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Addendum to NHS Highland Annual Operational Plan at 

31 July 2019 

Following receipt of the letter dated 17 June 2019 from Malcolm Wright, Director General for 

Health & Social Care and Chief Executive of NHS Scotland, NHS Highland has amended the 

Annual Operational Plan for 2019-20, submitted on 30 April 2019.  This addendum presents the 

original Plan with responses to the letter at the beginning of each relevant section.  

In addition, NHSH has taken the opportunity to expand and provide additional details around 

some of the key themes, particularly around how NHS Highland is responding to the financial 

challenge facing the Board. 

At the time of submitting the initial AOP, NHS Highland had only just engaged the services of 

the external support i.e. Price Waterhouse Coopers (PwC) and were in the early stages of 

establishing the NHS Highland Programme Management Office (PMO) and agreeing the detail 

of the comprehensive approach aimed at addressing the financial position. As described later in 

this plan and reinforced through the weekly update reports to the NHS Scotland Finance team 

NHS Highland has made considerable progress in translating the theoretical opportunities 

originally identified into tangible savings. 

Since submission of the AOP first draft, the Sturrock report has been received and considered 

by the Board and as such a programme of work has been established to take account of the key 

issues identified within the report and to identify actions aimed at moving the organisation 

forward. This is a live topic and is being comprehensively addressed through other channels and 

consequently this report notes its publication and the Board’s commitment to learn and move 

forward positively. 

Steps to ensure that staff are fully and comprehensively kept abreast of the Board financial 

position have already been put in place. This includes regular information updates on the 

actions taken forward to address services improvements and manage budgets more effectively 

and to advise on progress to date. 

APPROACH 

NHS Highland recognises the importance of the need to align with the Scottish Government 

Medium Term Health and Social Care Financial Framework and the Health and Social Care 

Delivery Plan. These documents contain important strategic and policy imperatives which the 

board recognise and are taking steps to address. 

The Board recognises the need to create sustainability and resilience and as such are in the 

process of developing a longer term Clinical and Care (C&C) Strategy which will be completed 

by the end of this financial year. This will be informed by the Health Board’s 3 Year Operational 

Plan and aims to accelerate delivery of the transformation and changes required to deliver the 

national reform agenda. 

The C&C strategy is an integral component of the Health Board’s 3-year financial recovery plan 

as described under section 10 below. It is assumed that it will yield efficiency and service benefits 

that contribute £9.6 m in year (£14.1 m FYE) in 2021/22. It will also endeavour to design in 

solutions to some of the Health Board’s most pressing recurrent clinical recruitment problems to 

alleviate the related quality, performance and financial risks.  
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It will also incorporate and describe a number of productivity improvements as referenced in the 

Medium Term Health and Social Care Financial Framework. However, as the C&C strategy work 

is currently being developed this paper has not addressed any reshaping of hospital expenditure 

either within the hospitals (I/P’s to Drugs and D/C and O/P’s etc.) or from hospitals to other 

frontline health and social care services. 

The development of the C&C Strategy will help model the future service configuration of NHSH’s 

community services. The implications will need to be worked up. 

In this context NHS Highland has 21 community hospitals across both Highland and A&B and 

spent £64.7m or 30% of the national £222m (16/17) spend described in the Medium Term Plan. 

This hopefully helps highlight the urgent need for a clinical plan to address how NHSH makes 

best use of these facilities aligned to the national strategy. 

Consistent with this need for clarity and service alignment NHS Highland support the reference 

to regional working in the Medium Term Plan and will ensure that the emergent C&C Strategy 

addresses the performance, quality and financial opportunities that joint working across the 

region should be able to deliver. 

In addition, no assumptions about any reduction in demand arising from Public Health and 

Prevention have been made, noting the impact is likely to be delivered at the end of the Medium 

Term Plan i.e. 2023/24. Furthermore, no assumptions around benefits that may accrue from the 

‘Once for Scotland’ initiative, as it is recognised that while work continues to develop this initiative 

there is nothing tangible that would currently allow a level of confidence regarding how this would 

translate into tangible financial improvements. 

Ahead of the C&C Strategy referenced above, the 3-year operational plan largely assumes the 

current service model status quo. However, NHS Highland has; 

• made a number of assumptions around activity growth related to increasing population and 
other demographic factors 

 
• looked at our demand, capacity and sustainable service position over the three years from 

19/20 up to 21/22 consistent with the 12 week targets 

• recognised the financial risk relating to the investment required to maintain this position.  

• used 3-year activity modelling to identify any other activity related service pressures 

• focused on known cost pressures and in particular the biggest single unfunded cost 
pressure, premium cost staffing 

NHS Highland has also considered the financial implications associated with the 3 major new 

builds which will all come on stream during the next 3 years. A particular focus has been given 

to the planned new Elective Care Centre (ECC) given both its scale and direct connection to the 

delivery of TTG. 

The need to break even over the 3-year period ending 21/22 is fully acknowledged within this 

plan however repayment of brokerage received will be considered out with this planning horizon 

and will be factored into future iterations of the 3-year plan from 20/21. 
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Follow Up Actions 

As referenced in the Director General’s letter of the 17th June it is recognised that this is 
essentially a one-year plan however it also noted the future intention i.e. to move to a 3-year 
plan closely aligned to the key planning horizon outlined in the Medium Term Financial 
Framework. 

In preparing this plan, the principal focus is on 19/20 however in certain key areas, some initial 
assessment and modelling over a 3-year period has also been carried out. In doing this a number 
of key areas have been highlighted where there is a need to either maintain momentum or direct 
futures efforts. To ensure that the benefit of this advance work is not lost an action tracker has 
been created. (Appendix 13) 

The key headlines are: 

• further work required to better establish the resource and financial investment 
required to deliver our sustainable WL and Cancer positions 

• the need to make best use of the Raigmore capacity freed up post transfer of 
Ophthalmology and Ortho to the new ECC 

• completion of our strategy to deliver a more efficient and cost effective ASC service 

Conclusion 

There is a belief that this latest iteration of the AOP clearly demonstrates why there is a degree 
of confidence that the Board can and will deliver the agreed level of performance consistent 
with the £11.4m of brokerage previously proposed. This confidence is based upon the; 

• positive progress made to date in identifying and delivering major financial improvement 
programmes 

 
• quarter one results that demonstrate both early delivery but also the benefits of the much 

tighter control environment 
 

• scale of the ideas which are currently being progressed through the PMO pipeline but 
not yet included in any of the improvement numbers 

 

• mobilisation and alignment of the SLT and a much wider cohort of managers and 
clinicians to this agenda 

 

• growing internal PMO resource and the training programme that is in place to ensure the 
project and programme managers are all equipped to maintain momentum 

 

• commitment of the Board to delivery of this target 

Also shown and quantified is the best estimate of the scale of future opportunities, at a 
reasonably detailed level, as well as initiated a major work programme to deliver a 
comprehensive and effective Clinical and Care Strategy to ensure that the improvement 
momentum is maintained. 

Iain Stewart 

Chief Executive 

31 July 2019 
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Annual Operational Plan 2019-20 

1 Introduction 

 

 This is my first Annual Operational Plan (AOP) as Chief Executive in NHS Highland. NHS 

Highland is in a period of significant change with a number of new Directors taking up 

post during 2019/20 and additional support from the Scottish Government as we move 

forward.  As Chief Executive I am committed to transforming services across NHS 

Highland and to focus on my priority areas of: 

• ‘Patients & Performance’ including improving waiting times, unscheduled (urgent) 

care, mental health, cancer and diagnostics.  The focus will also be on furthering the 

progress made following integration of Health and Social Care 

• People are treated with respect and dignity and that NHSH is the employer of choice, 

which leads to high quality care being delivered to our patients 

• Pounds and Pence ensuring that NHSH delivers financial balance within the next 3 

years. 

 

1.1.1 NHS Highland (NHSH) is one of fourteen territorial boards and employs around 10,500 

people making it one of the largest employers in the Board area. NHSH provides health 

and social care services to our resident population of 320,000.  The Health Board includes 

two local authority areas, Highland and Argyll & Bute. 

 

1.1.2 Our diverse area includes Inverness, one of the fastest growing cities in Western Europe 

and 37 populated islands, 23 in Argyll & Bute and 14 in Highland, including the Isle of 

Skye connected to the mainland by a road bridge since 1995. 
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1.2 Operational Delivery of Services 

1.2.1 NHSH and Argyll & Bute Council have integrated all Adult, Children’s and Criminal Justice 

health and social care services in the form of Argyll & Bute Health and Social Care 

Partnership (ABHSCP).  The ABHSCP also includes all health services including acute 

hospital contracted services (those that are purchased from NHS Greater Glasgow and 

Clyde via a SLA) and all Adult and Children and Families work.  The partnership went live 

on 1 April 2016 as a body corporate entity. 

1.2.2 Since 1 April 2012, health and social care in the Highland region has been formally 

integrated through the lead agency model. NHSH is the lead agent for the delivery of adult 

services across health and social care and The Highland Council (THC) the lead agency 

for children’s services. The arrangements are managed through the Highland Health and 

Social Care Partnership (HHSCP) which is responsible for providing acute care, 

emergency care, primary care, community based care and social work care services. 

1.3 What is included in the AOP 

This AOP details NHSH’s plans for: 

1.3.1 Patients & Performance 

• delivery of the Waiting Times Improvement Plan through to Spring 2020 

• delivery of the outpatient, diagnostic and treatment time guarantee activity required 
during 2019/20 

• delivery of the 6 essential actions to improve waiting times in the Emergency 
Department 

• reducing Hospital Associated Infection (HAI) and provide appropriate anti-microbial 
prescribing 

• key focus areas for mental health over 2019 to 2021 
 

1.3.2 People 
 

• continuing integration of Health & Social Care over the next 12 months 

• following publication of the Sturrock Report and other documents NHSH will review 
and implement proposals 

• continue to develop skills and learning across the organisation 

• develop sustainability through recruitment and retention of staff 

• embed staff governance at every level by utilising the results of the NHS Scotland 
Assessment Tool  

• implementation of new forms of communication such as the Staff Team Brief 

• promote the health and well-being of staff  

• implement the Gaelic Language Plan 

• improve the management of timely responses to complaints and enquiries  
 

 
1.3.3 Pounds & Pence 

 

• identify the level of financial support (brokerage) required from the Scottish 
Government on a recurring and non-recurring basis 

• reduce variation in hospital care and reinvest in the community 
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• redesign as set out within the Memorandum of Understanding (MOU) for the delivery 
of the General Medical Services (GMS) contract 

• provide a summary of our financial plans and assumptions including anticipated out-
turn against both resource and capital, and level of savings required to deliver 
financial balance over a 3-year period 

 

1.4  Key Next Steps 
  

1.4.1 NHSH has engaged a Programme Management Office to support the financial recovery 
of the organisation. As this programme develops through 2019/20 other key elements of 
the plan will be developed to achieve an initial combined target of £39.5Million of recurring 
savings over the next 3 years.  
 

1.4.2 NHSH is restructuring the Senior Leadership Team (SLT) and reorganising 
responsibilities and accountabilities. The AOP will be used to identify the key objectives 
for each member of the SLT with an increased focus on accountability, governance, 
strategy and performance management as the organisation moves forward.  
 

1.4.3  The development of a Clinical & Care Strategy during 2019/20 will set out the direction 
for service delivery, staffing and workforce developments and the use of facilities are 
maximised to provide sustainable and affordable services for NHSH.  
  

1.4.5 NHSH is working closely with partner North of Scotland Boards including NHS Grampian, 
NHS Orkney, NHS Shetland, NHS Tayside & NHS Western Isles to deliver the Regional 
Delivery Plan once approved. 

1.4.6 For the first time this Plan has been developed with full clinical and managerial 
engagement with the Planning Team meeting with 42 different acute specialties across 
NHSH and mental health teams.  This approach is going to continue for the 2020/21 Plan 
and be developed to ensure full professional development for other specialties and full 
Adult Social Care (ASC) involvement. 
 

1.4.7 The AOP has been developed in partnership with clinical and management teams in order 
to bring about a plan supported across the organisation aiding delivery. I would like to 
thank all my 10,500 colleagues for their individual contributions to deliver safe, 
sustainable, and affordable services to the residents of NHSH. 
 
 

Iain Stewart 
Chief Executive 
15th April 2019 
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2 Strategic Context for the Annual Operational 

Plan 

2.1 NHS Highland is committed to transforming services across NHS Highland and to focus 

on 3 priority areas of: 

• Patients & Performance including improving waiting times, unscheduled (urgent) 

care, mental health, cancer and diagnostics.  The focus will also be on furthering the 

progress made following integration of Health and Social Care 

• People are treated with respect and dignity and that NHSH is the employer of 

choice, which leads to high quality care being delivered to our patients 

• Pounds and Pence ensuring that NHSH delivers financial balance within the next 3 

years 

2.2 NHSH’s Strategic Framework 

NHSH’s strategic framework is best summarised in the blue triangle placing the 

individual (every person) at the top.  
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2.3 Key Enablers for Change 

Creation of a Programme Management Office  

2.3.1 NHSH has engaged a Programme Management Office (PMO) to support the financial 
recovery of the organisation. As this programme develops through 2019/20 other key 
elements of the plan will be developed to achieve an initial combined target of £39.5Million 
of recurring savings over the next 3 years.  

 
2.3.2 The PMO is a key foundation stone to allow NHSH to move forward positively through 

2019/20. The PMO will monitor the implementation of savings schemes and outline issues 

early on in the process so that any obstacles to success are managed and eliminated. 

NHSH’s initial focus for financial recovery has identified the following areas: 

• Bed Utilisation and Flow  

• Outpatient Efficiency 

• Theatre Productivity 

• Medical Workforce Productivity 

• Nursing and related workforce productivity 

• Diagnostics Productivity 

• Mental Health 

• Procurement 

• Pharmacy and Prescribing 

• Adult Social Care 

• Community and Primary Care 

• Corporate (including Grip & Control) 

• Estates and Facilities 

• Commercial Contracts 

• Service Reviews and Deep Dives 

Restructuring of the Senior Management Team 

2.3.3 NHSH is reorganising responsibilities and accountabilities and the AOP will be used to 

identify the key objectives for each member of the SLT with an increased focus on 

accountability, governance, strategy and performance management as the organisation 

moves forward through 2019/20 and beyond.   

Highland Quality Approach 

2.3.4 The Highland Quality Approach captures the spirit of how NHSH is working to improve 

care and outcomes for people in Highland and Argyll & Bute, recognising the importance 

of improving the health of the population and getting the experience of care right for 

individual people, every time.  This will be delivered by focussing on providing person-

centred care while at the same time eliminating waste, reducing harm and managing 

variation. 
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Development of a Clinical & Care Strategy 

2.3.5 The development of a Clinical & Care Strategy during 2019/20 will set out the direction 

for service delivery, staffing and workforce developments and how NHSH will maximise 

the use of facilities to provide sustainable and affordable services. This will provide 

greater clarity to our leaders and staff and help align efforts across the organisation to 

deliver agreed clinical services.  

Robust Performance Management 

2.3.6 NHSH recognises that a good performance management system is key to the delivery of 

the organisational goals.  The lack of a robust performance management system in NHSH 

has hindered the delivery of these goals. The creation of a robust performance 

management system from will be output driven, linked to the AOP, will maximise 

employee productivity, improve employee motivation and ultimately help with retention of 

staff.   

2.3.7 A review of the performance management reports is being undertaken and expected to 

be completed in the 3rd quarter. The Board will receive regular updates on the progress 

of the AOP during 2019/20 and onwards.  Key Performance Indicators by Type / Section 

are detailed in the summary Appendix 1. 

More employee time spent on professional development 

2.3.8 All staff will need to change the way they work and practise, so it will be necessary to 

develop new skills, support and training across the workforce for the future. Great 

leadership will be a key element to support progress to ensure the workforce operates at 

the top end of practice.  

Digital Strategy 

2.3.9 NHSH is committed to redesign and transformation of healthcare using digital technology. 

The opportunity to support innovation and transformation of healthcare services using 

information and digital technology is significant, including the delivery of an increasingly 

mature Electronic Patient Record (EPR) with some elements available on a regional 

basis.  Over the last few years NHSH has delivered a number of new clinical systems 

including Ophthalmology & Endoscopy and in the last year has launched the Care Portal 

which is the start of the move toward a true EPR.  Work has also progressed on digital 

solutions to support maternity, community and social care staff. 

2.3.10 The Digital Strategy plan also includes a commitment to deliver a digital environment that 

is optimised for staff use and that has appropriate security in place to ensure that patient 

information is available in the right place, at the right time to the right person. This will be 

delivered by healthcare and support staff contributing to the oversight and development 
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of the local healthcare system and encouraging all staff to take part in quality improvement 

activity with their peers.  

2.3.11 NHSH is seeking service transformation enabled by digital innovation and real time 

information providing the potential for safe, smarter and more efficient care built around 

early intervention. 

2.3.12 The eHealth Department will engage and work closely with staff and the public to ensure 

that the solutions that are delivered are fit for purpose and enhance the experience of our 

health and care services. 

2.4 Key Sections of the Annual Operational Plan 

 

 

 

 

 

 

 

 

  

• Primary Care 

• Digital Care 

• Regional Planning 

• Elective Care 

• Unscheduled Care 

• Integrated Care 

• Healthcare Associated Infection 

• Mental Health 
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3 Primary Care 

3.1 Response to Director General letter dated 17 June 2019 

Primary Care 

NHS Highland have a plan to implement the changes to comply with the GMS Contract in 

Primary Care which have been shared and agreed previously with the Scottish Government 

Health Department. NHSH plan to continue to implement the changes in Primary Care over the 

next 3 years. 

The new GMS Contract in Scotland came into effect on 1st April 2019 and defines a refocusing 

of the GP role as expert medical generalists. This will involve transfer of tasks to the board 

employed wider primary care multi-disciplinary team where it is safe, appropriate and improves 

patient care. 

NHSH will deliver this change in service by implementing the priorities outlined and agreed in 

the local delivery programme for 65 GP Practices in North Highland and 33 GP Practices in 

Argyll and Bute. 

