ensure compliance. From
March 2018 to September 2018, Thornhill Hospital had 100% compliance with this initiative.
Discussions are now underway to invite representatives of the Dumfries and Galloway
Carers Centre to attend the weekly Multi Disciplinary Meeting.

6.3

How we are getting on

From 1 April 2018 the Carers (Scotland) Act 2016 gives rights to Carers to have a support
plan that addresses their needs. Anyone can start to develop an Adult Carers Support Plan
(ACSP). The Dumfries and Galloway Carers Centre provide support to help people through
this process. Many Carers find that the information, advice and support they receive from
Carers organisations meets their needs. Only a small proportion of Carers will go on to
develop an ACSP and of these, fewer still will require additional services to meet their needs.

Number of Adult Carer Support
Plans

The number of Adult Carer Support Plans (ACSPs) completed by financial year; Nithsdale

70
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56

50
40

48

30
20
10
0
2016/17

C5

22

2017/18

Source: Dumfries and Galloway Carers Centre

2018/19
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8. Outcome 8
People who work in health and social care services feel engaged
with the work they do and are supported to continuously improve
the information, support, care and treatment they provide.
8.1

How we support this in our locality

It is important to acknowledge that different workplace cultures exist across the Partnership.
Acknowledging the diversity of these different cultures will lead to understanding and
respecting each other’s values and beliefs and bring new and different opportunities.
However, diversity also brings challenges that can act as barriers to integrated ways of
working. Our locality is supporting staff to learn together and develop leadership skills to
enable us to move towards a shared positive culture.
In our locality examples of how we are working towards this outcome are as follows:


Transforming Nursing Roles Initiative (Community Adult General Nursing)



Workforce and Workload Planning



Electronic Record Keeping Solutions for Community Nursing Staff



Test of change regarding Health Care Support Worker staff



Enhancing integrated working via Nithsdale Single Point of Contact (SPoC)

8.2

How we are addressing this outcome in our locality

Our We Will commitments which support this outcome and their current Red, Amber, Green
(RAG) status:
20

Identify where integrated approaches can support and develop the existing
workforce using a variety of resources, reducing duplication and promoting the
sharing of skills and training.

21

Identify where integrated approaches can support and develop the existing
workforce using a variety of resources, reducing duplication and promoting the
sharing of skills and training.

43

Explore opportunities to use technology to support the workforce.

44

Engage with and listen to the views of staff.
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8.2.1 Transforming Nursing Roles Initiative (Community Adult General Nursing)
A programme is underway to develop our community staff to enable them to meet the
challenges of the National Transforming Nursing Roles programme. Locally this is being
facilitated by the lead nurse with each nurse manager taking forward one of four work
streams, topics are


Governance and Supervision



Education and Development



Improvement and Data



e-Health and Information and Communication Technology (ICT).

All grades of staff in our teams are fully represented on each group, with the main steering
group meeting four times per year, considering issues such as Job Descriptions, Person
Specifications and Competency Frameworks.
8.2.2 National Workforce, Workload Planning Tool
This tool is being run three times per year. The main objective of this is to support plans to
introduce safe staffing levels. We gather data to help inform how our teams could be
configured for the future, taking account of the caseload numbers, the dependency of
patients, complexity of care needs and skill mix of the staff required to deliver the care.
8.2.3 Electronic Record Keeping Solutions for Community Nursing Staff
As part of the work of the Improvement and Data subgroup, a paper is being prepared to
propose an electronic solution for our district nursing teams which would support record
keeping, caseload management and staff deployment across all four localities.
8.2.4 Test of change regarding Health Care Support Worker staff
We are considering a test of change where some of our Health Care Support Worker
(HCSW) resource could be deployed by our Rapid Response or Single Point of Contact
teams. People would support the Partnership’s Care and Support Services (CASS) transition
team which supports keeping people at home longer and bringing people home from
hospital.
This would then have the advantage of defining roles and responsibilities and would allow
the remaining HCSW staff to focus on Health Care.
8.2.5 Enhancing integrated working via Nithsdale Single Point of Contact (SPoC)
SPoC provides a central hub where referrals are robustly triaged and transitioned to
appropriate service(s). A range of disciplines are represented at the SPoC, working together
across traditional professional boundaries. The benefits of integrated working

24



a wealth of knowledge and experience is brought to the daily huddle from all services



multidisciplinary triage and huddles have meant there is less duplication. People are
usually already known to some services and this way the discussions are more joined
up, so people are supported by the right services at the right time



improved communication and team working
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person centred approach



development and growth of daily huddle includes nearly all Nithsdale in Partnership
partner services. Attendance can be in person, via PowWow or Attend Anywhere



GPs and the Scottish Ambulance Service have been given a direct line to Single Point
of Contact (SPoC) allowing quick and direct contact when making a referral



joint working has significantly improved relations
between services, further embedding the One
Team approach and ethos

8.3

A huddle feedback questionnaire has
been sent to all departments to find out
what works well, what would work better,
what makes people attend or not, and
how can we encourage participation.
Feedback will be available for the next
report.

How we are getting on

iMatter is an annual staff survey tool that includes the development of team action plans to
build a positive workplace culture. At present, iMatter has been rolled out across health
teams including some staff employed by the local authority who work within fully integrated
teams. Building on the learning from 2018/19, more people in the Partnership participated in
iMatter.
The Scottish Government has identified iMatter as the key tool for measuring and promoting
a positive workplace culture. There are ongoing challenges to using iMatter as a staff survey
tool across the Partnership.
Staff survey results are very stable at an organisation level, but can be variable year to year
for small teams due to small numbers.
The Locality team is currently developing this year’s action plan towards building a positive
work culture. Please note these results include region wide services hosted in Nithsdale as
well as core locality services.

iMatter Responses

D5

D21

D22

Dumfries and Dumfries and
Galloway
Galloway
2017
2019

Nithsdale
Locality
2019

4 out of 5 people agree that they
have the information necessary
to do their job.

80%

79%

78%

7 out of 10 people agree that
they are involved in decisions
relating to their job.

70%

69%

68%

3 out 4 people would recommend
their organisation as a good
place to work

74%

74%

74%

Source: NHS Dumfries and Galloway (iMatter Board Report) (2019)
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2017/18

Proportion of last 6 months of life spent at home or in a community
setting

Number of complaints received by the locality team (all stages)

A15 /
E5

D2

We are meeting or exceeding the
target or number we compare
against

We are within 3% of meeting the
target or number we compare
against

Source: ISD Scotland, HACE Dashboard, Dumfries and Galloway Council, iMatter

May 2018

Total number of care at home hours provided as a rate per 1,000
population aged 65 and over

C8

-

9.73

May 2018

Rate of emergency admission by locality of residence per 1,000
population

D24

-

88%

777.1

10.47

25.4

2018/19

2018/19(p)

May 2019

May 2019

May 2019

-

89%

552.6

6.81

26.2

21

89%

647.3

7.94

26.8

Current Value
Dumfries
Time
and
Nithsdale
Period
Galloway

We are more than 3% away from
meeting the target or number we
compare against

(p) - Provisional result

-

89%

609.6

25.2

Rate of Emergency Department attendances by locality of residence
May 2018
per 1,000 population

D23

Locality Indicator

Outcome 1

Outcome 2
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Outcome 3

Previous Value
Dumfries
Time
and
Nithsdale
Period
Galloway
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We are meeting or exceeding the
target or number we compare
against

We are within 3% of meeting the
target or number we compare
against

Number of Adult Carer Support Plans developed within the locality

Difference in the rate at which people attend hospital in an
emergency between the most deprived and least deprived
communities in the locality (per 1,000 population)

Number of people with delayed discharge in all hospitals (Dumfries
and Galloway Royal Infirmary, Galloway Community Hospital and
Cottage Hospitals) by locality of residence
Number of bed days lost to delayed discharge by locality of
residence

Source: ISD Scotland, HACE Dashboard

C5

D27

D26

D25

7%

Percentage of people supported by SDS Option 1 or Option 2, 65
years and older

C11

2017/18

56

57

4,979

254

5%

22%

2018/19

2018/19

Jul 18 Jun 19

Jul 18 Jun 19

June 2019

June 2019

-

41

19,526

807

9%

24%

64

67

8,069

377

5%

20%

Current Value
Dumfries
Time
and
Nithsdale
Period
Galloway

We are more than 3% away from
meeting the target or number we
compare against

-

38

12,890

Jul 17 Jun 18

2016/17

604

Jul 17 Jun 18

June 2018

25%

Percentage of people supported by SDS Option 1 or Option 2, under
June 2018
65 years of age

C10

Locality Indicator

Outcome 4

Outcome 5

Outcome 6

Previous Value
Dumfries
Time
and
Nithsdale
Period
Galloway
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Jan - Mar
2018
June 2018

Average prescribing costs per person for 3 months

Percentage of People With SDS Option 3,supported with Telecare

D28

We are meeting or exceeding the
target or number we compare
against

We are within 3% of meeting the
target or number we compare
against

£49.92

2017

Proportion of people who would recommend their organisation as a
good place to work

D22

C1

74%

2017

Proportion of people who agree that they are involved in decisions
relating to their job

D21

2017

Proportion of people who agree that they have the information
necessary to do their job

D5

71%

£49.49

n/a

n/a

n/a

57%

5.0%

June 2019

Jan - Mar
2019

2019

2019

2019

Apr - Jun
19

Jun 18 May 19

Time
Period

74%

£50.62

74%

69%

79%

47%

4.3%

73%

£49.90

74%

68%

78%

38.5%

5.0%

Dumfries
and
Nithsdale
Galloway

Current Value

We are more than 3% away from
meeting the target or number we
compare against

72%

70%

80%

67%

Apr - Jun
18

Percentage rate of referrals to the Multi Agency Safeguarding Hub
(MASH) acknowledged within 5 days

C9

4.4%

Jun 17 May 18

Dumfries
and
Nithsdale
Galloway

Percentage rate of emergency re-admission to hospital within 7

Time
Period

Previous Value

D27

Locality Indicator

Outcome 7

Outcome 8

Outcome 9
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2.3

How we are getting on

Care and support at home is provided through a contract framework agreement for the
delivery of care and support at home and is mainly provided by third and independent sector
organisations. Across Dumfries and Galloway, approximately 20% of care and support is
delivered by the Partnership’s Care and Support Service (CASS).

People supported at home
The rate of care at home hours provided for people aged 65 and over; Stewartry
1,000
552.6

600
400

Jan 2019

Oct 2018

Jul 2018

Apr 2018

Jan 2018

Jul 2017

Apr 2017

Apr 2019

389.1

Dumf ries and Galloway

Source: Dumfries and Galloway Council

C8

On average, during
the last six months
of life, people spend

Stewartry

Dumf ries and Galloway

100%

80%

90%

91%

88%

89%

89%

90%

89%

60%

of their time at home
or in a homely
setting.
A15

Jan 2017

Oct 2016

Jul 2016

0

Stewartry

Oct 2017

200
Apr 2016

Rate per 1,000
population

800

40%
20%
0%

E5

2016/17

2017/18

2018/19p

Source: ISD Scotland (p - provisional result)

Dumfries and Galloway
2018

62%

63%

62% of adults
with long term care
needs receive care at
home.

+

A18

Dumfries and Galloway
2017

This proportion has not
changed across
Dumfries and Galloway
since 2016.

Scotland
2018

62%

Dumfries and Galloway
supports the same proportion
of people with long term care
needs at home compared to
Scotland overall.