Seven work streams have been identified: 

• vaccination services 

• pharmacotherapy 

• community treatment and care services 

• urgent care 

• MSK Physiotherapy 

• mental health 

Models of service delivery have been agreed for pharmacotherapy and MSK physiotherapy 

with recruitment into new posts commencing in 2018/19 and full staffing anticipated 2019/20 

for these work streams. 

Intensive training has been undertaken during the latter part of 2018 and early 2019 in order to 

enable AHPs to undertake guided injections for foot and ankle, hands and hips on behalf of 

consultants to reduce this element of their job plans. NHSH continues to seek opportunities to 

maximise the impact of AHPs in this specialty with a plan for 2019 to develop multi-professional 

AHP MSK pathways. This will maximise occupational therapy, physiotherapy, orthotics and 
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podiatry intervention for this group of patients and will be in collaboration with orthopaedic 

consultants to identify new opportunities. 

New hospital to home pathways will be explored through testing of the home first model, which 

will support the bulk of AHP assessment taking place within the home thereby shifting the 

balance of work to the community rather than inpatient settings. 

  

3.2 Key Deliverables 

 

• Directly support the delivery of general medical services (GMS) in NHS Highland salaried 

GP practices aligned with the nationally agreed new GMS contract 

• Implement the memorandum of understanding enabling the new GMS contract with 

partners in the independent GP sector 

• Support quality improvement initiatives in general practice via development of GP clusters 

and the Scottish Patient Safety Programme (SPSP) 

• Implement the trial of “GP Near Me” video-consultation tool 

• Support the development of phase two of the Scottish Rural Medical Collaborative 

• Continue to roll out the “Investigation and Treatment Rooms” (ITRs) in primary care 

 

3.3  General Medical Services Contract and Memorandum of Understanding 

 The new GMS Contract in Scotland came into effect on 1st April 2019 and defines a 

refocusing of the GP role as expert medical generalists. This will involve transfer of tasks 

to the Board employed wider primary care multi-disciplinary team where it is safe, 

appropriate and improves patient care.  

  NHSH will deliver this change in service by implementing the priorities outlined and 

agreed in the local delivery programme for 65 GP Practices in North Highland and 33 GP 

Practices in Argyll & Bute.  

Seven work streams have been identified: 

• vaccination services  

• pharmacotherapy 

• community treatment and care services 

• unscheduled (urgent) care 

• MSK Physiotherapy 
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• mental health 

• community links workers 

  

3.3.1 SPSP Programme 

 Led by a Quality Improvement Practitioner within the SPSP team, NHS Highland is 

committed to delivering the warfarin bundle, medicines reconciliation and sepsis bundle 

within primary care via SPSP methodology. 

3.3.2 GP Near Me 

 After a successful trial in a salaried practice NHS Highland will complete development of 

the GP Near Me consultation tool and undertake a second phase trial in a further 10 

independent and salaried practices. 

3.3.3 Scottish Rural Medical Collaborative (SRMC) 

 Continue host support of this multi-board project ensuring successful implementation of 

the initial 6 key work streams from phase one and the development of three phase two 

work streams. 

3.3.4 Investigation and Treatment Rooms  

 These clinic rooms provide secondary care follow on work within primary care and have 

currently been implemented in the South and Mid Division with further roll out.  

to North and West in 2019-2020. 

 

 

3.4.1 In 2019/20, supporting the new GMS contract, NHSH will provide additional roles in: 

• Pharmacotherapy – a mixture of primary care pharmacists and pharmacy technicians will 

be recruited to deliver both face to face and distal pharmaceutical interventions and advice 

• Mental health – Mental Health workers within GP practices will be recruited and will likely 

be a mixture of mental health nurses and occupational therapists to a model being currently 

finalised 

• Musculoskeletal physiotherapists (MSK) - recruitment has commenced with the aim of 

providing 1 WTE: 13,000 practice population providing first contact physiotherapy services. 

3.4 People 

 People 
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A remote working consultation model is being considered to support rural practices utilising 

“Near Me” experience 

• Community link workers – recruitment to commence in autumn 2019.  Community link 

workers are non-clinical practitioners based in, or aligned to, a GP practice who work directly 

with patients to help them navigate and engage with wider services 

• Urgent Care and Treatment Room Services – the delivery models are currently being 

considered and recruitment will commence in 2020. This will likely involve recruitment of 

practice nurses, advanced nurse and paramedic practitioners 

• Vaccination transformation – trials of vaccination teams are underway in Helensburgh 

and Inverness with the final delivery model currently under negotiation with the GP Sub 

Committee 

 

By 2021 NHSH will have reprofiled routine work in general practice by creating additional 

board employed staff aligned to the new GP GMS contract MOU. 

3.4.2 In supporting Primary care SPSP NHS Highland will continue to deliver the programme 

via a quality improvement practitioner within the SPSP team. 

3.4.3 NHS Highland currently provides a quality improvement leader developing the “Near Me” 

project and this will be supported by recruitment of a change manager in 2019. 

3.4.4 The SRMC project has recruited a further two project managers in 2019 to support this 

national project. 

3.4.5 The Investigation and Treatment Rooms require recruitment of clinic nurses for each room 

as they develop. Recruitment for Fort William and Caithness are planned next. 

 

 

 

 3.5.1 Priority – Patients & Performance  

• New GP GMS Contract - by 2022, completion of the primary care modernisation 

programme 

• SPSP Primary Care – by 2021 

o 95% reliability of Warfarin Bundle across NHSH 

o 100% roll out of the Sepsis Template to Vision Practices within NHSH during 2019/20 
 

3.5 Key Performance Indicators 
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o 95% of patients (aged 16 or over) with suspected sepsis are escalated by Primary Care and 

their National Early Warning Score (NEWS) communicated to the hospital, out of hours 

service or the Scottish Ambulance Service (SAS) 

 

• GP Near Me – by 2021 

o Completion of phase 2 trial to 10 practices with a mixture of demographic and geographic 

challenges 

 

• Scottish Rural Medicine Collaborative (SRMC) by 2021 

o Embed the six initial projects (rural GP recruitment good practice, rural GP recruitment 

yearly wheel, rural GP marketing resources, valuing rural GPs, rural GP recruitment and 

retention toolkit and rural GP recruitment support 

o Progression of the phase two projects making rural practice attractive, enablers to rural 

practice and multi-disciplinary working 

 

• ITR by 2021 established investigation and treatment rooms in the North and West Division 

urban centres 

 

3.5.2 Priority – People 

• Reduce GP and GP Practice workload through the introduction of roles described in the 

new GP GMS Contract memorandum of understanding. Remove secondary care 

continuation work from practices via the ITR development 

• Ensure continuation of quality improvement resource via SPSP team and by influencing 

the development of GP clusters 

• Continue innovation and promotion of new ways of working via the SRMC and GP Near 

Me projects 

 

3.5.3 Priority – Pounds and Pence 

• Enhance GP practice resilience via the new GMS contract work streams and the SRMC 

phased projects, thus avoiding further practices requiring NHS support and management  

• By enabling first contact physiotherapy and mental health input within practices referral 

patterns will improve lessening secondary care burden 

• Avoid harm via SPSP focus on warfarin safety, medicine reconciliation and sepsis 

management thus avoiding hospital admission and reduced morbidity  



19 
 

• Utilise GP Near Me to avoid patient travel and enhance practice resilience by enabling 

distal working 

• Prevent unnecessary patient travel and ensure quality continuation of secondary care 

workload closer to the patient via the ITR project 

 

 3.6 Financial Resources for GMS contract implementation 

 

Table One – Available Funding in Year to Implement GMS Contract 

Available funding (£m) - In year  2019/20  2020/21 2021/22 

National £55.00  £110.00 £155.00 

NHS Highland NRAC Share £1.09  £3.56 £2.92 

Estimated Uplift A&B £0.31  £1.02 £0.83 

2018-19 initial allocation (70%) NH      

2018-19 initial allocation (70%) A&B      

2nd tranche 2018-19 c/fwd. to 2019-20 NH £0.52     

2nd tranche 2018-19 c/fwd. to 2019-20 A&B £0.21     

2018-19 slippage c/fwd. to 2019-20 NH £1.00     

2018-19 slippage c/fwd. to 2019-20 A&B £0.21     

NH available to spend £2.30  £2.54 £2.08 

A&B available to spend £0.73  £1.02 £0.83 

 

3.6.1 It is not known at this stage what the impact of implementing superannuation changes in 

2019/20 will be until receipt of guidance. 

3.6.2 All monies are being invested across each of the 7 work streams during the 5-year period 

2017/18 to 2021/22.  (i.e. Vaccination transfer programme; Pharmacotherapy etc.). 

3.6.3 The new contract is supported by the Primary Care Improvement Fund (PCIF). Funding 

is allocated to IAs on the basis of the NHS Scotland Resource Allocation Committee 

(NRAC) formula. The Scottish Government funding amounts to £55M in 2019-20 rising to 

£155m in 2021-22. 

3.6.4 NHS Highland will receive £10.52m during the 5-year period 2017/18 to 2021/22. 

These funds are expected to be allocated across all six work streams and the North 

Highland PCIP financial plan sets out how each work stream has been budgeted across 

the five-year funding programme: 
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 3.7 Physical Resources 

 3.7.1  In 2019/20 NHSH are undertaking a review of Primary Care Premises within the City of 

Inverness to more appropriately match access to population base. An options appraisal 

exercise will be undertaken and a Full Business Case developed for consideration in 

2020/21.  

3.7.2 This year NHSH will review the provision of an ITR service in our remote and rural settings 

recognising that there is a critical mass of population which determines the viability of the 

scheme.  

3.7.3  12 applications for sustainability loans for GP practices in North Highland have been 

approved in principle by the Scottish Government and the formal legal process to 

conclude the loan agreements is in progress. It is expected that the first wave of 

sustainability loans will be issued to practices in 2019.  

3.8 Governance 

3.8.1 The planning and implementation of the Primary Care section of the AOP Plan requires 

strong governance arrangements supported by a robust project management approach. 

NHSH will ask both the Health & Social Care Partnership and Integrated Joint Board to 

ensure the governance of this element of the plan working with: 

• the Scottish Government’s Programme and Project Management (PPM) approach to 

provide a structured framework to oversee the delivery of the PCIP 

• GP Subcommittee and Local Medical Committee (LMC) 
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 Digital Health 

 
  

4.1 Key Responsible Officer: Head of eHealth 
 

 Response to Director General letter dated 17 June 2019 

Community Services 

NHS Highland do not have digital information available to them for Community Services and 

therefore the priority for 2019/20 is to implement robust data collection to allow plans to be 

developed in this sector. A business case is currently being developed to introduce the MORSE 

system across NHS Highland and the costs are identified within the Financial section of this plan. 

This system will facilitate DCAQ modelling for AHP services but in the meantime AHPs are 

embarking on work to: understand activity within services aligned to staffing; and to develop a 

local establishment setting process in the absence of a nationally validated tool. 

 

  

4.2 Key Deliverables 

 

4.2.1  The key objectives for 2019/20 are to   

• Deliver compliance with the cyber security standard of NHS Scotland 

• Increase the maturity of the Electronic Patient Record (EPR) including: 

• Transitioning paper records to a digital format 

• Improving links with Primary and Social Care 

• Support for community and maternity staff 

• Providing digital order requesting and reporting for primary care 

• Improving the communications between primary and secondary care 

• Provide a digital environment that supports and transforms the way our staff work   

all underpinned by an environment that is secure, performant and resilient 

• Provide solutions that support bed utilisation across secondary care 

• Support the national and regional programmes 

4 
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• Support the Board’s new build programmes 

• Supporting the Board’s financial recovery plans by utilising digital solutions 

 

Digital Health Plan 

4.2.2  The Digital Health Plan is still in draft format and focuses on: 

• Continued engagement with national programmes 

• Digital Health being at the conception of redesign and transformation of service, 

including the delivery of a Regional Care Portal, digital programme for Outpatients 

amongst others 

• Maximising the NHSH investment in digital solutions 

 

4.3 Key Performance Indicators – Digital Health Plan 

4.3.1 Priority - Patients & Performance - in 2019/20 

• Increase the number of Electronic Patient Record (EPR) users from the current 

500 to 2000 active users. Extend the dataset available to clinical staff to include access 

to the primary care dataset 

• Extend the deployment of digital solutions in the community so that all operational 

areas are accessing and recording clinical activity in all healthcare settings 

• Progress the deployment of the ‘digital ward’ initiative including evaluation within 

an integrated team and implementation within the admission wards, general wards and 

community wards with a real time dashboard reflecting activity in these areas 

 

4.3.2 Priority – People in 2019/20     

• Upgrade all user devices to Windows 10. Start the migration to Office 365 which 

will provide enhanced tools that support agile working. Implement national solutions that 

will enable NHS Highland to comply with the Cyber Essential (+) standard 

• Deploy ‘tap on – tap off’ technology & a Virtual Desktop Infrastructure (VDI) 

environment that will enable rapid access to devices in clinical settings across the four 

main acute hospitals 

• Implement and evaluate the introduction of ‘clinical floor walkers’ and ‘Acute 

Facilitators’ with a view to improving the access and use of digital technology in the clinical 

environment 
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4.3.3 Priority - Pounds and Pence in 2019/20 

• Develop the following business cases that will transform clinical and non-clinical 

services and enable financial savings to be generated: 

• EPR – Hospital Record Scanning 

• Order Communications – Primary Care 

• Order Communications – Secondary Care 

• The digitisation of the paper record  

• Full implementation of a voice recognition system to support clinical and non-

clinical staff 

• Implementation of hospital based self-service check-in facilities 

 

4.4 Financial Resources 

 The NHS Highland Digital Plan is supported by a number of funding sources including: 

• NHS Highland Capital Allocation 

• NHS Scotland allocation to support the implementation of the NHS Highland Digital 

Strategy 

• Core NHS revenue funding 

 

 This element of the plan involves all hospital, healthcare and social care settings within 

NHSH.  

4.5 Governance 

 The planning and implementation of the Digital Strategy Plan requires strong governance 

arrangements supported by a robust project management approach. NHSH will ensure 

the governance of this element of the plan working with: 

 

• The NHS Highland eHealth Delivery Group which oversees the delivery of the 

objectives by using a structured programme management methodology (PRINCE II) 

• The eHealth Depart provides a six monthly report to the Board of NHS Highland 

 

 In addition, the Director of Strategic Commissioning, Planning & Performance will report 

progress on this element of the plan during 1 to 1s with the Chief Executive. 
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  Regional Planning 
  

 

 5.1 Key Responsible Officer: Director of Strategic Commissioning, Planning & 
Performance 

     

  

5.2 Key Deliverables 

 

Health and Social Care (HSC) in Scotland faces significant challenges in relation to 

increasing demand with a growing elderly population and the supply and retention of 

workforce. The scale of these challenges is magnified by the size, geography and 

population distribution of NHS Highland within the North and West regions. 

NHSH will work with regional colleagues to ensure services reflect the population profile 

and that outputs from service reviews undertaken as part of the development of the 

Clinical & Care Strategy are clearly communicated within the context of regional working. 

The North of Scotland HSC Discussion Document - Plans and Propositions (May 2018; 

draft) and the West of Scotland HSC Regional plan document – Connecting Beyond 

Boundaries (December 2018; draft) take their place alongside the Operational Plans of 

NHSH and the Health and Social Care Partnerships.  The Regional Delivery Plan aims to 

take forward those actions which can only be driven forward across the region or those 

where it is most efficient and effective to be done collaboratively.  The aims are to enhance 

models of care by improving quality and financial efficiency of services and to create 

sustainable approaches. 

 

5.2.1 Regional Planning objectives 

The following sections list the key shared Regional Planning deliverables discussed by 

the priorities of: Patients & Performance; People and Pounds and Pence 

 

5.2.1.1 North of Scotland Regional Planning objectives 

Develop an options appraisal which will consider a clinically preferred model of care to 

optimise clinical and operating capacity within Dr Gray’s Hospital, Raigmore Hospital and 

the ECC once built. As a consequence of this work and with the support of the NHS 

Grampian and NHS Highland Boards a business case may be developed to: 

5 
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• Deliver an options appraisal to maximise resilience and sustainability for the 

orthopaedic service across the A96 corridor maximising the capacity within Dr Gray’s 

Hospital, Raigmore Hospital and the regional Elective Care Centre   

• Ensure the development of a regional programme for ophthalmology services that 

maximises the multi-disciplinary service provision whereby resources are maximised 

across the primary and secondary care interface 

• Develop regional programme focussing on ensuring that people are able to access 

both planned and unplanned cardiology care as close to their place of residence over 

a 24-hour period 

• Support greater sustainability with interventional radiology and the development of a 

business case to support the development of a mechanical thrombectomy service 

• Develop our clinical workforce that supports service sustainability in clinical service 

areas that have historically been difficult to recruit to including radiology, dermatology, 

vascular surgery, urology and oral surgery 

• NHSH does not intend to destabilise the financial profile of any partner organisations 

within the north and west of Scotland as a consequence of changes in patient flow 

 

5.2.1.2 West of Scotland Regional Planning 

The West of Scotland (WoS) regional planning common purpose is also common 

with that of the North of Scotland (NoS): 

 

These objectives will be delivered by the Planning Teams working closely with health 

and social care and support staff contributing to the oversight and development of the 

local and regional healthcare systems and encouraging all staff to take part in quality 

improvement activity with their peers.  
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5.2.2 NoS key example objectives for 2019/20: 

• Cardiac Service Review – establishing a NoS TAVI service in 2019; ensure equity of 

access for population to Catheter Lab services; implement NoS Cardiothoracic 

Surgery Sustainability Plan  

• Trauma Network – developing enhanced major trauma services across the region to 

improve clinical outcomes and quality of life.  This is the first of the national trauma 

networks which commenced on 1 October 2018   

• Ophthalmology – improve standardisation of service across the NoS e.g. deliver an 

on-call shared rota for eye care services; develop optometry service provision; 

reduction of variation 

• Digital Transformation – The single regional Care Portal became live in January 2019 

and work will continue to link with the NHS GG&C Portal with NHS Tayside joining 

the portal in 2019 

• Radiology – delivery of national intents within NoS; develop sustainable service; 

phase 2 implementation of single IT connectivity The implementation of the IT solution 

for imaging is almost completed from a regional perspective and as such it is likely 

the national radiology transformation programme will come to an end in August this 

year 

• Laboratories – The national business case has been approved to develop 

collaborative working between Boards for high risk laboratory services.  NHSH will 

work with colleagues in NHS Tayside and Grampian to manage the financial, 

workforce, geographic and demographic challenges and to implement national work 

streams 

• Secondary and Tertiary Flows - Priority Pathway work to address key challenges and 

opportunities to deliver sustainable service  

 

NHSH will work with NHS Grampian and NHS Tayside to provide equitable specialist services 

to Highland patients in the following specialties: 

 

• Oral and Maxillo-Facial Surgery – aiming to agree and implement a sustainable NoS 

service 

• Radiology for imaging, thrombectomy and interventional radiology 

• Upper GI surgery involving NHS Grampian (ARI) and Raigmore Hospital to redefine 

patient pathways for provision of upper GI cancer surgery and complex gall bladder 

surgery.  This model of care also introduces the concept of cost neutral patient flows 

between NHSG and NHSH 

• Vascular Surgery involving the stabilisation of NoS services and establishment of 

shared pathways and MDT 

• Urology involving potential redesign of regional pathways and services to create more 

equity in NoS e.g. De-designation of the national sacral nerve stimulation service will 

lead to service establishment in NoS from June 2019 

• Dermatology - introducing new ways of working, such as adoption of new image 

sharing technology 
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5.2.3 WoS key example objectives for 2019/20: 

• Cardiac Service Review – establishing a WoS TAVI service in 2019; ensure equity of 

access for population to Catheter Lab services; implement WoS Cardiothoracic 

Surgery Sustainability Plan  

• Major Trauma Network – Centred on the Queen Elizabeth 2nd hospital Consultant 

led team 24/7 in Emergency Department Improving Patient care and outcome Support 

development of services to meet new KPIs The Major Trauma Centre will provide 

care for over 1,000 patients. Development of networked trauma centres will follow 

over the planning period  

• Ophthalmology – OOH Emergency Care Regional emergency on call solution 

proposal - for implementation across the region. Long Term Conditions Primary Focus 

Glaucoma - Development of a Stratified model of management for Glaucoma setting 

out the Virtual Clinics & community skills  

• Vascular Service Review - Alignment of current vascular guidelines which state that 

complex (Tier 3) procedures should be undertaken in high volume vascular centres. 