Source: ISD Scotland, Social Care Statistics
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5. Outcome 5
Health and social care services contribute to reducing health
inequalities.
5.1

How we support this in our locality

Health inequalities occur as a result of wider inequalities experienced by people in their daily
lives. These inequalities can arise from the circumstances in which people live and the
opportunities available to them. Reducing health inequalities involves action on the broader
social issues than can affect a person’s health and wellbeing, including education, housing,
loneliness and isolation, employment, income and poverty. People from minority
communities or with protected characteristics (such as religion or belief, race or disability)
are known to be more likely to experience health inequalities.
In our locality some good examples of this are:


supporting the bid for an inclusive play park



Kirkcudbright cooking project



Castle Douglas Access survey



mental health first aid training



joint working in Occupational Therapy (OT)

5.2

How we are addressing this outcome in our locality

Our We Will commitments which support this outcome and their current Red, Amber, Green
(RAG) status:
22

23

24

We will work with appropriate partners to address some of the logistical challenges
presented to some individuals which prevent universal access to services (e.g.
transport links, wheelchair access).
We will further develop links with housing and other specialist service providers to
foster approaches which where possible, present problems from arising (e.g.
earlier access to aids and adaptations).
We will identify and work directly with groups and communities with specific health
and social challenges.

13
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6. Outcome 6
People who provide unpaid care are supported to look after their
own health and wellbeing, including to reduce any negative
impact of their caring role on their own health and wellbeing.
6.1

How we support this in our locality

Unpaid Carers are the largest group of care providers in Scotland, providing more care than
health and social care services combined. Providing support to Carers is an increasing local
and national priority.
A Carer is generally defined as a person of any age who provides unpaid help and support to
someone who cannot manage to live independently without the Carer’s help due to frailty,
illness, disability or addiction. The term Adult Carer refers to anyone over the age of 16, but
within this group those aged 16-24 are identified as Young Adult Carers.
In our locality we are working towards this outcome by:


Carer’s Adult Support Plans



Healthy Connections referrals



Carer’s short breaks



Carer’s week

6.2

How we are addressing this outcome in our locality

Our We Will commitments which support this outcome and their current Red, Amber, Green
(RAG) status:
25
26

27

We will actively identify unpaid Carers in our community and within our workforce
and signpost them to the most appropriate support.
We will promote the value of the Carer’s strategy and work with partners and
Carers to develop solutions to support the health and well-being of unpaid Carers
and identify alternative support options.
We will explore respite options for Carers and identify timely support options that
will reduce the need for crisis management.

17
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8.2.1 Care Assurance
Care Assurance audit is a nursing peer review process that enables people staying in
hospital to tell us about their experience and suggest potential improvements. The Care
Assurance process aims to reflect national and local priorities but also to:


ensure consistency in the delivery of high quality standards of care



to identify and celebrate good practice and promote sharing good practice



to identify and provide support for areas of practice which need to be improved

Care Assurance is carried out at DGRI, Galloway Community Hospital and at all of our
cottage hospitals. The current Care Assurance achievements for Kirkcudbright and Castle
Douglas Cottage Hospitals are provided below.

How we are getting on: Care Assurance
Kirkcudbright Cottage Hospital and Castle Cottage Hospital both have the Bronze Award in
Care Assurance.
Kirkcudbright

Castle Douglas

+

21

2017/18

Proportion of last 6 months of life spent at home or in a community
setting

A15 /
E5

We are meeting or exceeding the
target or number we compare
against

-

89%

381.7

10.44

19.2

2018/19

2018/19(p)

May 2019

May 2019

May 2019

-

89%

552.6

6.81

26.2

8

90%

389.1

5.83

19.9

Current Value
Dumfries
Time
and
Stewartry
Period
Galloway

We are more than 3% away from
meeting the target or number we
compare against

-

89%

609.6

9.73

25.2

(p) - Provisional result

We are within 3% of meeting the
target or number we compare
against

Source: ISD Scotland, HACE Dashboard, Dumfries and Galloway Council
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Total number of care at home hours provided as a rate per 1,000
population aged 65 and over
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Number of complaints received by the locality team (all stages)
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Rate of emergency admission by locality of residence per 1,000
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Appendix 1: Summary of Locality Indicators
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Foreword
This is the sixth performance report for Wigtownshire which
continues to demonstrate our progress on delivering on the ‘We
Will’ commitments outlined in the Wigtownshire Locality Plan.
This report will focus on 5 of the 9 National Health and Wellbeing
Outcomes and the associated commitments. These are Outcome
2, Outcome 3, Outcome 5, Outcome 6 and Outcome 8.
Our focus for the reporting period has been on:

designing sustainable, safe and effective health and social
care that meets the specific needs of the people of Wigtownshire
through the Transforming Wigtownshire Programme


using technology to support people and communities to live healthy and independent
lives



projects which contribute to improving health and wellbeing and reducing health
inequalities



working with the Carer’s Centre to support Carer’s



housing with care and support to maintain the health and wellbeing of vulnerable
people in Wigtownshire



supporting GP colleagues on implementing specific areas of the new GMS contract

There continues to be significant challenges across the partnership in particular around
recruitment and retention of staff across all sectors, securing care and support packages and
the difficult financial climate.
Despite these challenges staff teams and partners continue to provide the best care and
support as well as identifying new ways of working to meet the outcomes of people in
Wigtownshire.

Stephanie Mottram
Acting Locality Manager - Wigtownshire
October 2019
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Introduction
The Public Bodies (Joint Working) (Scotland) Act 2014 (the Act) (here) set a legal framework
for integrating (combining) health and social care in Scotland. This legislation says that each
health board and council must delegate (transfer) some of its functions to new integration
authorities. By doing this, a single system for planning and delivering health and social care
services is created locally.
The integration authority in this area came into existence in the form of Dumfries and
Galloway Integration Joint Board (IJB) on 1 April 2016. The responsibility for the planning
and delivery of the majority of adult health and social care services are delegated from the
Local Authority and NHS to this new body.
The Scottish Government has set out 9 National Health and Wellbeing Outcomes. These
outcomes set the direction for health and social care partnerships and their localities, and
are the benchmark against which progress is measured. These outcomes have been
adopted by the IJB in its Strategic Plan.
The Act requires each integration authority to establish localities. The 4 localities in Dumfries
and Galloway follow the traditional boundaries of Annandale and Eskdale, Nithsdale,
Stewartry and Wigtownshire. Each locality has developed its own Locality Plan.
In Dumfries and Galloway the Local Authority and NHS have agreed, through their Scheme
of Integration, that “Health and social care services in each locality will be accountable to
their local community through Area Committees and to the IJB”. It was also agreed that
“Area Committees will scrutinise the delivery of Locality Plans against the planned outcomes
established within the Strategic Plan.”
In November 2018 the IJB agreed the revised performance framework for the Partnership.
This framework requires each locality to report to their respective Area Committee every 6
months. Each locality report focuses on either 4 or 5 of the 9 National Health and Wellbeing
Outcomes so that, over the course of a year, progress towards each outcome is reported
once to Area Committees.

Public Bodies (Joint Working) (Scotland) Act 2014
www.legislation.gov.uk/asp/2014/9/contents/enacted (last access 23 May 2017)
Dumfries and Galloway Scheme of Integration
http://www.dg-change.org.uk/wp-content/uploads/2015/07/Dumfries-and-GallowayIntegration-Scheme.pdf (last access 30 January 2019)
Strategic Plan 2018- 2021
dghscp.co.uk/wp-content/uploads/2018/12/Strategic-Plan-2018-2021.pdf (last accessed 20
June 2019)
Dumfries and Galloway Health and Social Care Performance Reports
www.dghscp.co.uk/performance-and-data/our-performance (last accessed 8 May 2019)
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The symbols we use
i)

How we are addressing this outcome in our locality

The Locality Plan for Wigtownshire details our commitments that support the National Health
and Wellbeing Outcomes and Dumfries and Galloway’s Strategic Plan. These are repeated
here, under their respective outcome, together with a Red, Amber, Green (RAG) Status that
indicates our assessment of progress.
Red - Progress in implementing the commitment is significantly behind schedule
or work has not started when it was due to start.
Amber - Early warning that progress in implementing the commitment is slightly
behind schedule.
Green - Progress in implementing the commitment is on or ahead of schedule or
the work has been completed.
Grey - work to implement the commitment is not yet due to start.

ii) How we are getting on
Next to each infographic in this report there are 2 circles, like this:

A1

The first circle shows the indicator number. Information about why and how each indicator is
measured can be found in the Performance Handbook, which is available on the Dumfries
and Galloway Health and Social Care Partnership website (www.dghscp.co.uk/performanceand-data/our-performance/). Where there is a + instead of a number, the figures are not
standard indicators, but additional information thought to be helpful.
The second circle shows red, amber or green colour (RAG status) and an arrow to indicate
the direction the numbers are going in. We have used these definitions to set the colour and
arrows:
We are meeting or exceeding the target
or number we compare against

Statistical tests suggest the number has
increased over time

We are within 3% of meeting the target
or number we compare against

Statistical tests suggest there is no
change over time

We are more than 3% away from
meeting the target or number we
compare against

Statistical tests suggest the number has
decreased over time
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The 9 National Health and Wellbeing Outcomes
The Scottish Government has set out 9 national health and wellbeing outcomes for people.

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

Health and social care
services are centred on
helping to maintain or
improve the quality of life
of people who use those
services

People using health
and social care services
are safe from harm

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

Health and social care
services contribute
to reducing health
inequalities

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

People who use health
and social care services
have positive experiences
of those services, and have
their dignity respected

People who provide
unpaid care are supported
to look after their own health
and wellbeing, including to
reduce any negative impact of
their caring role on their own
health and wellbeing

Resources are used effectively
and efficiently in the provision
of health and social care
services

The 9 national health and wellbeing outcomes set the direction of travel for services in the
health and social care partnership and are the benchmark against which progress is
measured. The Scottish Government has not numbered these outcomes to reflect that they
are all equally important. However, locally we have added numbers solely for the purpose of
tracking progress through our performance framework.
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2. Outcome 2
People, including those with disabilities or long term conditions, or
who are frail, are able to live, as far as reasonably practicable,
independently and at home or in a homely setting in their
community.
2.1

How we support this in our locality

In the future, people’s care needs will be increasingly met in the home and in the community,
so the way that services are planned and delivered needs to reflect this shift.
In our locality we work towards this outcome through:


Community Link



mPower



Community Health Synchronisation (CoH-Sync) project



health and wellbeing projects



community flow



housing with care and support

2.2

How we are addressing this outcome in our locality

Our We Will commitments which support this outcome and their current Red, Amber, Green
(RAG) status:
6

7

Develop the way we work with people and in particular to support people to plan
their own care to maintain their health and retain as much personal responsibility
and control as possible. This includes supporting people to build and retain their
confidence and skills.
Work with all partners to understand local current and future housing needs so that
we can develop a full range of suitable housing options.

8

Develop our use of assistive technology and other aids and adaptations to support
people to be as independent as possible.

9

Ensure that any operational service improvement or development is outcome
focussed (Outcome 3: operational delivery, Dumfries and Galloway partnership
improvement action plan).
We will continue to explore ways of ensuring that our care at home and care home
provision meets local demand.

10
11

We will continue to explore and implement approaches to move towards more
sustainable primary care services, such as the training of advanced nurse
practitioners to support GPs. However it is accepted that this alone will not solve
the problem, more will be required.

12

Work together to create “dementia friendly communities.”

7

2.2.1. Community link
Evaluation shows three out
of four people (75%)
attending said their
confidence had increased
and nine out of ten people

(90%) said their mobility
had improved.