Progressing the development of Specialist vascular teams based at 2 Centres with 

supporting spoke Units with appropriate infrastructure, facilities and workforce  

• CAMHS services across the WoS face a number of challenges and pressures at all 

levels of service. The aim is to develop a regional solution that will provide equity of 

care and access to community CAMH services for all children and young people in 

the WoS  

• Systemic Anti-Cancer Therapy (SACT) Phase 2 Implementation of a sustainable 

model for safe delivery of SACT services. Optimisation of current resource and 

quantifying any existing gaps in service provision across the WoS Boards. 

Identification of options to address any gaps in service provision. Resource 

requirements for the safe delivery of SACT to meet future needs identified, setting out 

where treatment is delivered in outpatient or day case setting in 2019/20  

 

5.3 People 

 The Regional Planning agenda is dependent on effective and efficient collaboration 

between colleagues across the NHS.  Some work streams involve specific Clinical and 

Project Leads reporting to executive sponsors. 
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5.4 Key Performance Indicators – Regional Planning Agenda 

5.4.1 Priority - Patients & Performance   

• Cardiac Service Review – establishing a NoS & WoS TAVI services in 2019; ensure 

equity of access for population to Catheter Lab services; implement NoS & WoS 

Cardiothoracic Surgery Sustainability Plans  

• Major Trauma Network – developing enhanced major trauma services across the 

region to improve clinical outcomes and quality of life.  The NoS the first of the national 

trauma networks which commenced on 1 October 2018 with WoS service to follow in 

2019  

• Digital Transformation – The single regional Care Portal became live in January 2019 

and work will continue to link with the NHS GG&C Portal with NHS Tayside joining 

the portal in 2019 

 

 

   

5.4.2 Priority - People  

• Secondary and Tertiary Flows - Priority Pathway work to address key challenges and 

opportunities to deliver sustainable service 

 

5.4.3 Priority – Pounds and Pence 

• Ophthalmology – improve standardisation of service across the NoS and WoS e.g. 

deliver an on-call shared rota for eye care services; develop optometry service 

provision; reduction of variation  

• Radiology – delivery of national intents within NoS; develop sustainable service; 

phase 2 implementation of single IT connectivity  

 

5.5 Financial Resources 

  NHS Highland financially supports the regional planning agenda using contributions 

based on a population share agreement with the NoS and WoS Planning Groups. 
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5.6 Physical Resources 

  This element of the plan involves all healthcare settings within NHSH and across the 

Regions (North of Scotland & West of Scotland).   

5.7 Governance 

5.7.1 The planning and implementation of the Regional Delivery Plans require strong 

governance arrangements supported by a robust project and programme management 

approach. NHSH will ensure the governance of this element of the plan working with: 

 

• Local, Regional and National Planning teams including governance and steering 

groups 

• The Regional Planning Groups report and are accountable to the Regional Directors 

of Planning, Directors of Finance, Chief Executives and Boards 

 

5.7.2 Further Planning Detail 

The regional planning documents, the North of Scotland HSC Discussion Document - 

Plans and Propositions (May 2018; draft) and the West of Scotland HSC Regional plan 

document – Connecting Beyond Boundaries (December 2018; draft) are still in draft 

format.   
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   Integrated Care 
  

6.1 Response to Director General letter dated 17 June 2019 

Provision of care at home in the North and West division of the Highland Health and 

Social Care Partnership (HH&SCP) has traditionally been heavily reliant on the in house 

care service. Work has been undertaken in the South and Mid division which has 

transformed delivery to become predominantly independent and voluntary including the 

development of innovative new models of community driven support. 

The pace of change in the North and West division has been much slower due to the 

limited development of the provider base across a vast geography and legacy 

resistance. To improve the provision of integrated care a major project has been 

created with a plan for development of the provider base and transfer of activity to 

emergent independent / third sector providers. 

The HH&SCP continue to pursue the benefits of integrating health and social care 

through the development of strong stakeholder engagement and clear commissioning 

processes. 

Children’s Services 

NHS Highland sub-contract children’s services with The Highland Council and are 

currently in discussions on the required service improvements. The 3-year plan currently 

assumes that costs will be neutral for children’s services. The Partnership Agreement 

will outline the future plans and NHS Highland will continue to negotiate this with the 

Highland Council during 2019/20 with plans to have sign off in March 2020. 

 

  

6.2 Key Deliverables 

 

6.2.1 NHS Highland is committed to support people in their homes or communities for as 

long as possible, if that is their preference, through: 

 

• working with families and communities to support solutions 

• use of technology such as telecare, health and home monitoring systems and health 

assistance equipment 

• supporting people to use Self Directed Support to receive personalised care by 

managing the budget themselves or using a broker or service provider 

• supporting communities to develop activities as a result of income from Self Directed 

Support 

6 
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• working with communities to develop local care at home provision 

• developing our prevention services including support for anticipatory care, identifying 

local networks of support and facilitating carer support 

• supporting communities to take an asset based community development approach 

that will build on current strengths and empower them to look after their community 

members 

• working with GPs and other services to co-ordinate care and minimise unexpected 

problems or admissions (anticipatory care) 

• improving palliative care and end of life experiences to support people to remain in 

their own home or community 

• working with partners and communities to develop a range of suitable 

accommodation options 

 

6.2.2 The Argyll & Bute HSCP has detailed in its new Strategic Plan 2019/20 to 2021/22 the 

vision and strategic objectives for adult and children’s services in the area. The 

Integrated Joint Board (IJB) has agreed the need to review and further develop its 

Strategic Commissioning Plan into an operational tactical delivery procurement plan 

for adult and children’s health and social care. Like NHSH, this will need to meet the 

triple challenge of demography, sustainability and affordability. This will be a 12-month 

piece of work with our independent, third sector partners as well as NHS Greater 

Glasgow & Clyde (GGC) who provide specialist acute services for the Argyll & Bute 

population.  

6.2.3 Following the review of progress with Integration of Health and Social Care (Cabinet 

Secretary for Health and Sport, May 2018 and February 2019) it is required that: 

 

• Every Health Board, Local Authority and IJB will evaluate their current position in 

relation to this report and the Audit Scotland report, and take action to make 

progress using the support on offer 

• Partnerships to initiate or continue the necessary “tough conversations” to make 

integration work and to be clear about the risks being taken, and ensure mitigation 

of these is in place 

• Partnerships to be innovative in progressing integration 

 

6.2.4 These services will be delivered by health and social care and supporting staff 

contributing to the oversight and development of the local health and social care system 

and encouraging all staff to take part in quality improvement activity with their peers. 
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6.3 Key Performance Indicators 

6.3 Priority - Patients & Performance   

 

6.3.1 The Joint Officers have agreed that historic investment patterns in some service areas 

are limiting the Partnership, and ultimately the community, of the opportunity to explore 

new models of care which can offer both better quality and greater efficiencies.  In an 

effort to explore and implement better models of care, the Joint Officers have focused 

on the following areas:  

 

• Care Homes 

• Care at Home  

• Self -Directed Support 

• Day Care Centres - Older People 

• Day Care Centres - Learning Disabilities 

• Housing Support 

• Community Care Teams 

• Continuous Improvement and Efficiency 

 
6.3.2 Each of the above focus areas represents an area where analysis of current models 

has been undertaken and proposals for change and improvement have been 

developed.  These have been incorporated into a three-year financial plan. 

 
6.3.2 No single component of the eight focus areas above can be viewed in isolation any 

more than it is possible to focus solely in any one of the interlinked pressures of 
increasing need, sustainable recruitment and cost. 

 
6.3.3 The overall aim is to keep people in their homes or communities for as long as possible, 

if that is their preference, through the key deliverables detailed at 6.2.1. 
 

6.3.4  Where people still require nursing care in a residential setting, NHSH will ensure that 

there is a network of high quality care homes available.  In the future this may require 

people to travel further but is hoped to minimise the time spent in residential care by 

developing a broader range of accommodation options that allow people overall to stay 

in their own community for as long as possible. 

  
6.3.5 There are potentially five parts of the adult social care system which require review to 

ensure that people are able to flow through the care system without delay due to 

restraints of availability:  

 

• Keeping people at home for as long as possible 

• Interim care (in case of illness or injury, reablement)  

• Clusters of 2-8 units of amenity housing based in local communities  

• Care village models (higher volume nursing care)  

• Advanced complex care packages and facilities  
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6.3.6 Providing complex care at or near home is not necessarily at low cost.  Specialised 

services both at home and in a care home setting that provide both health and social 

care support are increasingly needed. Considerable development work will be required 

to ensure that quality, sustainability and capacity are geographically consistent. There 

also needs to be a greater understanding of the reasons why people are using care 

home provision and what the cost and sustainability of alternatives to this would be, 

including overnight care.  

 
6.3.7 Implementation of this vision will require a redistribution of funds to services that 

support people staying at home and in their communities for as long as possible. 

Transitioning from where we are now to where we want to be will require careful 

consideration of a range of factors including the impact on flow through all parts of the 

adult health and social care system. 

 
6.3.8 These overall aims require to be recognised in the specifics of the focus areas below. 

 
Care Homes: 

 
6.3.9 Over recent decades, an increasing proportion of older people have spent their last 

years in care homes, a term which encompasses residential homes and nursing 

homes.  It has been concluded that the current model of provision of 24 hours per day 

care is difficult to sustain and to staff; and that developing a wider range of 

accommodation options is essential to ensure the provision of affordable, high quality 

services for frail older people.  

 

6.3.10 There are currently 1,800 care home places in the Highlands. Of these, 23% are self-

funded places. Those people paying for their own care can move into a care home at 

any point they choose in their lives. The absence of alternative housing puts some 

pressure on care home places.  

 

6.3.11 Dementia is on the increase along with other mental health conditions. A recent audit 

of one nursing home found that 80% of the residents were known to the Mental Health 

Service, an increase from 57% three years ago.  

 

6.3.12 There are some innovative models of accommodation across NHS Highland but their 

capacity is again very much less than current need and such provision is not well 

spread across geographies and communities. Importantly, this means that choice is 

often limited to either remaining at home or being placed in a care home with few or no 

choices between these options.  

 

6.3.13 In developing our approach and vision for accommodation options in the future, there 

is a need to learn from existing local models as well as models elsewhere in the world.  

Analysis shows that many of these models are based on housing developments, 

particularly “hub” type models which offer to meet a wider range of care needs whilst 

also offering the ability to improve efficiencies and contain costs. 
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6.3.14 Detailed plans of the housing contribution to this area of work are currently being 

developed in collaboration with THC Housing colleagues. These are now well 

advanced. 

  

6.3.15 The epidemiological trends around the demographic shift have been presented to the 

Board workshops and identified that health and social care services are increasingly 

stretched and there are growing challenges with recruitment, particularly in rural areas.  

 

6.3.16 There is a need for public sector leadership to ensure that there is a joint vision around 

policy and planning that delivers a care and housing landscape that:  

 

• better meets need across geographies given the changing demographics  

• improves the range and choice of services  

• is sustainable in terms of staffing and affordable in terms of costs  

• is clear that the key characteristic of future provision is to develop solutions that 

will be community led and reflective of local need 

 
6.3.17 It is proposed: 

 

• to transition from our model to a new model, operational units will use an option 

appraisal matrix to establish which of the options described in the table below will 

be pursued 

• to shift standard residential care activity into independent sector provision, enabling 

in-house provision to be used to provide more localised respite and palliative care. 

It is intended that the development of housing models, combined with a changing 

care at home provider base, will allow 3 HUB initiatives to be taken forward.  An 

initial hypothesis suggest that it may be possible to reduce costs by up to 50%, 

however, significant detailed work will be required to test assumptions and allow 

for the transition from current to future state 

• where alternative models cannot be initiated, it is proposed that action will be taken 

to recalibrate in-house provision costs to better reflect the rates paid via the 

National Care Home Contract 

 
Table 6.1 – Number of Care Home beds in north Highland 

Number of beds 2018/19 Mar 19 202019/20 May 19 2020/21 2021/22 

In-House* 169 171  175 178 

External* 1,535 1,538 1,569 1,600 

External** 1,535 1,538 1,629 1,663 

 
 
 

* In-House Care – Assumed in-house care home beds, a growth of 2% although there 
are plans in place to redesign in-house staff rotas to maximise the use of available 
resource and to decide strategically whether the NHS continues to deliver or buy care 
placements 
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* External Care – Assumes a straight growth of 2% based on current occupancy 
levels. 

 
** External Care – Opportunities to commission new care home beds in the South 
and Mid operational area. Possibility of an extra 178 beds to commission before May 
2020, assumption that only 70% will be commissioned based on privately funded care 
home models. 

 
In-House Care Homes 

 

• NHS Highland currently spends £13.6m per annum (gross) (net cost is £10.6m once 

charges are taken into account) providing 205 registered care places.   

• Unit costs range from £870 to £2,075 per person per week with a maximum gross 

charge of £1,100 applied by NHSH. (This will reduce to £880 following application of 

Free Personal Care) 

• An exercise has been initiated to take a different look at costs and viability based on 

application of different income/client mix assumptions as used in the independent 

sector to establish how operators can provide care within the National Care Home 

rates 

 
External Care Homes 

 

• NHS Highland currently spends £44.68m per annum (gross) purchasing 1,535 care 

home placements 

• Complexity split in commissioned care home is 50/50 within residential and nursing 

care 

• Up to 30% of current care placements are privately funded 

• Current commissioned costs are £614 for residential care and £715 for nursing care 

per person per week 

 
Care at Home 
 
6.3.18 Care at home (CAH) services are a commissioning priority for NHS Highland as part 

of the continuation of the Highland strategic care at home vision which commenced 

in 2015. This work commenced on the clear understanding that any shifts in the 

balance of care as indicated in the strategic discussions above require to be 

underpinned by the availability of high quality, reliable, responsive and consistent care 

at home services.  

 
6.3.19 At present: 
 

• There are 14,920 scheduled total weekly hours of care at home supporting 1,911 

service users 

• The average weekly package size for commissioned CAH/SDS is 9.62 hours per 

week for 65+ 

• The average package cost for all commissioned current CAH users is £212 per week 

• 80% of externally commissioned CAH is with 6 care providers 
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6.3.20 A more detailed examination of geographical trends suggests that whilst there has been 

significant movement in the South and Mid areas of Highland, the twin challenges of 

geography and a provider base that is heavily dependent on in house provision, have 

meant that the pace and shape of development has been slower and different in the 

North and West.  Developing provision in the North and West is the major priority area 

of work in Care at Home for the next three years. 

 
6.3.21   Alongside this analysis, flow trends show: 
 

• Average new care-at-home clients are approximately 40 per 4-week period over 

sample period 

• Average new care-at-home hours scheduled per week are approximately 7.8 hours 

per week 

• Average cost per week for new care-at-home clients are approximately £158 per week 

over sample period 

 
6.3.22 A further consideration is the impact of demand on care-at-home waiting list referred 

to as critical, substantial and moderate, with an increase in those mainstream/external 

users waiting for a service. Containment of costs therefore requires to also factor 

addressing demand. 

 

6.3.23 The vision is to develop, enhance and ensure equitable and collaborative 

commissioning arrangements with and between sectors, through facilitating and 

supporting a transfer of activity from NHS Highland to the independent sector within a 

clear framework of quality delivery and activity certainty.  This approach is intended to 

facilitate flow, responsiveness, capacity and improve outcomes for people who are able 

to be supported in their own homes. 

 
6.3.24 This vision is being further developed during 2019-2020 building on previous redesign 

and zoning activity, with evolving sector dialogue to move towards the next iteration of 

the original tariff.  The aim is for a collaborative three-year plan for care at home which 

delivers a new agenda of personalised and self-directed care at home in which the 

providers are seen as trusted partners who are enabled to vary packages as indicated 

by client need and preference. 