Since August 2018 the Community Link Team has been providing community
based services for people with long term medical conditions such as arthritis
and stroke across Wigtownshire. Partners such as Psychology, Support in Mind,
Alzheimer’s Scotland and emergency services provide input at these sessions.
Although this service is predominantly accessed by people over the age of 65
(65%) there is a growing number of people under 65 (35%).
Sessions will continue to be provided in both Newton Stewart and Stranraer with
plans to deliver outreach sessions for people living in more remote communities.

2.2.2 mPower
mPower aims to empower people to take control of their long term conditions at home by
using technology, while simultaneously freeing up the time of GPs and other healthcare
professionals. Work is ongoing to increase and improve the use of technology to support
people and communities to live healthy and independent lives.
Some examples of this include:

8



Introducing Home and Mobile Health Monitoring (HMHM) through the use of Florence,
a text messaging service that enables people to receive, record and share relevant
information about their health and wellbeing. For example, receiving medication
reminders or submitting blood pressure readings.



Community navigators providing information, discussing health and wellbeing plans
and completing anticipatory care plans with people. The navigators have connected
with 137 people with many having completed personal outcome plans



Supporting the implementation and increased use of NHS Attend Anywhere, a safe
and secure digital space through which people can attend video consultations with
health and social care professionals. This can reduce the need for people to travel.



Increasing the use of technology with health and social care teams such as
community pharmacy.



Introducing people to the My Diabetes, My Way app system, an interactive website
provided by NHS Scotland that supports people with diabetes, their family and friends
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2.2.3 CoH-Sync
The EU funded Interreg VA Community Health Synchronisation
(CoH-Sync) project is a health and wellbeing programme that is
now being delivered in Nithsdale and Wigtownshire. It aims to
promote healthier lifestyles and focuses on the risk factors
associated with long term conditions.
Trained facilitators work with people over the age of 16 to manage
their own health and wellbeing and signpost them to community
support and other organisations across health and social care.

422
health and wellbeing
plans were developed with
Since October 2018,

people who live and work in
Wigtownshire. An ambitious target
has been set for the next six months
with 624 plans to be completed by
the end of December 2019

What People Tell Us: CoH-Sync
“I would highly recommend the CoH-Sync team to friends and family as it is such a great
service....it will allow me hopefully in time to let go a little grief from my mother’s death and
this will make a difference to my home life, me personally, and my work. The support of the
facilitator “has made me feel better within myself and I am gradually getting better due to
attending grief counselling. Due to researching and making myself and my family balanced
and nutritious meals we as a family have more energy”.

2.2.4 Health and wellbeing projects
Health, wellbeing and community development projects are developed with people,
communities and partners to improve the health and wellbeing of people living and working
in Wigtownshire.
Examples of current work include:


Login and Connect - this group meets weekly in Newton Stewart to support and
increase IT skills for older people



Healthy Connections Programme - supports people who suffer from low mood or
anxiety and the resulting support with self management prevents deterioration and
reliance on medical interventions



Community development volunteers support the delivery of Tai Chi in Stranraer, New
Luce and Lochans

9

What People Tell Us: Jessie’s Tai Chi Story
After a visit from a community navigator and completing an Anticipatory Care Plan which
focuses on self management, setting goals and keeping well, Jessie wanted to attend Tai
Chi classes to increase exercise in a gentle way improving her mobility and balance.
“I love it, Tai Chi is exercise that is easily achievable even for a lady of 80! It made me feel
good about myself again. The group was very friendly and made me feel welcome and I met
some lovely new people. Tai Chi is definitely something I want to continue and it has
certainly helped my health and the way I feel about myself in a positive way. I just hope more
people can benefit from services like mPower.”
- Jessie has given consent for us to use her name.

2.2.5 Community flow
There are Community Flow Teams in both Stranraer and Newton Stewart which are led by
Social Work senior managers. By working closely with our colleagues from across the
partnership we are able to plan a balanced approach to care, support and adaptations based
on need.
Where we have challenges with the availability of care at home support, this is addressed
through our providers meeting as well as regular communication to ensure that capacity is
maximised.
2.2.6

Housing with care and support

There are many challenges in providing housing with care and support to maintain the health
and wellbeing of vulnerable people in Wigtownshire. These challenges are linked to the rural
nature of our locality, increased demand due to our ageing population and the need to
provide fit for purpose, affordable and supported housing provision for our most vulnerable
people.
Loreburn Housing is currently building bungalows and flats which will be designed to
accommodate the needs of people with dementia, intellectual disabilities or physical needs
on the old Garrick Hospital site. The work is expected to be completed by late spring 2020.
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2.3

How we are getting on

Care and support at home is provided through a contract framework agreement for the
delivery of care and support at home and is mainly provided by third and independent sector
organisations. Across Dumfries and Galloway, approximately 20% of care and support is
delivered by the Partnership’s Care and Support Service (CASS).

People supported at home
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0
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62% of adults
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home.

+
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Dumfries and Galloway
2017

This proportion has not
changed across
Dumfries and Galloway
since 2016.

Scotland
2018

62%

Dumfries and Galloway
supports the same proportion
of people with long term care
needs at home compared to
Scotland overall.

Source: ISD Scotland, Social Care Statistics
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3. Outcome 3
People who use health and social care services have positive
experiences of those services, and have their dignity respected.
3.1

How we support this in our locality

There are a range of ways people are able to give feedback about their experience of health
and social care. Feedback may come in the form of comments, responses to surveys,
consultations and complaints. Our locality uses this feedback to continually improve services
and help those providing health and social care understand and respect the views of the
people they support.
In our locality we are working towards this outcome by:


participatory appraisal



Transforming Wigtownshire Programme



iMatter



social media



Care Assurance

3.2

How we are addressing this outcome in our locality

Our We Will commitments which support this outcome and their current Red, Amber, Green
(RAG) status:
13

Develop and implement approaches to seek feedback from people who use
services with a view to better understanding what is working well and what is not
working well. Learn from feedback about service and use this to continually
improve services.