 
6.3.25     It is proposed to: 

 

• Implement a further shift of activity from NHS Highland to the independent sector 

• Ensure full Highland wide coverage 

• Deliver outcomes based commissioning, providing a flexible, responsive and efficient 

services 

• Achieve unit cost savings 

• Ensure a fully self-managed and collaborative sector, collectively responsible for 

package pick up certainty, sector managed service exits and savings target 

• Implement a new care-at-home contract and pricing model from July 2019 to March 

2020 with an urban, rural and remote payment in place to incentivise the provision of 

service in required areas, prioritising urban in year one 
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Table 6.2 Care at Home bed numbers 

Number of beds 2018/19 Mar 19 202019/20 May 19 2020/21 2021/22 

In-House* 169 171  175 178 

External* 1,535 1,538 1,569 1,600 

External** 1,535 1,538 1,629 1,663 

 
* External – Assumes growth of 2% (people and hours) based on current activity 
** In-House – Assumes reduction of 2% (people and hours) based on current activity 

 
Table 6.3 Care at Home user numbers 

   Service Users 

In-House Service Users 687 685 671 657 

In-House users transfer to external 
(92% North & West) 

Phased implementation 40 

In-House weekly scheduled 
Hours 

3,685 3,583 3,511 3,441 

In-House transfer of hours to external 
(92% North & West ) 

Phased implementation 275 

External Service Users 1,137 1,102 1,179 1,202 

External weekly scheduled hours 10,296 9,945 10,644 10,847 

 
*External – Assumes growth of 2% (people and hours) plus an additional 500 hours for 

an assumed 55 service users. 

** In-House to External Transfer of Hours – Project included in overall ASC Cost 

Improvement Plan, plans in place to start transitioning from October 19 although there 

are a number of key dependencies and constraints dependent on market availability. 

North & West transfer of hours from the internal to external sector 
 
Requirement 
 
6.3.26 To develop a robust, responsive, sustainable and quality focussed external care-at-

home provision in the North and West is the priority area of work in Care-at-Home for 
the next three years.  

 
Overview 
 
6.3.27 NHS Highland commissions 12,000 hours per week of assessed care at home services 

from 17 independent sector providers across NHS Highland, at a current projected cost 
of £10.47m pa. 

 
6.3.28 In the North & West operational area alone, there are in excess of 3,300 scheduled 

weekly in-house hours and some 635 service users receiving a service in-house. 
 
Background 
 
6.3.29 As described in Section 6.3.24 of the overall plan and illustrated in supporting data 

tables, there is a programme of work to plan and execute the phased transfer of all 
mainstream care-at-home services to the external sector. This project is 
predominantly impacting on the North and West operational area although some 
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specific other areas in the South and Mid will also be considered under the overall 
programme 

 
6.3.30 Under the direction of an established Project Board (PB) operating within robust 

governance reporting structures which is chaired and led by the Head of Community 
Services, North & West. The PB is supported by a proactive and experienced 
operational Project Team working alongside care-at-home development officers to 
work collaboratively with our partners in the external, third sector and community 
partnerships to achieve the desired and joint outcomes for our service users and local 
communities.  

 
6.3.40 After extensive and sometimes challenging negotiations with our external partners in 

care-at-home, a revised Highland Pricing model was implemented from July 2019 
with an urban, rural and remote payment in place for the provision of services. NHSH 
have developed a revised three tier Highland Pricing Model (HPM) (based on a 
national methodology devised by the UK Home Care Association) to address our 
commissioning concerns, and to encourage delivery into areas not currently serviced 
by independent sector provision 

 
6.3.41 This is an important and key step for both the NHS and our external partners as we 

believe we now have fair, equitable and defensible rates in place that should 
incentivise existing and new providers to start up and expand in our more challenging 
geographical areas and is crucial to the success of the planned programme in North 
and West.  

 
6.3.42       The revised HPM hourly rates for 2019-20 are described below for completeness: 
 

• Urban -  £17.83 per hour 

• Rural -   £20.09 per hour 

• Remote -  £22.35 per hour 
 
Finance 
 
6.3.43 The transition of the internal care-at-home service to external providers in North and 

West focusses specifically on urban areas such as Fort William, Wick and Thurso in 
tranche 1 as part of an agreed programme of work over a three-year period.  

 

6.3.44 It is our intention to transfer the full volume of hours from internal to external provision 
but it is recognised that this will be challenging to achieve both due to the geography 
and within the time frame.  A conservative and realistic estimate of what can be 
achieved over 3 years is approximately 50% of the in-house hours. 

 
6.3.45 The switch from internal to external provision in North and West is anticipated to 

deliver significant financial benefits and a Project Initiation Document is currently in 
progress and will be provided to the Care at Home Project Board to detail how and 
when this will be delivered. 

 
Outline Plan and Timetable 
 
6.3.46 The Project is included in the overall Adult Social Care, Cost Improvement Plan and 

plans need to be in place to start transitioning from October 19 although there are a 

number of key dependencies and constraints dependent on market availability. 
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6.3.47 A detailed Project Initiation Document is in place and plans are in place to recruit to an 
overall Programme Manager who will be accountable alongside the Project Board and 
Project Team to drive forward the overall programme. 

 
6.3.48     High Level Phasing Plan: 
 

• Year 1 - Transition for Wick, Thurso and Lochaber – Urban centric 

• Year 2 & 3 - Transition for Skye & Lochalsh, Sutherland and West Ross –       
Urban/Remote  

 
Housing 

 
6.3.49 A key component of our ability to look after people at home is tied to the availability of 

Housing.  Work is currently underway to align the Housing Contribution Statement 

required within the Strategic Plan (Public Bodies Act) alongside the work being 

undertaken by The Highland Council to develop their Strategic Housing Investment 

Plan to better describe the contribution that will be made.  Essentially the housing 

contribution comes in the following areas: 

 

• Specific cluster model housing developments (principally in North and West 

Highland) 

• Access to mainstream amenity housing that is suitable to meet peoples’ needs 

with care 

• Access to housing for care staff to aid recruitment and sustainability 

 
 
Self-Directed Support – Summary of Current Provision 

 

6.3.50 The current position within North Highland is described within the context of the wider 

national strategic and legislative context and highlights a range of challenges in striving 

to implement Self-Directed Support (SDS) in the absence of a local Highland 

framework that provides local practitioner guidance and reflects a strong asset based 

approach to meeting identified outcomes thereby ensuring efficient and effective 

delivery of targeted, affordable and sustainable person-centred services. 

 

6.3.51 Highland has fewer younger people, greater older people and fewer people of working 

age than the national average. The Highland population is ageing as the proportion of 

older people is increasing. 

6.3.52 In Highland between 1997 and 2017, the 25 to 44 age group saw the largest 

percentage decrease (-11.4%). The 75 and over age group saw the largest percentage 

increase (+55.4%). 
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6.3.53 The above demographic data highlights that more of the same approach to service 

delivery simply is neither deliverable, affordable or sustainable and further evidences 

the need for transformational change in the way we manage and deliver services and 

importantly how we work alongside and within local communities and in our move 

towards outcomes based commissioning of services. 

6.3.54 North Highland, in keeping with legislative requirements has recently relaunched 

eligibility criteria based on the National Eligibility Framework for social care. The 

Framework was agreed by the Scottish Government and COSLA in 2009 and employs 

a four criterion approach focusing on risk, categorising risk as critical, substantial, 

moderate and low. The safety of individuals remains the paramount concern when 

assessing risk. The balance between care and control is a defining feature of statutory 

duties and influences practice, workload, priorities and public perceptions. The 

implementation of the Self-Directed Support Act does not change this.   

6.3.55 There are many examples of innovative and creative solutions with flexible provision 

of services that has afforded increased choice and control to supported people and 

their families in meeting agreed outcomes. There are many positive stories of the 

difference this has made in people’s lives. Continuous innovative and creative work 

with local communities is developing alternative services and activities that meet local 

needs.  Staff work tirelessly alongside individuals and families who for a variety of 

reasons are in disarray, supporting them to address matters in ways that involve the 

“use of self” on the part of the skilled practitioner and often the support of informal 

networks and thereby preventing the requirement for other statutory supports or 

interventions. This is a very positive area of practice.   

6.3.56 Since 2014 NHS Highland has seen substantial growth in the number of people using 

the different SDS options. As at February 2019: 
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• 355 people were receiving an Option 1, Direct Payment (DPs), circa £6.03M 

• 256 people were receiving an Option 2, Individual Service Fund (ISFs), circa £4.72m 

• In excess of 5,500 people were receiving Option 3 or 4 services 

 

6.3.57 NHS Highland also introduced streamlined business processes with standard work for 

Option 1 which formalises escalation pathways, apparent misuse and action necessary 

to recover unspent funds.  

Individual Service Funds (ISFs) 

6.3.58 NHS Highland provides a 4 weekly payment to an agreed service provider as part of 

an agreed Tri-Partite arrangement between NHS, individual and provider. However, 

Business Support are not consistently informed of what these funds are being used for 

and are in the process of implementing improvements, including asking all providers to 

complete and return a four weekly monitoring spreadsheet detailing what has been 

provided to each individual. 

6.3.59 Testing of this process improvement is being done with NHSH’s largest care provider 

of ISFs, acknowledging that many providers will have different financial systems in 

place. 

6.3.60 This action will ensure that supporting payment and information management systems 

are strengthened by robust monitoring processes that provide greater assurance and 

stronger financial governance. 

SDS Innovation 

6.3.61 NHS Highland has recognised opportunities for innovative commissioning led 

provision.  Work has been undertaken through the audit and subsequent improvement 

of robust improvement business processes to allow expansion of opportunities whilst 

mitigating risks. It is anticipated that SDS will continue to play major expansion in 

support at home through models such as Boleskine and Black Isle Cares. 

Table 6.4 Self-Directed Support – Option 1, Direct Payments: 
 

 2018/19 (Mar 19) 2019/20 (May 19) 2020/21 2021/22 

Service Users 355 353 360 367 

Actual/Projected 
Spend 

£6.0m £6.13m £6.25m 
 

£6.38m 

*Assumes a straight growth of 2% based on current occupancy levels at May 19. 
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Table 6.5 Self-Directed Support – Option 2, Individual Service Payments: 
 

 2018/19 (Mar 19) 2019/20 (May 

19) 

2020/21 2021/22 

Service Users 261 264 269 274 

Actual/Projected 
Spend 

£4.6m £5.34m £5.45m £5.57m 

 

*Assumes a straight growth of 2% based on current occupancy levels as at May 19 

and projected costs of £5.34m as at May 19. 

Day Care Centres - Older People 
 
6.3.62 Day care is a valued service that is regularly accessed by 700 people across Highland.  
 
6.3.63 The service is provided to two main client groups, older and younger adults, 

predominantly to those with a learning disability and the service is commissioned by 

our third and independent sector partners as well as in-house services, either from a 

specific day care establishment or as part of agreed day care activities at some care 

homes. 

 
6.3.64 There are 10 Third Sector providers providing support to 181 people, 7 commissioned 

external providers supporting 90 people as well as 12 in-house day care 

establishments supporting in excess of 420 people. The 12-day care establishments 

are located across Highland and 6 of them provide support to older adults and the 

remaining 6 to younger adults. 

 
6.3.65 NHS Highland invests in excess of £6m per annum supporting day care including 

Third Sector, Commissioned and In-House services. 

 
 

Day Care Centres - Learning Disabilities  
 
6.3.66 Day support opportunities for people with learning disabilities should be person-

centred and asset based in keeping with the recommendations of The Keys to Life 

(2013).  

 
6.3.67 The following actions are proposed: 
 

• to undertake any change a robust consultation and engagement process is 

required to co-produce an options appraisal to identify how best to meet the 

needs and aspirations of people with a learning disability living in Highland and 

to ensure that solutions are person centred, sustainable and affordable 

• arrangements are currently in hand for engagement activities to prepare a 

costed options appraisal to inform decision making 
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• It is planned that the following options are discussed with a wide range of 

stakeholders (people with a learning disability, advocacy, third sector partners, 

families, other interested parties) 

• Increase supported employment opportunities, vocational support, social 

enterprises (both product & service based), asset based community 

developments, as alternative to day centres i.e. close building based day 

services 

• Tender all building based day service contracts to 3rd Sector (as a block contract) 

• Increase capacity in building based day services (number of people in day 

service) and redesign activities offered 

• Transfer resource to independent sector.  Individuals purchase own support 

provision (via SDS Options or private arrangement) 

• Increased use of buildings as community hubs to meet the needs of a range of 

individuals 

• Mix of above options / different solutions in different localities / other solution 

identified throughout consultation period 

 
 

6.3.68 The consultation phase is now complete.  People with a learning disability, their 

families and staff actively contributed via events and a questionnaire.    Responses 

focused on the need for a wider range of options and opportunities and a need from 

families to ensure that their loved ones are supported in a safe, secure and familiar 

environment to enable them to continue their caring role.  

6.3.69     Work is now underway to cost options based on agreed principles including:  

• progression modelling (ensuring outcomes are based on development and 

therefore enabling people to move on) 

• employment opportunities (both supported and independent work options) 

• asset based community development work to create self–sustaining 

opportunities outwith traditional settings (e.g. social enterprises, working with 

partners) 

• enhancement of shared support and the shift from 1:1 support in home 

environments to shared support in community based resources 

• timetabling and sessional activities that people chose to attend related to 

interests, desires and outcomes 

 
Housing Support 
 
6.3.70 The following actions are underway: 
 

• Reassessment and review of all housing support care packages 

• As at Mar 19, 509 service users were in receipt of a long term housing support 

service 

• Plan to reduce activity by an agreed 5% in 2020/21 and 2021/22 on a recurrent 

basis  
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• Include an agreed uplift for living wage plus an enhanced payment rate for 

sleepover which is an additional £0.3m for 2019/20 

 

 
Table 6.6 Housing Support 

 

 2018/19(Mar 19) 2019/20(May 19) 2020/21 2021/22 

Service Users* 509 503 478 454 

Actual/Projected 
Spend* 

£5.0m £5.48m £5.21m 
 

£4.95m 

 
*Assumes a reduction in activity and costs of 5% based on current activity as at May 
19 and projected costs for 2019/20. 

 
Community Care Teams  

 
6.3.71 Community Care Teams should work as part of an integrated health and social care 

system and include Community Nursing, AHPs, Social Work and Care at Home staff. 

 
6.3.72 Annual budget of £12.8m, reported year-end projected underspend as at Jun 18 of 

£0.192m and 295.37WTE. 

 
6.3.73 Most teams are now co-located to improve communication and joint working.  Further 

plans to co-locate are in place as part of major service change in Badenoch and 

Strathspey; in Skye and Lochalsh and as part of the Caithness Redesign as well as 

the space utilisation review in Inverness.  All integrated teams, except Badenoch and 

Strathspey, where there are technical issues, have a single point of access to the 

service. 

 
6.3.74 Innovative approaches in terms of service provision are being developed.  Most 

notable is the Inverness Neighbourhood model with self-managed teams supporting 

smaller areas of the city to better meet individual and community needs. Integrated 

teams in North and West Division are working closely with acute and community 

hospitals to proactively support increased numbers of people in their own homes. 

 
6.3.75 The following actions are underway: 

 

• Further development of the neighbourhood model across other districts is planned 

• A shared community electronic documentation and activity system (MORSE) is 

being piloted with the teams in Inverness and will be rolled out to other districts 

 
 

Continuous Improvement and Efficiency 
 
6.3.76 This Strategic Implementation Plan is intended to set out how the Partnership 

addresses the triple challenge of demography, sustainability and cost; whilst 

delivering key objectives of better quality and increased choice. 
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6.3.77 Continuous improvement and efficiency therefore underpin each of the focus areas, 

rather than stand alone in isolation.  Striving for efficiency whilst demand is increasing 

is complex and involves looking at whole system impact and implications.  NHSH will 

ensure that all the identified focus areas are fully scoped, properly resourced and 

project managed; any crossover work clearly identified and delineated, with quality 

and financial benchmarks clarified and all reporting within a programme structure for 

governance and accountability oversight.   

 
6.3.78 Given the potentially “organic” nature of some of the initiatives, such an approach is 

necessary to be able to benchmark then monitor improvement, efficiency and financial 

activities. 

 
CONCLUSION AND NEXT STEPS  

 
6.3.79 NHS Highland is further developing joint working with strategic partners to address 

the changing and growing needs of our adult population. Community Planning 

Partnerships are well placed to facilitate a joint approach to developing 

accommodation options for this population, which would meet the vision outlined in 

this paper and which would work well with the health and social care services for this 

population.  

 
6.3.80 Greater NHS involvement in existing local authority and housing association 

strategies will ensure that we maximise solutions that are locally owned and that will 

continue to meet the changing needs of the population over the coming decades.  

 
6.3.81 The implementation of this vision requires a redistribution of investment to services 

that support people staying at home and in their communities for as long as possible.  
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Financial Resources 

6.4.1       Resources are detailed in the Finance section below.  

Table 6.7  

Table 6.8 
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Physical Resources 

6.5.1 This element of the plan involves all health and social care settings within NHSH. 

Governance 

6.6.1 The planning and implementation of the Integrated Care section of the AOP requires 

strong governance arrangements supported by a robust project management 

approach. NHSH will ensure the governance of this element of the plan through: 

• Regular reports on performance to the Integrated Joint Board for Argyll & Bute 

and to the Health & Social Care Committee for North Highland 

• A quarterly report on performance to the Board detailing NHS Highland 

performance, which is also available to the NHS Highland web site 

• An annual public and published performance report 

 

6.7 Further Planning Detail 

6.7.1 Further detail on other planning for integrated care can be found in the following 

documents:   

• Three Year Strategic Plan for Adult Social Care 

• Scheme of Integration  
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Elective Care 

 

  

7.1 Response to Director General letter dated 17 June 2019 

Elective Waiting Times 

• NHS Highland has received £7.1m additional funding to deliver an improved 

access time and there are plans in place to deliver 1,398 new outpatients 

waiting over 12 weeks, and 1,306 Admissions waiting over 12 weeks. 

• Appendix 2 outlines the Waiting List Total Size, and the number of patients 
waiting over 12 weeks (Outpatients and Admissions by specialty) for the 
reportable specialties. 