3.2.1 Participatory appraisal
The Wigtownshire health and wellbeing team members are trained in participatory appraisal.
This is an inclusive approach to gather information from people and communities to help
develop and improve future work.
The team provide the opportunity and encourage people who have been involved with their
services to share their experiences in the form of a case study which can be shared with
others.
3.2.2 Transforming Wigtownshire programme
The Transforming Wigtownshire Programme has been launched to review and redesign
safe, sustainable services in a co-productive way with the people of Wigtownshire and
partners.

12
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A communication and engagement strategy has been developed which aims to ensure that
staff and the public are equipped with the correct information and are reassured by the
changes that are taking place as the programme progresses.
A set of guiding principles lie at the very heart of this strategy, including openness,
transparency, issues and challenges, key milestones, and feedback on all engagement
activities.
Feedback is taken at every opportunity and the team are continually exploring innovative
ways to reach people.
3.2.3 Social media
The Wigtownshire Health and Social Care Facebook page continues to play a big part in
communication and engagement with our population. This is constantly updated by people
from the Health and Wellbeing Team, hospital, social work and the independent sector.
A recent post about recruitment and several other good news stories attracted over 10
thousand views. A testimonial video has been created of a woman who benefited from the
Florence text messaging system.
Ten beneficiaries have given interviews to an independent researcher from the University of
Highland and Islands (UHI) on their experience with the mPower team and the education
and support that has been provided.
3.2.4 Care Assurance
Care Assurance audit is a nursing peer review process that enables people staying in
hospital to tell us about their experience and suggest potential improvements. The Care
Assurance process aims to reflect national and local priorities but also to:


ensure consistency in the delivery of high quality standards of care



to identify and celebrate good practice and promote sharing good practice



to identify and provide support for areas of practice which need to be improved

Care Assurance is carried out at Dumfries and Galloway Royal Infirmary, Galloway
Community Hospital and at all of our cottage hospitals.
Care Assurance feedback reports are reviewed, investigations carried out when determined
necessary based on indication of potential or actual harm and performance improvement
actions plans are created and followed up to prevent similar issues occurring. Each
experience provides a learning opportunity.

13

3.3

How we are getting on

The Scottish Public Services Ombudsman’s Model Complaints Handling Procedure was
introduced from 1 April 2017, This procedure is for all public services and has 2 stages.
Stage 1 focuses on the early resolution of complaints and Stage 2 provides an opportunity
for detailed investigation of the issues raised.
Locality teams may receive complaints through both Dumfries and Galloway Council or NHS
Dumfries and Galloway.

In total, during 2018/19, Wigtownshire locality team received...

7
6

6

Number

5

5

4
3

1

2

stage 1
complaint

stage 2
complaints

1
0
D2

14

Sources: Dumfries and Galloway Council,
NHS Dumfries and Galloway
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5. Outcome 5
Health and social care services contribute to reducing health
inequalities.
5.1

How we support this in our locality

Health inequalities occur as a result of wider inequalities experienced by people in their daily
lives. These inequalities can arise from the circumstances in which people live and the
opportunities available to them. Reducing health inequalities involves action on the broader
social issues than can affect a person’s health and wellbeing, including education, housing,
loneliness and isolation, employment, income and poverty. People from minority
communities or with protected characteristics (such as religion or belief, race or disability)
are known to be more likely to experience health inequalities.
In our locality, a good example of this is


community pharmacy



health and wellbeing



social work

5.2

How we are addressing this outcome in our locality

Our We Will commitments which support this outcome and their current Red, Amber, Green
(RAG) status:
19

Through the provision of appropriate information, support people to take more
control of their own health and well-being.

20

Begin to set out priorities around addressing health inequalities and seek
opportunities to work with other partners across sectors.

21

Begin to address key factors affecting health inequalities, such as employment,
education and housing.

22

We will work in partnership with care providers to develop sustainable care at
home and care home services which strive to optimise people’s independence and
quality of life.

5.2.1 Community pharmacy
The Wigtownshire pharmacy team and GP practices have actively promoted the Scottish
pharmacy initiative, Pharmacy First. This initiative aims to increase service provision by
community pharmacies, enabling access to treatments previously only available from GP
practices such as antibiotics for urinary tract infections.
The pharmacy team are developing the skills of local people through student pharmacy
technician training in primary care. This enables employment of staff with no previous
pharmacy experience to be offered training and development leading to a formal
qualification.

15

5.2.2 Health and Wellbeing team
The health and wellbeing team are involved in a number of projects and initiatives which
contribute to reducing health inequalities such as:

16



The mPower project which is focused on supporting people 65 and over who have one
or more long term medical conditions. The project supports people and communities
through community navigators as one way of improving their health and wellbeing.
Attendance at health and social care team partnership meetings such as care
providers to raise awareness of the project and the services available for people they
work with.



The community development team are trained in participatory appraisal. This
approach can be used to work with communities to understand need. They have been
involved in engaging with communities about the Transforming Wigtownshire
programme, screening services and the health and wellbeing service review.
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5.3

How we are getting on

Identifying appropriate local indicators to monitor health inequalities is challenging. It
requires both a measure of relative deprivation, and a measurable output that is
predominantly within the remit of the health and social care partnership.
The only measure of relative deprivation that is available for the whole population of
Dumfries and Galloway is the Scottish Index of Multiple Deprivation (SIMD). This is a tool
used by Scottish Government to identify deprived communities across Scotland. It considers
7 different aspects of deprivation: income, employment, housing, education, crime, health
and access to services.
SIMD is calculated using geographical areas called datazones. There are 6,976 datazones
across Scotland. These are ranked in order from 1, the most deprived datazone, to 6,976,
the least deprived datazone. We have used this ranking to identify the most deprived and the
least deprived communities within each locality, even if they are not nationally recognised as
deprived.
There are limitations to using SIMD in rural areas like Dumfries and Galloway. Indicators
using SIMD should be considered as indirect measures of health inequalities as some
people living in deprived circumstances will be living in communities not considered
deprived. When making planning decisions, SIMD should be considered alongside other
measures of deprivation and local intelligence.
There are many different factors that influence how often people need to go to hospital in an
emergency. These can include the type of work people do, housing conditions and how well
people are able to manage their own long term conditions. The chart below shows that there
is a narrow inequalities gap between the most deprived and least deprived communities and
how often they go to hospital in an emergency.
The rate at which people attend a hospital in an emergency comparing the most and least
deprived communities in Wigtownshire
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6. Outcome 6
People who provide unpaid care are supported to look after their
own health and wellbeing, including to reduce any negative
impact of their caring role on their own health and wellbeing.
6.1