• NHSH has also assessed the risk and issues associated with the sustainability 
of acute services and the plans that are in place or need to be developed over 
the next 2 to 3 years. The detail is included in Appendix 11. 

There are several reasons for the Health Board not being in a sustainable position 
including; 

• critical staff vacancies despite multiple efforts to recruit 
• relatively static productivity 
• growing population, age profile and expectations of our population 
• limited regional working 
• flow within the Acute Sector is compromised as a consequence of boarding 
 patients 

NHS Highland recognises the need for a comprehensive organisation-wide plan to 
address this situation. To support the development of this broader plan NHS Highland 
has taken a three-year perspective and developed: 

• a NHS Highland Demand, Capacity, Activity and Queue (DCAQ) Model which 
assumes a 2% population growth each year. This is slightly lower than the 
assumptions used in the Medium Term Health and Social Care Financial 
Framework however it is believed to be the best fit with historical trends.  This 
was further developed into a 3 year financial and activity plan for 2019/20 to 
2021/22 with involvement from lead clinicians and managers across the 
reportable specialties.  Community, Diagnostics and AHPs are excluded 

7 
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• a fully costed Full Business Case for the Elective Care Centre supported by the 
NHS Highland Board and signed off by NHS Scotland. The space freed up in 
Raigmore Hospital as a consequence of moving Orthopaedic hips and knees 
(ASA 1&2) and Ophthalmology to the Elective Care Centre in 2021 will provide 
opportunities for NHS Highland to deliver additional activity. A detailed plan that 
quantifies the potential impact this offers will be produced and included in the 
2020/21 Annual Operational Plan 

In addition, the development of the Clinical & Care Strategy will clarify the staffing 
requirement for the delivery of sustainable services that match the population profile. 
There remains the risk in the shorter term that the changes in the pension rules 
continue to result in a loss of Extra Programmed Activities and related activity across 
the Acute Sector. If not addressed at a national level, this has the potential to 
adversely impact on our ability to deliver a sustainable service. 

Cancer Waiting Times 

Context 

As noted in section 7.5.2 of the 2019/20 AOP, NHSH continues to have particular 

problems in meeting the standards within Urology and its sub specialties, (Prostate, 

Renal and Bladder) and also tumour types utilising Scopes as part of the diagnostic 

pathway. 

Current activities to improve performance 

As per section 7.5.3 of the 2019/20 AOP, NHSH will improve performance in 2019-
20, returning to sustained compliance in the last quarter of 2019/20 and maintained 
throughout 2020/21, supported by the £408K of additional funding confirmed 
through the Waiting Times Improvement Plan. 

Investment to improve performance 

Many actions have already been undertaken in order to improve performance 
outlined in section 7.5.8. 

Much of the inability to achieve a sustainable performance against Waiting Times 
Standards is due to a lack of capacity and an inability to fill Consultant posts. Given 
that this is unlikely to improve in the short to medium term the Board will focus its 
efforts upon maximising the availability of the non-medical workforce within a 
number of areas including Urology, Oncology, Haematology and Melanoma where 
Nurse Specialist posts are being appointed 

For all patients, compliance against the Standards as set out in the Effective Cancer 

Management Framework will be essential and a detailed Action Plan to address the 

recommendations within this Report has been agreed. 
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The Board has received £408,000 for 12-month funding during 2019/20 and this 

together with funding for Locum Consultants in Haematology and Urology funded from 

non-Cancer WTIP monies is expected to bring about a compliant position at the end 

of 2019. A sustained position will be possible if that funding continues on a recurring 

basis and there is no other change in circumstances. 

The risks to achievement of the Standards within such areas which are reliant upon 
single handed specialties are significant and a continued inability to recruit or the 
loss of an existing staff member will significantly affect the Boards ability to meet 
Cancer Standards. 

Elective Care Centre 

The Full Business Case Created for the development of an Elective Care Centre 
(ECC) in Inverness recognised the need for additional capacity to support the delivery 
of TTG in two high volume specialities for orthopaedics and ophthalmology. 

A detailed forecast service model has been developed which shows the current model 
for financial year 19/20 and forecasts the monthly breakdown of the waiting list as it 
progresses towards the opening of the Elective Care Centre in September 2021. This 
includes demand capacity figures and shows a buffer of where the service could 
potentially have capacity to assist other boards once a sustainable TTG position is 
achieved. See Appendix 12 

The modelling undertaken to support the development of the ECC business case has 
taken account of: 

• DCAQ 
• population / demographic change predictions  
• a continuation of current activity flows from other boards which should continue  

and represent 15% of the total activity assumed for each of the target 
specialities 

• the impact of TTG delivery in the preceding two years to opening and any 
impact known non-recurrent funds have on the predicted number waiting 

Between 2019/20 and September 2021 when the ECC opens there will be ongoing 

work to ensure that productivity benefits are maximised and treatment times are 

reduced. The implications of how space will be utilised in those areas where activity 

will transfer to the ECC will continue and the outcome of this work will feed into future 

service and financial planning assumptions. 

The capital and revenue consequences for the ECC are set out in the finance section 
of this paper. 

  

7.2 Key Deliverables 

 

7.2.1 NHSH’s plan for improving elective care follows the 6 principles outlined within the 

Scottish Access Collaborative: 
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• Patients should not be asked to travel unless there is a clear clinical benefit 

and that any changes should not increase the workload for primary, 

secondary or social care in an unplanned/unresourced way 

• All referrals should either be vetted by a consultant/senior decision maker or 

processed via a system wide agreed pathway 

• Referral pathways (including self-management) should be clear and 

published for all to see 

• Each hospital and referral system should have a joint and clear 

understanding of demand and capacity 

• Each local system should have a clear understanding of access to 

diagnostics as part of pathway management 

• Improved and published metrics including the recording and measurement 

of virtual/ tele-health / technology-enabled care 

7.2.2 The information provided for Argyll & Bute HSCP is for acute services provided and 

activity undertaken locally in Argyll & Bute, including outpatient outreach services 

delivered by NHS Greater Glasgow & Clyde (GGC). This does not include the vast 

majority of specialist Acute Argyll & Bute patient activity which is delivered in NHS 

flows to GGC and is reported within NHSGG&C Treatment Times Guarantee (TTG), 

Outpatient and Diagnostic performance. This activity is funded through the Service 

Level Agreement (SLA) that Argyll & Bute HSCP has with NHSGGC. 

 7.3 Elective Waiting Times 

7.3.1 NHSH has developed plans for the delivery of acute elective activity based on the 

receipt of £7.1M additional funding the SGHD based on the Waiting Times 

Improvement Plan.   

7.3.2   New Outpatient  

Shorter waits can lead to earlier diagnosis and better outcomes. It also reduces 

inequalities by addressing variations in waiting times between NHS Boards or 

individual hospitals.  Overall, this indicator was in decline until March 17, but has 

improved since then to stand at 84.7% at March 2019. 

Table 7.1 summarises NHSH’s projection of the total outpatient waiting list size and 

the total number waiting over 12 weeks and 26 weeks. A complete specialty 

breakdown is available in Appendix 2.  

Table 7.1 - New Outpatient Waiting List > 12-week performance for acute reportable 
specialties only 

Number of 
Outpatients 

>12 weeks >26 weeks Total List Size 

As at 31 March 2019 1,155 341 9,984 
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March 2020 north 
NHSH position to be 
delivered using 
additional SG £7.1M 
funding 

1,398 164 8,058 

 

7.3.3    Treatment Time Guarantee 

7.3.3.1         This guarantee is a statutory requirement on health boards that once planned inpatient 

and day case treatment has been agreed with the patient, the patient must receive 

that treatment within 12 weeks. NHSH target is currently well below Scottish 

Government target at 54.4% as at March 2019 largely due to the conversion of 

patients from the significant improvement in Outpatient waiting times.  

7.3.3.2       Table 7.3 is a summary of NHSH’s projection of the total waiting list size and the total 

number waiting over 12 weeks and 26 weeks. A complete specialty breakdown is 

available in Appendix 2 

Table 7.2 – Treatment Time Guarantee > 12-week performance 

Number of TTG Patients* >12 week >26 week Total List Size 

As at 31st  March 2019 2,299 1,030 4,617 

March 20 predicted 

position using additional 

£7.1M funding 

 

1,306 

 

471 

 

4,313 

 

7.3.3.3 It is important to recognise that the Waiting Times Improvement Plan (WTIP) needs 

to be viewed in its entirety as to deliver the OP waiting time will add patients to the 

TTG requirements.  Funding for additional Outpatients will convert to TTG and 

therefore the reduction in the Total List Size includes the additional TTG activity 

undertaken as a result of the conversion rate.  

7.3.4 Plan to deliver elective activity improvements with no additional financial 

investment 

Projects underway in NHSH that are expected to deliver improvements in 2019/20 

include: 

• Digital Programme for outpatients including the introduction of Clinical Dialogue, 

the continued roll out of NHS Near Me, phone consultations and use of established 

VC clinics and specialty pathway changes such as the establishment of virtual fracture 

liaison clinics in Argyll & Bute 

• Implementation of electronic triage, MSK Triage (body specific SCI referrals) 
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Development of the workforce to allow activity to transfer to AHP roles, Audiologists, 

Neuropsychologist, Optometrists and Clinical Nurse Specialists 

• Review of benchmarked information to identify productive opportunities and 

key projects identified including a Theatre Efficiency Programme including 

maximising operating at Caithness General Hospital and Belford Hospital 

• Pathway redesigns including for post-surgery patients by introducing Patient 

Initiated Return Appointments, Patient Focussed Booking for return patients, 

fast track pathway for rheumatoid arthritis patients 

• Formal redesign workshops with clinical leads to develop sustainable services 

(cross referenced with quality improvement and collaborative working) 

• Transfer of work to the community setting including the purchase of ECG 

recorders for GP Practices to reduce the number of referrals to Cardiology 

 

7.3.5 Plan to deliver elective activity improvements – with £7.1M investment from SGHD 

1. Appoint 2 x Locum Consultant in ENT 

2. Visiting Locum service in Oral & Maxillo Facial Surgery (OMFS) 

3. Orthopaedic continuation of recruitment, and commissioning of see & treat 

packages of treatment 

4. Continued use of Urology Locum and the see & treat package of care 

5. Recruit GP’s WI in Dermatology and commence the national tender of service 

6. Continue Locum Consultant in Haematology and recruit an additional locum 

7. Recruit a specialty doctor in Neurology and Neuropsychology and continue 

with the national tender 

8. Additional SLA costs with NHS GG&C would be covered by WLI funds for 

delivery of Dermatology, ENT, Ophthalmology, OMFS and Orthopaedics for Argyll & 

Bute 

9. Commence National tender for Cataract Services 

10. Continue Vanguard Theatre Package 1 and 22-week extension to the second 

Vanguard Theatre  

 

7.3.6  NHSH is actively monitoring long waiting patients by formalising individual patient 

plans and prioritising cancer patients.  

7.4 Regional Elective Care Centre   

7.4.1 It is anticipated that the construction phase of the project will commence in the 

summer of 2019 and be open in August 2021. 

7.4.2 This Centre will link with the University of the Highlands and Islands providing 

significant opportunities for training, research and development which will contribute 

to an improvement in recruitment and retention of clinical staff, and offer significant 

opportunities to increase productivity and efficiency for our Orthopaedic and 

Ophthalmology services. 

7.4.3 NHSH will work with the Golden Jubilee National Hospital (GJNH) in ensuring that 

the Regional Centre is utilising the same operating procedures as the GJNH. 
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Continued collaboration with the GJNH will see NHSH working with the National 

Academy to train, develop and appoint staff to the Elective Care Centre.  

7.5 Cancer – elective access 

7.5.1 The Board is developing a Cancer Strategy to provide an immediate and long term 

direction for all aspects of the Cancer Service encompassing Prevention through to 

Living with, and Beyond Cancer.  This is expected to be completed and ratified mid-

2019 and will form a key document for the delivery of the service for the next two 

years. 

 

7.5.2 NHSH continues to have particular problems in meeting the standards within 

Urology and its sub specialties, (Prostate, Renal and Bladder) and also tumour types 

utilising Scopes as part of the diagnostic pathway. 

 These challenges have been due to a number of factors and include:  

• A lack of capacity with a reliance upon single handed practitioners within 

Prostate and Renal 

• A lack of capacity as a result of a continued doubling of demand following 

the introduction of the Faecal Immunochemical Test (FIT) as part of the 

National Bowel Screening Service in November 2017 

• A number of process inefficiencies in the monitoring and management of 

patients on a case by case basis which cumulatively could make a 

difference and avoid some patients breaching their Standards.  These latter 

weaknesses follow on from the SGHD Review of the “Effective Cancer 

Management Framework” in February 2019 and an Action Plan is being 

developed to address the issues raised in this report 

 

7.5.3 NHSH will improve performance in 2019/20, returning to sustained compliance in 

the last quarter of 2019/20 and maintained throughout 2020/21, with additional 

funding from the Waiting Times Improvement Plan, with the following actions: 

• Recruit a long term locum Consultant Urologist to provide additional 

capacity within all areas of the service – Outpatients, Cystoscopy and 

Theatre and including the ability to backfill the Specialist urology activity  

• Appointment of an innovative Advance Nurse Practitioner post in Urology 

who will ultimately release some Consultant activity for elective activity 

• Provide additional sessions within Endoscopy to provide additional GI and 

Cystoscopy activity 

• Commence formal discussions with Regional colleagues to develop 

improvements to clinical pathways in line with national and other best 

practice using utilisation shared solutions where possible 

• NHSH is working with the Clinical Teams to ring fence the scheduling of 

patients waiting or at risk of waiting more than 100 days to be treated. This 

is being addressed through individual case by case management lead by 

Consultant and Senior Managers on a weekly basis in order to identify and 
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prioritise any resource implications. The vast majority of patients who wait 

more than 62 days are Urology patients. 

 

 

7.5.4 It is anticipated that a return to a sustained compliance against the Standards 

should be evident in the last quarter of 2019 following the successful submission 

of a number of Cancer Specific bids against Waiting Times Improvement Plan 

(WTIP) monies to continue to fund the above and additional capacity for the next 

two years.   

7.5.5 It will also be a priority to work with the Clinical Teams to ring fence the scheduling 

of all patients waiting or at risk of waiting more than 100 days to be treated though 

individual case by case management lead by Consultant and Senior Managers on 

a weekly basis in order to identify and prioritise any resource implications. The 

vast majority of patients who wait more than 62 days are Urology patients (see 

Figure 7.11 overleaf) 

7.5.6 The work to reduce the backlog of all patients, those waiting more than 100 days 

and those waiting between 62 and 99 days, commenced at the end of March 2019 

and has been facilitated by the recruitment of a Locum Consultant Urologist (to a 

vacant post) to free up Sub Specialty colleagues in Urology.   

7.5.7 The proposals to improve the compliance around standards compliance centre 

around three main areas in light of the review of the actual Breaches by Tumour 

Type as shown in the figure overleaf: 

7.5.8 Urology – initiatives being undertaken include: 

• The Locum appointment to a long standing Consultant vacancy 

• establishment of a Greenlight Laser for the benign Prostate service 

• the development of voice to text system to minimise administrative delays 

•   the recent appointment of an Advanced Nurse Practitioner who in time will    

free up Consultant time for elective activity 

• a review of all Job Plans 

 

7.5.9 Tumour Types reliant upon Endoscopy Services – the doubling of referrals 

following the introduction of the Faecal Immunochemical Test (FIT) as part of the 

Bowel Screening has created capacity pressures within the service and this is 

being addressed by a number of initiatives: 

• the provision of additional capacity 

• FIT testing within Primary Care as a test to reduce demand for Endoscopy 

• Administrative and Clinical Vetting of Waiting Lists 

 

7.5.10 Others Specialties - such as Haematology, Breast and Melanoma which are 

suffering from capacity challenges will require additional support.  The Clinical & 

Care Strategy will develop plans for a sustainable service model. 
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7.5.11 Compliance with the Standards set out in the Effective Cancer Management 

Framework will be essential for all patients and a detailed action plan to address 

the recommendations within this Report has been agreed. 

 

 

 

Fig 7.1 - 62 Day Standard, Patients Breaches by Tumour Type, 12 months to 28 Feb 19 

 

 

7.5.12 Given the particular pressures within Urology a number of individual actions are 

being addressed within a specific service strategy in order to meet the needs of 

the service over the next two years.  