How we support this in our locality

Unpaid Carers are the largest group of care providers in Scotland, providing more care than
health and social care services combined. Providing support to Carers is an increasing local
and national priority.
A Carer is generally defined as a person of any age who provides unpaid help and support to
someone who cannot manage to live independently without the Carer’s help due to frailty,
illness, disability or addiction. The term Adult Carer refers to anyone over the age of 16, but
within this group those aged 16-24 are identified as Young Adult Carers.
In our locality we are working towards this outcome through:


joint working with Carer’s Centre



respite opportunities



Carer’s meetings



Carer’s week 2019

6.2

How we are addressing this outcome in our locality

Our We Will commitments which support this outcome and their current Red, Amber, Green
(RAG) status:
23

Identify current and potential Carers as early as possible.

24

Listen to the views of Carers and take appropriate action in response.

25

Ensure all Carers are informed of their right to an adult Carer support plan
(previously known as Carer assessment), so that the needs of the Carer are
addressed in their own right.

26

Identify and promote local services and resources to help improve the quality of life
of Carers.

27

Continue to raise “Carer awareness” across our workforce following the equal
partners in care core principles.

6.2.1 Joint working with Carer’s Centre
Social Care is working closely with the Carers Centre in our locality to support our Carers
and recognises the importance of this role by ensuring that when assessments are
completed for the cared for person, that consideration is also given to those providing the
care through developing an Adults Carer Support Plan, including the provision of respite.

18
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Unpaid Carers are provided with relevant advice and support about support groups in their
area and signposted to guidance and training that may assist in their caring role.
6.2.2 Respite opportunities
The day care service run by Skillstation is now providing respite opportunities for Carers in
Stranraer.
6.2.3 Carer’s meetings
mPower has been attending Machars Carers meetings to try to increase the use of digital
technology services, for example Florence medication reminders.
6.2.4 Carer’s week 2019
In May 2019 information, support and advice was provided for Carers across different parts
of Wigtownshire by the locality health and social care team. Communications included
posters and a Getting Carers Connected document that contained contacts for multiple
sources of support available for Carers, the person they care for and their family.

6.3

How we are getting on

From 1 April 2018 the Carers (Scotland) Act 2016 gives rights to Carers to have a support
plan that addresses their needs. Anyone can start to develop an Adult Carers Support Plan
(ACSP). The Dumfries and Galloway Carers Centre provide support to help people through
this process. Many Carers find that the information, advice and support they receive from
Carers organisations meets their needs. Only a small proportion of Carers will go on to
develop an ACSP and of these, fewer still will require additional services to meet their needs.

Number of Adult Carer Support
Plans

The number of Adult Carer Support Plans (ACSPs) completed by financial year;
Wigtownshire
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Source: Dumfries and Galloway Carers Centre
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8. Outcome 8
People who work in health and social care services feel engaged
with the work they do and are supported to continuously improve
the information, support, care and treatment they provide.
8.1

How we support this in our locality

It is important to acknowledge that different workplace cultures exist across the Partnership.
Acknowledging the diversity of these different cultures will lead to understanding and
respecting each other’s values and beliefs and bring new and different opportunities.
However, diversity also brings challenges that can act as barriers to integrated ways of
working. Our locality is supporting staff to learn together and develop leadership skills to
enable us to move towards a shared positive culture.


implementation of the new GP contract



pharmacy



mPower and social work joint post



iMatter

8.2

How we are addressing this outcome in our locality

Our We Will commitments which support this outcome and their current Red, Amber, Green
(RAG) status:
32

33

34

Improve communications within and between services and develop working
arrangements within multidisciplinary team so that staff across services feel valued
and engaged in practice decisions and service developments.
Acknowledge the pressures on staff providing support and care. Develop and
implement approaches to seek feedback from staff with a view to better understand
what is working well and what is not working well.
Explore opportunities to address issues about recruitment and retention including
how to make care more attractive as a career choice for local people.

8.2.1 Implementation of the new GP contract
A primary mental health worker has been based in the Waverley Medical Centre for nearly 2
years, initially to support Lochinch and more recently Loch Ree practice. This service
provides access for patients with low level mental health issues with a 6 to 8 week
intervention. The intention is to roll out this approach across Wigtownshire by 2021. There
are some challenges to overcome, in particular in relation to recruitment of sufficient staff,
administrative technicalities and embedding a previously secondary care role within primary
care.
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Since December 2018, 2 separate pilots have been running where paramedics have been
doing home visits under the supervision of the GPs for the 3 Waverley Medical Centre GP
practices, Galloway Hills and Southern Machars practices. They have also occasionally seen
patients for unscheduled appointments within the GP surgeries.
Staff and patient feedback has been extremely positive, with paramedics able to spend more
time than GPs on each visit and more time to arrange hospital admissions.
Preliminary analysis has shown that paramedics have saved each GP practice a
considerable number of hours per week of GP time and a significant proportion of this has
been travel time.
8.2.2 Pharmacy
Pharmacy Hubs have been developed at Waverley Medical Centre and Newton Stewart
Health Centre. It is an innovative approach where a prescribing pharmacist leads a team to
provide 5 day support in GP practices to provide medication management and appropriate
medication use with patients. More GP time is released to provide clinical care. There are
many benefits to the patient such as safety.
8.2.3 mPower and Social Work joint post
A proposal has been made for mPower to fund social worker hours to embed some of the
mPower project into the Social Work review process. This will increase the number of people
receiving the support of mPower programmes and sustainable change towards self
management.
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8.3