Finances – with Additional WTIP Funding Resources 

7.5.13 Additional WTIP funding resources will be available to: 

• continue to provide additional Consultant Urologist capacity for OP, 

diagnostics and treatment especially Renal and Prostate 

• maintain and increase Haematology Consultant capacity for Lymphoma and 

other cancers patients 

Prostate, 54, 36%

Renal, 15, 
10%

Bladder, 5, 3%

Colo, 37, 25%

UGI, 10, 7%

Ovarian, 9, 6%

Lung, 6, 4%

Lymphoma, 4, 2%

Head & Neck, 3, 2%

Breast, 3, 2% Melaloma, 2, 1%

OG, 1, 1% HPB, 1, 1%
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7.5.14 The above bids formed part of the OP and TTG WTIP submission.  The Cancer 

WTIP specific bid comprised: 

• Provision of additional Consultant sessions for Breast Oncology and the 

rapidly increasing Immunotherapy service  

• Provision of new non-medical capacity in a number of tumour types 

particularly Melanoma, Haematology, Acute Oncology, GI and 

Chemotherapy Nursing as well as Pharmacy 

• Appointment of additional management support to the Cancer service as 

per the recommendation of the Effective Cancer Management Framework 

Review 

 

7.5.15 The main risk in achieving compliance is associated with recruitment and retention 

of staff and a change in circumstances which will risk the ambitious proposals to 

bring about compliance as quickly as possible.  Further risks are detailed in Table 

7.3. 
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Table 7.3 - Risks in achieving compliance 

 Risks Consequence 

1 Geography and market forces challenges resulting in a 

failure to retain the Locum Urologist or appoint 

substantively to the permanent vacancy 

Loss of capacity 

2 Geography and market forces challenges resulting in a 

failure to retain the Locum Haematologist or appoint 

substantively to the permanent vacancy 

Loss of capacity 

3 Reliance upon single handed practitioners at Medical and 

Nursing grades 

Loss of capacity during 

periods of leave 

4 Inability to recruit to vacant and additional nursing posts 

providing Systemic Anti-Cancer Therapy (SACT)  

Delayed treatment 

Chemotherapy 

treatment start 

5 Stretching goodwill of  existing staff As above 

6 Reliance on other Boards for complex treatments such as 

Brachytherapy or Surgery for Prostate or Lung treatment 

Delay to treatment 

   

7.6 Diagnostic Services 

7.6.1 NHSH is working towards local targets that no patient will be waiting more than four 

weeks for one of the eight key diagnostic tests and investigations and that these tests 

will be reported within 2 weeks i.e. a total waiting time of 6 weeks. The diagnostic 

tests that NHSH report on are:  

7.6.2 Endoscopy 

• Upper Endoscopy 

• Lower Endoscopy (excluding Colonoscopy)  

• Colonoscopy 

• Cystoscopy  

7.6.3 Radiology 

• Barium Studies 

• CT Scan 

• MRI Scan 

• Ultrasound (Non-obstetric)  
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 NHS Highland’s Current Diagnostic Waiting Times Position 

NHS Highland’s Plans to deliver Diagnostic Improvements in 2019/20 

7.6.4 Projects underway in NHSH that are expected to deliver improvements in Diagnostic 

Waiting Times in 2019/20 include: 

Table 7.5 – NHS Highland’s Planned Position for 31st March 2020 Numbers waiting over 6 weeks 

 

7.6.5   Plan to utilise £7.1 Million additional funding  

1. Non-capital investment of 4th Endoscopy room 

2. Continuation of external reporting and recruitment of reporting radiographer 

3. Recruitment of reporting co-ordinator and centralising radiology booking 

4. Continuation of mobile MRI van for first 6 months of year 

5. Work across NHSH to reduce variation of waiting times across NHSH and 

improve local access 

6. Centralised Patient Focussed Booking approach across NHSH to improve 

the efficiency of appointments 
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7.7 Key Performance Indicators – Elective Care Plans 

7.7.1 Priority - Patients & Performance   

 

• To deliver improved access times for patients based on the funding for 

Cancer, Outpatients, TTG and Diagnostic pathways  

• To deliver a Digital Programme for Outpatients during 2019/20 and beyond, 

including the introduction of Clinical Dialogue, the continued roll out of 

electronic triage, NHS Near Me, Phone Consultations and use of established 

VC Clinics and specialty pathway changes such as the establishment of 

virtual fracture liaison clinics in Argyll & Bute 

• In 2019/20 redesign pathways for post-surgery patients by introducing Patient 

Initiated Return Appointments and implement Patient Focussed Booking for 

return outpatients.  

• To publish a Cancer Strategy for NHS Highland during quarter 2 of 2019/20 

• To develop an action plan to allow for the recommendations within the 

Cancer Management Framework to be taken forward through 2019/20 

• New hospital to home pathways will be explored through testing of the home 

first model, which will support the bulk of AHP assessment taking place within 

the home thereby shifting the balance of work to the community rather than 

inpatient settings 

 

7.8 Priority - People   

• To develop the workforce to allow activity to transfer to AHP roles, 

Audiologists, Neuropsychologist, Optometrists and Clinical Nurse Specialists 

• Transfer of work to the community setting including the purchase of ECG 

recorders for GP practices to reduce the number of referrals to Cardiology 

• To undertake a breach analysis of all urology patients on the Cancer pathway 

to improve understanding of where the delays are occurring and develop 

plans for improvement.  

• Intensive training has been undertaken during the latter part of 2018 and 

early 2019 in order to enable AHPs to undertake guided injections for foot 

and ankle, hands and hips on behalf of consultants to reduce this element of 

their job plans. We will continue to seek opportunities to maximise the impact 

of AHPs in this specialty with a plan for 2019 to develop multi-professional 

AHP MSK pathways. This will maximise occupational therapy, physiotherapy, 

orthotics and podiatry intervention for this group of patients and will be in 

collaboration with orthopaedic consultants to identify new opportunities. 
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7.9 Priority – Pounds and Pence  

• To review benchmarked information to identify productive opportunities and 

key projects identified including a Theatre Efficiency Programme including 

maximising operating at Caithness General Hospital and Belford Hospital 

• To develop sustainable services (cross referenced with quality improvement 

and collaborative working) through a number of formal Redesign Workshops 

with clinical leads 

 

7.10 Physical Resource 

 This element of the plan involves all hospital settings within NHSH. 

7.11 Governance 

7.11.1 The planning and implementation of the Elective Care section of the AOP requires 

strong governance arrangements supported by a robust project management 

approach. NHSH will ensure the governance of this element of the plan working with: 

 

• the NHS Highland Access Meeting 

• Senior Management Team Meeting in both Operational Units, using a 

structured programme to oversee the delivery of the objectives 

• Regular performance reports to the Highland Health and Social Care 

Committee and the Integrated Joint Board 

• Committee reports to the Audit Committee and Clinical Governance 

Committee, with bi-monthly reports to the Board of NHS Highland 

 

7.12 Further Planning Detail 

7.12.1 The Waiting Lists by Specialty can be found in Appendix 2. The Cancer Waiting 

Times Improvement Plan can be found in Appendix 3. 
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  Healthcare Associated Infection 

 

  

8.1 Response to Director General letter dated 17 June 2019 

 The Health Board recognise the importance of maintaining and building on the 
significant improvements nationally and locally over the last decade in terms of 
reducing overall hospital infection rates. The National Infection Prevention and 
Control Manual is a live document and is fully embedded and implemented 
throughout NHSH Highland. 

The Health Board can also confirm that all relevant aspects of the requirements and 
recommendations contained in the recent report published following the inspection 
of the QEUH are fully implemented as standard practice. The local HAI team has a 
programme of ongoing work with the Estates Team to ensure the lessons learned 
following HAI incidents and outbreaks over the last 12 months are embedded within 
the development of new builds and major refurbishments. 

   

8.2 Key Deliverables within the Plan for 2019 / 2020 

 

8.2.1 The National Infection Prevention and Control Manual (NIPCM) is fully embedded and 

implemented throughout NHS Highland. All infection control policies adhere to the 

principles outlined in the NIPCM and staff compliance is monitored in line with this. 

The process for the assessment, reporting and escalation of infection outbreaks and 

incidents outlined in the NIPCM, is implemented in NHSH ensuring a robust approach. 

8.2.2 NHS Highland is committed to complying with the mandatory HAI and AMR policy, 

monitoring and reporting requirements as set out in DL (2015) 19. The Control of 

Infection Committee produces an annual work plan which outlines the key objectives 

and allows performance against these standards to be monitored. 

8.2.3 This will be delivered by healthcare and support staff contributing to the oversight and 

development of the local healthcare system and encouraging all staff to take part in 

quality improvement activity with their peers.  

8.2.4 The key objectives for 2019/20 are:  

• Reduce incidence and achieve CDI Heat target for NHSH 

Outcome measure - achieve annual performance rate of 32.0 per 100,000 

occupied bed days or less  

• Reduce incidence and achieve SAB HEAT target for NHSH 

8 
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Outcome measure - achieve annual performance rate of 24.0 per 100,000 

acute occupied bed days or less  

• Meet the mandatory requirements of the Clinical Risk Assessment.  MRSA 

Screening Compliance of 90% is achieved in Raigmore and the Rural General 

Hospitals. 

Outcome measure - achieve 90% compliance within Raigmore and the Rural 

General Hospitals  

• Reduce the incidence of SSI infection and maintain a rate of under 2% for C-

Section and Orthopaedic and 10% Colorectal. 

Outcome measure – achieve stated rates  

 

• Meet the national antimicrobial prescribing targets as defined by Scottish 

Government and supported by Scottish Antimicrobial Prescribing Group. 

Outcome measure - measure against and meet targets (awaiting confirmation 

of national targets) 

• Receive assurance from Estates of completion of HAI-Scribes for all new 

builds / refurbishments throughout 2019. 

Outcome measures - as needs arise. Maintain documentary evidence  

• Receive assurance from the Operational Units that Nursing and midwifery 

staff have undertaken Healthcare associated infection training as per 

Mandatory training requirements. 

Outcome measure - demonstration of achieving 95% compliance figures by 

March 2020  

 

8.3 People 

 

8.3.1 In 2019/20 NHSH will undertake an establishment review of the infection prevention 

and control nursing team in order to assess demand versus capacity. 
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Key Performance Indicators – HAI Plan 

8.4 Priority - Patients & Performance   

• reduce incidence and achieve CDI Heat target for NHSH by achieving an annual 

performance rate of 32.0 per 100,000 occupied bed days or less 

• Reduce incidence and achieve SAB HEAT target for NHSH by achieving an 

annual performance rate of 24.0 per 100,000 acute occupied bed days or less  

• Meet the mandatory requirements of the Clinical Risk Assessment by ensuring 

that MRSA Screening Compliance of 90% is achieved in Raigmore and the 

Rural General Hospitals  

• Reduce the incidence of SSI infection and maintain a rate of under 2% for C-

Section and Orthopaedic and 10% Colorectal  

 

8.5 Priority - People  

• Meet the national antimicrobial prescribing targets as defined by Scottish 

Government and supported by Scottish Antimicrobial Prescribing Group by 

meeting national targets  

• Receive assurance from Estates of completion of HAI-Scribes for all new builds 

/ refurbishments throughout 2019. Documentary evidence to be maintained  

• Receive assurance from the Operational Units that Nursing and midwifery staff 

have undertaken Healthcare associated infection training as per Mandatory 

training requirements. Demonstrate 95% compliance by March 2020  

  

8.6 Priority – Pounds and Pence   

• Enabler – effective infection control enables savings to be made elsewhere in 

the organisation. 

 

8.7 Financial Resources 

 These are detailed in section 11.  

 

8.8 Physical Resources 

This element of the plan involves all hospital settings within NHSH.  
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8.9 Governance 

8.9.1 The planning and implementation of the Hospital Associated Infection section of the 

AOP requires strong governance arrangements supported by a robust project 

management approach. NHSH will ensure the governance of this element of the 

plan working with: 

 

• NHS Highland Control of Infection Committee with the Infection Control 

Improvement Group and Anti-Microbial Management Team using a structured 

programme to oversee the delivery of the objectives.  Operational Unit Control 

of Infection Groups will report to these Groups 

• NHS Highland Control of Infection Committee will report to the Audit Committee 

and Clinical Governance Committee, with bi-monthly reports to the Board of 

NHS Highland 

 

8.9.2  The Board Nurse Director will meet quarterly with the Infection Prevention & Control 

Manager and Lead Doctor. In addition, the Director of Nursing will report progress 

on this element of the plan during 1 to 1s with the Chief Executive. 

8.9.3 The NHSH Control of Infection Committee continually monitors NHS SCOTLAND 

publications and respond to any changes as required. As and when the HCAI 

standards and indicators for NHS SCOTLAND are updated these will be implemented 

and embedded into standard practice. 

 

8.9.4 As part of the governance within NHS Highland all Healthcare Environment 

Inspection reports are reviewed and benchmarked against. Following the publication 

of the Queen Elizabeth University Hospital inspection report NHS Highland 

confirmed that they have read, understood and implemented the requirements and 

recommendations within it, and have given confirmation of this to NHS SCOTLAND. 

This is in Appendix 8.  
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   Mental Health 

 

  

9.1 Response to Director General letter dated 17 June 2019  

 

Mental Health Waiting Times Trajectory 

Quarter ending Mar 

2019 

Jun 

2019 

Sep 

2019 

Dec 

2019 

Mar 

2020 

Performance against the 
LDP standard (%) 

88% 89% 90% 91% 92% 

 

Action to date: 

• Recruitment of 3 x Band 7 Urgent Care Practitioners for Caithness General, Skye & 
Lochalsh and Belford Hospital 

• Recruitment of Vacant Liaison Nurse post in Raigmore 

Psychological Therapies trajectory (90% of people to start treatment within 18 weeks 

of referral). 

Quarter ending Mar 

2019 

Jun 

2019 

Sep 

2019 

Dec 

2019 

Mar 

2020 

Performance against the LDP 
standard (%) 

78% 80% 82% 84% 86% 

 

Action to date: 

• Recruitment to all vacant Adult Clinical Psychology posts 
• Implementation of redesign beginning to positively impact on waiting times. Monthly 

scrutiny from Scottish Government 
 

  

9.2 Key Deliverables 

 

NHSH is committed to provide Mental Health services that: 

• are as close to the patient as possible 

• provide quicker access to treatment 

9 
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• maintain the required high levels of safety 

• are continuously improved 

 

9.2.1 Better Care Without Delay. To make care and treatment that is planned as quick and 

as close to people’s homes as possible by: 

• Delivering 18 weeks’ referral to treatment. No patient will wait longer than 12 weeks 

from referral to a first outpatient appointment  

• Deliver agreed improved efficiencies for 1st outpatient attendance DNA, non-routine 

inpatient average length of stay, review to new outpatient attendance ratio and day 

case rate by March 2020   

• Drug & Alcohol Recovery Service will achieve the target of 90% in first treatment 

within 3 weeks of referral being received (the A11 standard) 

 

9.2.2  Commissioning Services. To support the commissioning of independent services to 

meet needs by: 

• Ensuring that all commissioned services are reviewed and comply with regulations  

• Commissioning continuing care beds for adults with dementia  

• Establishing the future need for Learning Disability Services  

 

9.2.3  Intermediate Care. To prevent unnecessary hospital admissions and support faster 

hospital discharges by providing a range of services in a home or in a residential setting 

by: 

• Increasing the level of older people with complex care needs receiving care at home  

• Reducing the number of people waiting longer than 18 weeks or more for assessment  

• Increasing the number of Care homes supported by Older Adults Mental Health 

(OAMH) services  

• Achieving an increase in people 65+ with intensive needs receiving care at home by 

2020  

• Reducing the average length of stay in General Adult Psychiatry and OAMH wards 

by 10%  

 

9.2.4  Health Improvement and Health Inequalities. To improve the ability of people to self-

manage their long term condition through self-care and a range of specialist care 

services by: 

• Smoking cessation services, support move for New Craigs to be a non-smoking 

hospital  

• Achieving agreed number of targeted Health Checks during 2019–20  

• Having appropriate healthy living advice in suitable formats for people who have 

learning disabilities  

 
9.2.5  Finance. For financial balance and sustainable financial budgets by:  

• Operating within our agreed revenue resource limit  
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• Meeting our cash efficiency target  

• Developing a robust efficiency savings plan for 2019- 2021  

• Continually improving and being efficient  

• Delivering Operational Units efficiency savings targets 

 

9.2.6  Strategic Workforce/Organisational Development (OD). To develop the workforce for 

the future through empowerment and by embracing change and innovation by: 

• Ensuring at least 80% of staff covered by Agenda for Change to have their annual 

Knowledge Skills Framework development reviews completed and recorded on 

TURAS by March 2020  

• Reducing staff turnover in MH, LD and D&AR services compared to 2017-18  

• Developing an integrated workforce training plan including succession planning 

• Improving the effectiveness of the service by undertaking a comprehensive 

Organisational Development review  

• Maintaining a sickness absence rate of no more than 4%  

 

9.2.7  Patient and Service User Safety.  Improve the standard and quality of services 

provided within NHSH by: 

• Improving clinical governance and risk management standards  

• Rolling out the Patient Safety Programme to all Directorates and including CAMHS  

• Improving the quality of healthcare experience. (Including Scottish Patient Safety 

Programme)  

• Reviewing and re-assessing 90% of Social Care Packages within agreed timescale  

 

9.2.8  Infrastructure. To deliver our services in appropriately equipped buildings and with 

enabling support services by: 

• Maximizing the use of infrastructure resources to support the improvement of health 

and care services 

• Developing the H&S Action Plan  

• Developing the 3 Service Contingency Plans  

• Developing and implementing a strategy for Telecare/Telehealth 

 

9.2.9  Involving the Public and Improving the Patient and Service User Experience. 

Engage with patients, service users and carers with the aim of improving the service 

user and patient experience by: 

• Ensuring that key partnership work areas requiring public engagement are identified 

and prioritized  

• Improving the skills of OG/CSG to engage with the public  

• Ensuring that the strategic objectives in this plan are enabled to engage effectively 

with the public  

• Increasing the number of Carers who feel supported and capable to continue in their 

role as carer                 
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• Ensuring timely access to information training & support provided to carers  

• Increasing the number of service users feeling safe  

• Increasing the number of users and carers satisfied with their involvement in the 

design of their care plan  

 

9.2.10 Recovery Based Services.  To support the recovery of the individual and to help 

them live a meaningful and satisfying life by:  

 

• Increasing the number of people able to cope with the normal stresses of life, work 

productively and be able to contribute to their community 

• Reducing the number of readmissions (within one year for those that have had a 

psychiatric hospital admission of over 7 days by 10% by the end of December 2019)  

• Achieving agreed improvements in the early diagnosis and management of patients 

with a dementia by March 2020“Healthy Heart - Healthy Brain” campaign. 