How we are getting on

iMatter is an annual staff survey tool that includes the development of team action plans to
build a positive workplace culture. At present, iMatter has been rolled out across health
teams including some staff employed by the local authority who work within fully integrated
teams. Building on the learning from 2018/19, more people in the Partnership participated in
iMatter.
The Scottish Government has identified iMatter as the key tool for measuring and promoting
a positive workplace culture. There are ongoing challenges to using iMatter as a staff survey
tool across the Partnership.
Staff survey results are very stable at an organisation level, but can be variable year to year
for small teams due to small numbers.
Between June and July 2019 staff completed an iMatter questionnaire which covered four
key areas;


staff governance standards



experience as an individual



my team and my direct line manager and my organisation.

The locality team is currently developing this year’s action plan towards building a positive
work culture.

iMatter Responses

D5

D21

D22

Dumfries and Dumfries and Wigtownshire
Galloway
Galloway
Locality
2017
2019
2019

4 out of 5 people agree that they
have the information necessary
to do their job.

80%

79%

79%

3 out of 4 people agree that they
are involved in decisions relating
to their job.

70%

69%

76%

4 out 5 people would recommend
their organisation as a good
place to work

74%

74%

80%

Source: NHS Dumfries and Galloway (iMatter Board Report) (2019)
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We are meeting or exceeding the
target or number we compare
against

Source: ISD Scotland, HACE Dashboard
We are within 3% of meeting the
target or number we compare
against

-

2017/18

Proportion of last 6 months of life spent at home or in a community
setting

A15 /
E5

Number of complaints received by the locality team (all stages)

May 2018

Total number of care at home hours provided as a rate per 1,000
population aged 65 and over

C8

D2

9.73

May 2018

Rate of emergency admission by locality of residence per 1,000
population

D24

-

88%

757.9

9.67

43.5

2018/19

2018/19(p)

May 2019

May 2019

May 2019

-

89%

552.6

6.81

26.2

6

88%

751.9

6.36

43.2

Current Value
Dumfries
Time
Wigtownsh
and
Period
ire
Galloway

We are more than 3% away from
meeting the target or number we
compare against

-

89%

609.6

25.2

Rate of Emergency Department attendances by locality of residence
May 2018
per 1,000 population

D23

Locality Indicator

Outcome 1

Outcome 2

Outcome 3

Previous Value
Dumfries
Time
Wigtownsh
and
Period
ire
Galloway
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Appendix 1: Summary of Locality Indicators
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We are meeting or exceeding the
target or number we compare
against

Source: ISD Scotland, HACE Dashboard
We are within 3% of meeting the
target or number we compare
against

2017/18

Number of Adult Carer Support Plans developed within the locality

C5

22

8

2,960

87

6%

31%

2018/19

2017/18

Jul 18 Jun 19

Jul 18 Jun 19

June 2019

June 2019

-

41

19,526

807

9%

24%

36

13

3,201

76

7%

24%

Current Value
Dumfries
Time
Wigtown
and
Period
shire
Galloway

We are more than 3% away from
meeting the target or number we
compare against

-

38

12,890

Jul 17 Jun 18

2016/17

604

Jul 17 Jun 18

Difference in the rate at which people attend hospital in an
emergency between the most deprived and least deprived
communities in the locality (per 1,000 population)

Number of people with delayed discharge in all hospitals (Dumfries
and Galloway Royal Infirmary, Galloway Community Hospital and
Cottage Hospitals) by locality of residence
Number of bed days lost to delayed discharge by locality of
residence

D27

D26

D25

7%

Percentage of people supported by SDS Option 1 or Option 2, 65
years and older

C11

June 2018

25%

Percentage of people supported by SDS Option 1 or Option 2, under
June 2018
65 years of age

Previous Value
Dumfries
Time
Wigtownsh
and
Period
ire
Galloway

C10

Locality Indicator

Outcome 4

Outcome 5

Outcome 6
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Jan - Mar
2018
June 2018

Average prescribing costs per person for 3 months

Percentage of People With SDS Option 3,Supported with Telecare

D28

We are meeting or exceeding the
target or number we compare
against

Source: ISD Scotland, HACE Dashboard
We are within 3% of meeting the
target or number we compare
against

£49.92

2017

Proportion of people who would recommend their organisation as a
good place to work

D22

C1

74%

2017

Proportion of people who agree that they are involved in decisions
relating to their job

D21

2017

Proportion of people who agree that they have the information
necessary to do their job

D5

69%

£58.34

n/a

n/a

n/a

77%

3.7%

June 2019

Jan - Mar
2019

2019

2019

2019

Apr - Jun
2019

Jun 18 May 19

Time
Period

74%

£50.62

74%

69%

79%

47%

4.3%

72%

£59.09

80%

76%

79%

59%

3.6%

Dumfries
Wigtownsh
and
ire
Galloway

Current Value

We are more than 3% away from
meeting the target or number we
compare against

72%

70%

80%

67%

Apr - Jun
2018

Percentage rate of referrals to the Multi Agency Safeguarding Hub
(MASH) acknowledged within 5 days

C9

4.4%

Jun 17 May 18

Dumfries
Wigtownsh
and
ire
Galloway

Percentage rate of emergency re-admission to hospital within 7

Time
Period

D27

Locality Indicator

Outcome 7

Outcome 8

Outcome 9

Previous Value
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If you would like some help understanding this or need it in another
format or language please contact dg.ijbenquiries@nhs.net or
telephone 01387 241346