• Raising the adult population awareness about the prevention of dementia 

• Reduce suicide rate by 20%, supported by 50% of key frontline staff in mental health 

and Drug and alcohol recovery services, primary care, and accident and emergency 

being educated and trained in using suicide assessment tools/ suicide prevention 

training programmes by 2019  

• To offer those who misuse substances faster access to appropriate treatment to 

support their recovery  

 

9.3 People 

  Plans for 2019-20: 

• Develop a workforce plan to address recruitment challenges across all disciplines 

• Recruitment of a primary care mental health workforce plan and an 

administrator/facilitator for the computerised CBT programme 

• Continue to improve access through the commitment of using multi-disciplinary teams 

across all disciplines including CAMHS 
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9.4 Key Performance Indicators 

9.4.1 Priority - Patients & Performance   

Argyll & Bute HSCP has an established mental health planning group who have 

identified key priorities for the next three years as follows: 

• MH Workforce within A&E/GP Practices/Police Custody Suite                  

• Fund improved provision of services to treat child and adolescent mental health 

problems - options for OT post 

• Test and evaluate the most effective and sustainable models of supporting MH care 

in primary care by 2019   

• Fund work to improve provision of psychological therapy services and help meet and 

set treatment targets   

• Ensure propagation of best practice for early interventions for first episode psychosis, 

according to clinical guidelines  

• Offer opportunities to pilot improved arrangements for dual diagnosis for people with 

problem substance misuse and MH diagnosis   

• Ensure equitable provision of screening programmes, so that the take up of physical 

health screening amongst people with a mental illness diagnosis is as good as take 

up by people without a mental health diagnosis   

• Work with key stakeholders to better understand Mental Health Officers capacity and 

demand, and to consider how pressures might be alleviated   

 

In North Highland the 2019/20 focus will be on: 

• Delivering 18 weeks’ referral to treatment. No patient will wait longer than 12 weeks 

from referral to a first outpatient appointment.  This will be done by establishing an 

average baseline for the last 3 years and in the introduction of a drug and alcohol 

screening service based on standardised tools 

• Drugs and Alcohol Rehabilitation will achieve an annual decrease in the number of 

people waiting more than 18 weeks from referral to accessing a service 

• Perinatal and parental mental health - focus developing pathway for perinatal mental 

health, this will include additional work on parental mental health and an interagency 

training plan for HSCP staff implemented in 2019 

• HSCP Health and Wellbeing focus upon staff mental health and wellbeing as part of 

the OD and iMatter development in 2019 

• Finalising in 3rd Quarter of 2019/20 our mental health workforce plan for next 3 

years, incorporating the outcome of Community Mental Health Service review, to 

enhance and strengthen community teams operating presence, skills and capacity 

in 2019   

• Ensuring alignment with the emerging Primary care mental health professionals 

(PCIP) implementation plan, further development and embedding of mental health 

practitioners within primary care 2019/2020 
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• Continuing to strengthen our service User and Carer engagement within service 

development/service change in our service review and redesign areas of dementia, 

acute services and learning disability 

• Enhancing the use of technology to support psychological interventions/treatment, 

increasing our CBT take-up, utilising “Near Me” remote consultations and access to 

psychological therapies group work over 2019  

• SPSP - wider in-patient services development in 2019 includes the implementation 

of Improving Observation in Practice within In-Patient Services 

• Continue to embed principles of recovery within our practice and service redesign 

through 2019 

• Alignment with the Carers strategy and action plan, enhancing support to carers 

within mental health 

• Deliver agreed improved efficiencies for first outpatient attendance DNA, non-

routine inpatient average length of stay, review to new outpatient attendance ratio 

and day case rate by March 2020 

• Continued implementation of the Psychology Improvement Plan (see Appendix 7) to 

improve AMH service delivery across NHSH as a precursor to rolling out 

improvements for other psychological specialties, leading to consistent and 

standardised processes and procedures within a sound Governance framework  

• Continued migration to electronic recording and reporting systems (TrakCare PMS 

& MORSE) 

PMS will be migrated for the following remaining MH services in North Highland by 

March 2020: Addictions (work underway); Caithness CMHT (work underway); Skye 

and West Ross (migration initiated); Nairn and Aviemore CMHT; Mid and East Ross 

CMHT. 

MORSE will help with more statistical reporting to be made available along with 

ease of access for clinical information that enhances clinical service and 

management of the service. 

• Continued involvement in developing the national reporting dataset with ISD, and 

development of local recording systems to capture this data (e.g. working diagnosis 

at first appointment)  

 

9.5 Priority - People   

• To establish the future need for Learning Disability Services in Inner Moray Firth 

Operational Unit.  A strategy will be developed by Nov 2019 to modernise services 

and redesign of the day centre  

 

9.6 Priority – Pounds & Pence   

• Ensure that all commissioned services are reviewed and comply with regulations, 

using the Contracts and Commissioning Programme (set until 2021) 

• Explore commissioning continuing care beds for adults with dementia.  This will be 

done by identifying the need for the number of continuing care beds and to secure 

senior management backing to tender for provision of services 
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 9.7 Financial Resources 

9.7.1 The Operational Plan is supported by the NHS Highland Mental Health service 

budget.  

9.7.2 These funds are allocated across all work streams and the financial plan sets out 

how each work stream is budgeted across the four-year funding programme. These 

are detailed in section 11.  A&B has £4.4m of MH SLAs, the majority with NHSGGC, 

which do not then feature as MH in the cost book.  When NHSH is not able to 

provide a specialist service, services are commissioned elsewhere in both the NHS 

and private sectors (e.g. c. £2.5m expenditure in 2018/19).  In addition, significant 

amounts have been invested in mental health services within Adult Social Care 

which also do not feature in the cost book.  These include additional posts from 

Action 15 funds, with the intention to improve service delivery: 

• 3x Band 7 WTE for Supporting A&E and GPs in Ft William, Skye and Caithness. 

(under recruitment) 

• 1 x Band 4 WTE Assistant Psychologist for implementing Computerised CBT (under 

recruitment) 

• 1 x Band 8A WTE Mental Health Pharmacist – in post 

• 10 sessions Consultant Psychiatrist for Adult Services to introduce in-patient 

Consultant model releasing current sessions to increase community psychiatry and 

support to primary care 

• 8 sessions Consultant sessions for OAMH to provide Liaison Psychiatry/ Younger 

people with dementia sessions 

• 2x Band 6 WTE for Personality Disorder Service 

• 0.6 Band 5 WTE for Personality Disorder Service. 

 

9.8 Physical Resources 

 In 2019/20 NHSH are undertaking a review of premises as part of service 

contingency plans and to maximise the use of infrastructure resources to support 

the improvement of health and care services. An options appraisal exercise will be 

undertaken and a Full Business Case developed for consideration in 2020/21.  
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9.9 Governance 

9.9.1 The planning and implementation of the Mental Health Operational Plan requires 

strong governance arrangements supported by a robust project management 

approach. NHSH will ask both the Health & Social Care Partnership and Integrated 

Joint Board to ensure the governance of this element of the plan working with: 

 

• the Scottish Government’s Improvement Plan approach to provide a structured 

framework to oversee the delivery of the Mental Health services 

• Mental Health Improvement Group 

 

 

9.10 Child and Adolescent Mental Health 

 

Key Deliverables through to 2021 

 

9.10.1 Prevention and Early Intervention 

• Develop Infant and Perinatal Mental Health services with regard to workforce 

capacity, workforce training, early identification of risk and need and access to family 

support  

• Work with Highland and Argyll & Bute Partnerships to ensure linkage with school 

counselling developments  

• Further develop the trauma informed and attachment led Neurodevelopmental 

Assessment Service in North Highland and explore approach in Argyll & Bute  

• Understand and improve children young people and families care journeys through 

the development of trauma informed and trauma responsive approaches  

• Develop framework for delivering training across Tier 2 and 3 services and a standard 

approach to capturing training and outcomes  

 

9.10.2 Access to treatment and joined-up, accessible services 

• Maximise the workforce to ensure seamless journeys and experience of care, working 

with the MHAIST Team to use data and improvement approaches to best effect  

• Improve the experience of care for children and young people admitted with self-

injurious behaviour and distress to the Highland’s Children Unit with related 

consideration of out of hours’ cover  

• Improve access to mental health support for care experienced children and young 

people and those who care for them at home and in residential care or at the edge of 

care  
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• Improve intensive support for children and young people with learning 

disability/neurodevelopmental and escalating mental health needs  

• Work with the Regional North of Scotland Tier 4 service to improve intensive support 

in the inpatient unit and in the community 

 

9.10.3 Transition to Adult Services 

• Use test of change approaches to improve the experience of care for young people 

transitioning to adult services using the Transition Care Plans  

• Explore the transition needs of young people with a neurodevelopmental/learning 

disability diagnosis into adult services 

9.10.4 Engaging and involving children and young people with mental health needs  

• Work with Highland’s Children Forum to listen and engage with young people and 

understand their experience of care and make improvements to the design and 

delivery of services 

 

9.11 Key Performance Indicators – CAMHS 

 

9.11.1 Priority - Patients & Performance   

• Delivering 18 weeks’ referral to treatment informed by the scenarios by 

January 2021. 

• Continue to work with the MHAIST team to ensure data and improvement 

approaches are used to best effect looking to reduce waiting times to 

consultation and waiting times to treatment over the coming months  

 

9.12 Priority - People   

• Working with North Highland Highland’s Children Forum and third sector 

partners in Argyll & Bute to ensure the voices and experiences of children and 

young people inform service design and delivery 

• Working to respond to complaints in a trauma informed and trauma 

responsive way in recognition of the systemic pressures in family systems 

where there are a range of mental health needs for parents children and 

young people  

 

 

 

 

 



75 
 

9.13 Financial resource  

   

N.B. Delivery of these services is under threat and the trajectory will not be 

achieved (red line) and performance will deteriorate (~ 50%) if current Scottish 

Government funding (Access Funding 2017-20 and NES Funding 2019/22 1 is not 

mainstreamed to enable substantive recruitment.  

Table 9.3 CAMHS trajectory 

 

9.14 Physical resource  

The North Highland service is located on the Raigmore Hospital site where there are 
accommodation pressures for the service with options being explored.  

The North Highland CAMHS service involves: 

• Phoenix Team  

• Primary Mental Health Workers 

• Contribution to the HHSCP Neurodevelopmental Assessment Service  

• North of Scotland Regional Tier 4 Network  
 
The Argyll & Bute Lochgilphead team are based at Aros at the Lochgilphead Mid 

Argyll Hospital and the Helensburgh Lomond House as part of the HSCP estate  
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9.15 Governance  

  The Mental Health Improvement Group has oversight of the development of the 

CAMHS Mental Health Work programme for the Argyll & Bute and North Highland 

Services.  

The North Highland Service reports into the Highland HSCP to the HSCP 

Committee. The Argyll & Bute service reports to the Children and Families Service 

to the Integrated Joint Board.  

Both teams feed into the NHS Highland Children and Young People’s Planning 

Forum that has oversight of the planning and delivery of health care for NHS 

Highland. This Forum reports to the Senior Management Team of NHS Highland. 

9.16 Regional Planning  

The North Highland service works with the regional North of Scotland Tier 4 CAMHS 

Service and North of Scotland eating disorder service.  North Highland also has 

representation at the NoS Mental Health regional planning collaborative group to 

discuss sustainable service solutions. 

The Argyll & Bute service works with the West of Scotland regional planning group 

to discuss sustainable service solutions. 

 

9.17 Further planning detail  

Both services are working to deliver the expectations of the Mental Health Strategy, 

the CAMHS Taskforce and the Audit Scotland Report on CAMHS.  

9.17.1 The Child and Adolescent Mental Health Services template for the AOP is 

presented in Appendix 5. 

9.17.2 The Psychological Therapies and Mental Health Waiting Times in Emergency 

Departments is presented in Appendix 6. 
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  Unscheduled Care 
 

10.1 Response to Director General letter dated 17 June 2019 

UNSCHEDULED CARE WAITING TIMES 

 Key Messages 

• Emergency Department (ED) estate is no longer fit for purpose to manage the 

increasing demand 

• demand has increased by 21.6% across the 4 main EDs across NHS Highland in the 

last 10 years and ED performance against the 4-hour target has reduced 

• increasing clinical and social complexity of patients attending the ED department 

• increasing fullness and increased bed occupancy in the acute, community and 

mental health hospitals adversely affects flow from the Emergency Department 

• systemic changes in delivery models are now required 

• the 6EA Plan outlines the actions to be taken by NHSH in response to the pressures 

 

Emergency care in Highland is delivered predominantly in the four ED sites: Raigmore 
in Inverness, Caithness General in Wick, Belford Hospital in Fort William and the Lorn 
and Islands Hospital in Oban. All four have been located within their current physical 
footprint and configuration for at least the past 10 years with minimal changes to 
accommodate the increasing demand. All of these sites have experienced significant 
increases in attendances along with a declining performance against the 4 Hour 
emergency access target.  

Overall NHS Highland ED sites have experienced an annual increase in attendances 
from 51,678 in the 12 months to June 2009 to 62,868 in the same time period in 2019. 
This is an overall increase of 21.6% in the 10-year period. The graph below shows 
the steady increase in demand along with the associated decrease in performance. 
(source ISD) It also highlights the significant seasonal variation experienced in the 
region: 

 

 

 

 

Table 10.1 

 
10 
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This increasing demand across the NHS Highland EDs has arisen in tandem with the 
increasing fullness and associated occupancy rates within the acute and community 
hospitals, and increasing pressure on community services. The lack of flow from the 
Emergency Departments to acute receiving areas, community hospitals, mental 
health services and community services has resulted in difficulties in moving patients 
to the appropriate care environments within the Emergency Department four-hour 
target once their care in the ED has been completed. 

Across Scotland KPIs for integration: unplanned admissions, unplanned bed days, 
A&E attendances, delayed discharge bed days are continuing to challenge the ability 
of services to meet the demand that is being driven by the changes to the local 
Highland demography. 

Adding to the challenges associated with managing the growing demand for EDs is 
the increasing number of clinically and socially complex patients. 

NHS Highlands Response to Unscheduled Care Pressures 

NHS Highland has successfully integrated Health and Social Care services into a 
single management model (one in each council region). The benefits gained from new 
service delivery models have however failed to produce the required reduction in 
demand for hospital services. 

Local changes such as improving clinical pathways, the planned Caithness redesign, 
the Belford rebuild will all support the ability of these local sites to deliver an improved 
performance and accommodate the burgeoning demand in the future. However 
systemic changes are required that provide an increased benefit in terms of reducing 
attendances, OBDs, delayed discharge to achieve sustained change. 

The recent National Day of Care survey (DoCS) highlighted that Raigmore alone had 
78 patients not meeting the Day of Care criteria for an acute hospital stay (27% of 
those surveyed). The figures for the other hospitals were: Caithness 44%, Belford 70% 
Lorn & Islands 20% not meeting the criteria. Whilst this is just a snap shot it does 
suggest that a large proportion of the people in acute hospitals could be cared for in 
an alternative setting if the services were available and such the focus of our 
commissioning processes is targeted towards supporting people to get home and stay 
at home if appropriate.  
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NHS Highland 6 Essential Actions - Meeting and sustaining the target 

NHS Highland is committed to delivering and sustaining the 95% standard and the 
98% target set by the Scottish Government. In order to support and direct 
improvement activity in line with the Scottish Governments 6 Essential Actions 
programme NHS Highland established a governance structure for the development 
and monitoring of plans. This comprises local delivery groups focussed round the local 
EDs supported by their community services which were challenged to develop local 
plans to improve working across the system to reduce attendances and improve ED 
performances against the 4-hour access standard. The details of this work included in 
Appendix 4. 

Whilst the challenges are similar across the four sites the response to these must be 
shaped locally to suit local need and circumstances. 

Unscheduled Care – detail at site level Raigmore 

Table 10.2 

 

From the graph it is clear that Raigmore has experienced a significant increase in 
demand over the past 10 years. Annual attendances have increased 20.2% since 
2009 from 30,198 in 12 months to June 2009 to 36,305 in the 12 months to June 
2019. It continues to have the largest attendances of all the NHS Highland hospital 
ED departments and the poorest performance against the ED access target. 
Improving performance within the Raigmore ED will have the biggest impact on 
improving performance for NHS Highland as a whole. 

A daily review takes place in Raigmore ED to review the previous day’s 
performance and understand circumstances that have led to any breaches 
occurring. Where there have been few or no breaches the meeting is able to identify 
the factors which contributed to a good performance. This daily review has led to 
the development of a comprehensive and detailed Raigmore ED improvement 
action plan aimed at addressing improvements across the four flow groups 

It is intended to adopt this approach in the acute Medical Assessment Unit to help 
accurately inform the actions required to improve performance relating to flow 
through the Acute Medical receiving area. 

The approach has identified numerous improvement actions to support improving 
compliance against flow group 4 (Surgical and Orthopaedic) 
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Work is under way to implement the e frailty tool to help promote a proactive 
approach to identifying those at risk of admission and to implement strategies aimed 
at prevention of admission. 

Ongoing work to increase use of Anticipatory Care Plans to reduce the numbers of 
emergency admissions 

PICT (Primary Intervention Care Team) providing pre hospital trauma care reducing 
ED attendances. 

 

 

Table 10.3 

Aim Response 

Eradicate boarding and 
minimise all delays where 
admission is required 

Boarding in Raigmore has been significantly reduced since 
reconfiguration of beds in 2018. Further work including 
Executive led cross cutting work such as bed utilisation will 
create additional capacity and contribute to the elimination of 
boarding. 

Focus on Flow group 3 to minimise delays accessing a medical 
bed. 

Introduction of Transition & Transport Lounges to allow 
people to wait for transport or transition from hospital in a 
more appropriate and comfortable environment whilst freeing 
up bed capacity for admissions and moving patients from the 
ED whilst awaiting inter-hospital transfers. 

Improved co-ordination of post hospital care to reduce delays 
waiting for next stage of care.  

Reduce variation in out of 
hours, weekends and 
across 7 days 

Community and primary care work stream looking at 7/7 
working for AHPs in community 

Medical receiving rotas are being reviewed with a view to 
ensuring adequate physician capacity to support discharging 
patients 7/7 across all medical areas. 

Support people to be 
cared for at home 
whenever possible 

Implementation of e frailty tool and community pathways to 
deliver more proactive care planning 

Improved co-ordination of post hospital 
care Anticipatory care planning 

 

Caithness General Hospital 

The table below shows the increase in demand in Caithness General 
between 2009 and 2019. Attendances increased from 6,038 in 2009 to 
8,472 an increase of 2434 or 40%. This is the biggest % increase in NHS 
Highland. A number of local improvement events have contributed to the 
improvement in performance from 2017. 

 



81 
 

Table 10.4 

 

Table 10.5 

Issue 
Action 

Systematic removal of 
breach reasons to maximise 
patient flow through the ED 
and acute assessment 
areas to eliminate crowding 
and exit block 

Daily breach review 

Pilot of running AAU (Acute Assessment Unit) out with 
Rosebank wing to allow the staffing and capacity to be 
protected. 

Avoiding attendance and 
admission where ever 
clinically appropriate 

Implementation of the e frailty tool will help promote a 
proactive approach to identifying those at risk of admission 
and putting in place strategies to prevent admission. 

Ongoing work to increase use of Anticipatory Care Plans to 
reduce the numbers of emergency admissions 

Eradicate boarding and 
minimise all delays where 
admission is required 

Boarding is a rare event in CGH 

Focus on Flow group 3 to minimise delays accessing a 
medical bed. 

Introduction of Transition & Transport Lounges to allow people 
to wait for transport or transition from hospital in a more 
appropriate and comfortable environment whilst freeing up bed 
capacity for admissions. 

Improved co-ordination of post hospital care to reduce 
delays waiting for next stage of care 

Reduce variation in out of 
hours, weekends and 
across 7 days 

Community and primary care work stream looking at 7/7 working 
for AHPs in community 
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Support people to be 
cared for at home 
whenever possible 

Implementation of e frailty tool and community pathways to 
deliver more proactive care planning 

Improved co-ordination of post hospital 
care Anticipatory care planning 

 

Belford Hospital 

The Belford Hospital has seen a steady increase in demand in the ED and 
the graph below also demonstrates the huge seasonal variation. In 2009 the 
Belford saw 9,120 people in the ED. In 2019 the number was 10,002 an 
increase of 9.7% 

Table 10.6 

 

Table 10.7 

Issue Action 

Systematic removal of 
breach reasons  to 
maximise patient flow 
through the ED and acute 
assessment areas to 
eliminate crowding and exit 
block 

Daily review of breaches 

Review of ED staffing model to increase flexibility especially 
in the out of hours period. 

Avoiding attendance and 
admission where ever 
clinically appropriate 

Implementation of the e frailty tool will help promote a 
proactive approach to identifying those at risk of 
admission and putting in place strategies to prevent 
admission. 

Ongoing work to increase use of Anticipatory Care Plans to 
reduce the numbers of emergency admissions 
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Eradicate boarding and 
minimise all delays where 
admission is required 

Boarding is a rare event in the Belford 

Focus on Flow group 3 to minimise delays accessing a 
medical bed. 

Introduction of Transition & Transport Lounges to allow people 
to wait for transport or transition from hospital in a more 
appropriate and comfortable environment whilst freeing up 
bed capacity for admissions. 

Improved co-ordination of post hospital care to reduce 
delays waiting for next stage of care 

Reduce variation in out of 
hours, weekends and 
across 7 days 

Community and primary care work stream looking at 7/7 
working for AHPs in community 

Support people to be 
cared for at home 
whenever possible 

Implementation of e frailty tool and community pathways to 
deliver more proactive care planning 

Improved co-ordination of post hospital 
care Anticipatory care planning 
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Lorn and Islands Hospital 

In 2009 Lorn and Islands saw 6,158 attendances. In 2019 this has 
increased to 8,089 in 2019. Whilst L&I continues to perform at or above 
the 95% target level this has dropped from the 2009 performance. 

Table 10.8 

 

Table 10.9 

Systematic removal of 
breach reasons  to 
maximise patient flow 
through the ED and acute 
assessment areas to 
eliminate crowding and exit 
block 

Daily review of breaches 

Review of ED staffing model to increase flexibility especially 
in the out of hours period. 

Avoiding attendance and 
admission where ever 
clinically appropriate 

Implementation of the e frailty tool in a local practice in Oban 
has helped reduce the number of emergency admissions of 
frail elderly. This is being rolled out across A&B 

Ongoing work to increase use of Anticipatory Care Plans to 
reduce the numbers of emergency admissions 

 Boarding is a rare event in L&I 
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Eradicate boarding and 
minimise all delays where 
admission is required 

Focus on Flow group 3 to minimise delays accessing a 
medical bed. Introduction of Transition & Transport 
Lounges to allow people to wait for transport or transition 
from hospital in a more appropriate and comfortable 
environment whilst freeing up bed capacity for admissions. 

Access to step up /down beds in local care home to support 
flow 

Reduce variation in out of 
hours, weekends and 
across 7 days 

Community and primary care work stream looking at 7/7 
working for AHPs in community 

Support people to be 
cared for at home 
whenever possible 

Implementation of e-frailty tool and community pathways to 
deliver more proactive care planning 

 

Improved coordination of post-hospital care 

Anticipatory care planning 
 

Table 10.10 

 

The bespoke plans described for each ED site are expected on delivery to achieve the 

following improvement trajectory. 
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10.2 Key Deliverables within the Plan for 2019 / 2020 

 

10.2.1 The primary objective of this National Unscheduled Care Collaborative 

Programme is to ensure optimal patient flow through the hospital journey, in 

order to deliver against the 4-hour emergency access target meaning 95% of 

all patients attending accident and emergency should be seen, treated, 

admitted or discharged within 4 hours, ultimately aiming for 98% of all patients. 

Table 10.11 – Delivery of the 4-hour emergency access target 

Location 

Total Attendances 

March 18 to Feb 

19 

Performance 18/19 Target 19/20 Target 20/21 

Raigmore 35,975 92.4% 95% 98% 

Belford 9,904 96.1% 96% 98% 

Caithness 8,292 96.2% 96% 98% 

Lorn & Isles 8,160 96.8% 96% 98% 

 

 

10.2.2 In North Highland the six Essential Actions sets out the approach to meet this 

target and have been themed as follows: 

1. Clinically focused and empowered management 

2. Hospital capacity and patient flow alignment  

3. Patient rather than bed management 

4. Medical and surgical processes that pull patients from the Emergency 

Department (ED) 

5. 7 Day Services 

6. Ensuring patients are cared for in their own homes 

 

10.2.3 The Argyll & Bute HSCP examines its performance both within Argyll & Bute 

and NHS Greater Glasgow & Clyde (GGC) against the four agreed target areas 

with the Ministerial Strategic Group for 2019/20. 

 

• Reduce unplanned (Emergency) admissions by increasing anticipatory care 

activity in the community and in primary care 

• Reduction in occupied bed days for unscheduled care (emergency) 
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• A&E performance: meet the 4-hour target and reduce unnecessary 

attendance 

• Delayed discharges: reduce the amount of time (occupied bed days) 

patients are delayed in hospital 

 

 

10.2.4 Emergency Department Waiting 

• The current Scottish Government target of 95%. NHSH performance is 

93.0% at June 2019. However, this target has proved difficult to achieve and 

sustain in NHSH with many factors impacting on performance.  The ultimate 

target is 98% 

• NHSH recognises that the 4-hour emergency access target provides an 

assessment of the overall system performance so that improvement against the 

target requires a system wide response 

 

10.2.5 Overall, the plans focus on  

• Understanding and improving the Emergency Department processes 

• Identifying barriers to flow - and improving discharge rates in all sites - 

acute and community 

• Reviewing and improving pathways to reduce delays and duplication 

 

10.2.6 In 2018 the structure of the 6 Essential Actions programme in Highland was 

changed to put the local ED at the centre of its respective community and plans 

developed locally to support ongoing development and improvement which will 

support achievement of the 4-hour target.  NHS Highland has 4 sites with 

Emergency Departments: Raigmore, Lorn and Islands, Belford Hospital and 

Caithness General Hospital.  All the sites are experiencing increasing demand 

year on year. The table shows the analysis of the reason for breach with the 

plan in Appendix 4 
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 Table 10.12 Breach analysis by ED location   

Location Analysis of Breach Reason 

Raigmore 
2.14% (768) waiting for a medical bed 

1.4% (510) breached waiting for 1st 

assessment. 

Belford Hospital Wait for Transport 

Caithness General Hospital 

 

Lack of Beds as a result of post-acute 

and delayed patients 

Lorn & Isles Hospital 
Lack of Beds as a result of post-acute 

and delayed patients 

 

10.3.1 This plan will be delivered by the healthcare professionals contributing to the 

oversight and development of the local healthcare system and encouraging 

colleagues to take part in quality improvement activity with their peers. 

 

10.4 Key Performance Indicators 

The Unscheduled Care Plan in Appendix 4 gives further detail on the KPIs.  

10.4.1 Priority - Patients & Performance   

• 95% of all patients attending accident and emergency should be seen, 

treated, admitted or discharged within 4 hours, ultimately aiming for 98% of all 

patients. 

 

10.4.2 Priority - People  

• Reduce unplanned (Emergency) admissions – by increasing anticipatory 

care activity in the community and in primary care 

• Reduce unnecessary attendance 

 

10.4.3 Priority – Pounds & Pence   

• Delayed discharges – reduce the amount of time (occupied bed days) 

patients are delayed in hospital 

• Reduction in occupied bed days for unscheduled care (emergency) 
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10.5 Financial Resources 

10.5.1 These are detailed in section 11.  

 

10.6 Governance 

10.6.1 The planning and implementation of the Unscheduled Care section of the AOP 

Plan requires strong governance arrangements supported by a robust project 

management approach.   The ongoing governance of the programme is 

supported by the 6 Essential Actions oversight group which is made up of senior 

management from across Health and Social Care and across the geography.   

10.7 More Planning Detail 

10.7.1 The Unscheduled Care Improvement Plan is at Appendix 4. 
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 Finance 

 

11.1 Approach 

The initial headline financial challenge remains unchanged at £39.5m which 
represents 6.1% of our baseline allocation. At this level of materiality, the Board 
is unlikely to resolve the situation and return to financial equilibrium in one year. 
It is however committed to an ambitious plan to reduce the materiality of both 
the underlying deficit from £32m to £15m by the end of the year and also 
improve the out-turn deficit from £17.1m to £11.4m. 

At the beginning of the year the Board had not had the opportunity to 
demonstrate the conversion of the range of financial improvement opportunities 
that had been identified into more specific evidence based and agreed saving 
schemes. Considerable progress has been made since then which is outlined 
below and a presentation in support of this plan is attached Appendix 14. 

Accompanying our original submission was a presentation which addressed 
some of the underlying reasons that have contributed to the HB having the 
financial challenge it has. That presentation then went on to describe how the 
Board intended to address the position including the blended approach to 
tackling the problem and described the areas of potential opportunity that will 
be reviewed.  

Progress has been made achieving considerable financial savings including the 
creation of an in-house Programme Management Office (PMO). The key 
components are; 

• the rapid implementation of a daily non-pay Grip and Control (G&C) process 
where all non-catalogue and out of process orders are reviewed in real time i.e. 
before being placed. This has had a positive impact on spending and flagged 
both a number of significant control weaknesses and financial improvement 
opportunities. 

• establishing a weekly Pay G&C meeting that reviews all of the major variable 
components of pay prospectively i.e. reviews and challenges the need for very 
expensive locum / agency cover and engages in a dialogue about alternatives. 
The content of this meeting is still being refined and expanded but, as above, it 
has uncovered a number of areas for targeted improvement. 

• the general control environment has been reviewed, prompted by the G&C 
process described above and NHSH is in the process of implementing and 
communicating changes designed to make it more effective. 

• discretionary saving targets or housekeeping targets for each of the divisions. 
This is designed to ensure that the divisional teams continue to look at their own 

11 
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service and how to improve. These targets have been supported by a number 
of Improvement Workshops run in conjunction with the PMO, PwC and the 
Division’s SLT. 

• the main thrust of the improvement work has been driven in the current year 
through the organisation wide Cross Cutting work streams described as 
opportunities in the presentation and now progressed to real projects. These 
are proving in the main to be successful, principally as they are owned and 
driven by their SRO’s who are all members of the Senior Leadership Team. 
They are supplemented by other more generic Cross Cutting schemes e.g. 
Procurement and Prescribing. The schemes are progressing at different pace, 
as an example, the deep dive into Orthopaedics and Urology, led by the 
Associate Medical Director, is progressing slower than expected due to the 
complexity and novelty of the approach. There remains confidence that all will 
make a positive contribution 

• It is also recognised that there is a risk that the scale of the in year challenges, 
updated in future years for new cost pressures and issues is unlikely to be fully 
addressed by the above approach alone. Consequently, work has been 
initiated, supported by Scottish Government, to develop a comprehensive 
organisational and clinical service strategy designed as previously described to 
ensure that any remaining gap is closed. Based on the 3-year modelling work 
to date it is estimated that this challenge equates to £15m. This work is by its 
nature complex and time consuming so it will be some months before any high 
level indication of the scale of the opportunities it can yield will be seen. In the 
meantime, it has been assumed that the strategy work will begin to contribute 
significantly in 2021/22 

• A new governance arrangement has also established which includes dedicated 
reporting and general engagement on financial improvement work to the Board, 
a more in depth and formal report and reporting line to the Finance Sub-
Committee of the Board, the establishment of a weekly Financial Recovery 
Board chaired by the DoF and attended by the full SLT to review progress, 
monitor the savings idea pipeline and interrogate on a rolling programme all of 
the Cost Cutting programmes. In addition, each Programme / Project meets as 
a minimum every two weeks. This approach along with the G&C process is now 
embedded in the organisation. 

• This approach is complimented by regular communications to our staff through 
a number of bi weekly and monthly channels. Work is currently ongoing to refine 
the content with an emphasis on making it both easier to understand and more 
engaging. 

• The scale of the contribution from each of these areas is captured in the 
accompanying presentation in Appendix 14. 

11.2 Infrastructure 

In considering how to tackle the deficit and deliver a sustainable position, the 
internal resource has been reviewed i.e. capacity and experience against the 
need to make rapid progress. There was a commitment from the outset to 
establishing an in-house PMO to maintain progress in the medium to longer 
term. It was also recognised however that this would take some time to 
establish.  PwC have been engaged with support from Scottish Government to 
allow NHSH to capitalise on their experience and allow the Board to build 
momentum while an internal PMO team is developed. 
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In the interest of pace some key staff were initially seconded into the PMO on a 
short term basis while a recruitment process was established to engage 
substantive staff. This process concluded in early July and subject to notice 
periods a fully staffed PMO is now actively established. Work is now progressing 
on the recruitment of a permanent PMO Director to replace the short term 
interim support currently filling this post. 

In doing this a pragmatic view has been taken around a number of the current 
in-house resource associated with Value Management and HQI. While this will 
be maintained the focus must be on the priority of returning the organisation to 
financial balance. 

11.3 Progress to Date 2019/20 

2019/20 is a pivotal year as the underlying position of the Board has steadily 
deteriorated in the preceding 3 years as shown in the attached slide deck 
(Appendix 14) and failure to effect a significant turnaround in 2019/20 is likely 
to have a considerable adverse effect on the length of time it will take to recover 
the position i.e. much beyond 3 years, linked to the materiality and consequent 
increased risks of the necessary interventions. In 2019/20 the level of financial 
deficit brought forward from 2018/19 and earlier years was circa £33.0m. The 
target is to reduce this to £15m by the end of 2019/20 i.e. to effectively reduce 
it by £28m as well as deliver the agreed Y/E deficit of £11.4 m. 

11.3.1 Quarter 1 

At the beginning of the year a draft projected year end brokerage requirement 
of £11.4m was anticipated. This is against an initial gap between funding and 
expenditure of £39.4m and therefore required the delivery of £28m of savings 
with just under £4m of this planned to be delivered non-recurrently. 

Recognising that the external consultancy only started in mid-March and the 
PMO director and initial interim (in-house) team were established around the 
same timescale to take account of the scale of opportunities, identify initial 
projects and programmes, embed the new processes i.e. PID’s, QIA’s and 
Tracker etc. and set up and make real the new governance arrangements, it 
was always recognised that the profile of savings would be back end loaded.  

 
Consequently, the trajectories included within the AOP are relatively heavily 
loaded to the second half of the year and whilst this has been recognised since 
the outset, this does mean that there is an element of future risk linked to 
second half delivery (see AOP profile table). Recognising this phasing risk the 
initial results for quarter one are slightly better than the original AOP trajectories. 

Table 11.1 AOP profile  
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Table 11.2 Actual Position 

 

Quarter 1 

Initial  

AOP 

£000 

Quarter 1 

Actual 

£000 

(adverse) /positive 

£000 

Year to Date Position   (3,000) (2,300)     700 

Savings Delivery           2, 900             3, 085            185 

 
The £2.3m year to date position on revenue predominantly reflects one quarter 
of the £11.4m planned deficit position. The above incorporates a range of cost 
pressures e.g. prescribing and supplementary schemes (agency and interim) 
staffing spend in specific, mainly clinical areas offset by predominately staffing 
vacancies spread across the organisation. 

Given the importance of supplementary staffing, further work to improve the 
reporting and challenge in this area (G&C) has been initiated, supplemented by 
a new set of rules about reporting vacancies aligned to the principle of use it or 
lose it. 

 

11.3.2 Forecast Out-turn 

11.3.2.1 Savings Delivery 

A twin tracked approach to recovery in the current year involves the 
implementation of a more robust system of “Grip & Control” alongside the 
development of savings plans within a range of cross cutting work streams 
facilitated and supported by the PMO. 

At month 3 significant progress has been made and the gross unadjusted 
value of schemes in the pipeline as at June totals £28.8m. Of this total, £17.7m 
of schemes have fully developed plans and have moved to the delivery tracker 
i.e. have been through the full approval and Quality Impact Assessment (QIA) 
process. Even though signed off they are still risk adjusted to account for 
potential slippage and difficulties in delivery, to £13.7m 

The remaining £11.1 of schemes (£28.8 - £17.7) in the pipeline have a risk 
adjusted value of £8m, therefore, the full year forecast delivery as at month 3 
totals £21.7m (£13.7 + £8) against a target of £28m. The gap of £11m is 
reduced to £7m assuming realisation of the original planning assumption 
around identifying and delivering £4m of non-recurrent benefits (last year N/R 
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delivered £9.5m). This data is modelled as part of the year end forecast in the 
table below. 

Table 11.3 Year End Forecast  
 Un-adjusted 

Risk  
Adjusted 

Quarter 1 £000 £000 

Savings Target 28,000 28,000 

Delivery tracker 17,752 13,700 

Pipeline 11,087 8.047 

 27,530 21,747 

Remaining Gap 839 (6,253) 

Potential Non-recurrent 
 

4,000 

 

11.3.2.3 Revenue Budgets 

In general, performance against budget in the first quarter is relatively stable 
however there are some particular pressures which are being experienced, 
particularly in premium staffing costs. Locum costs in the first quarter totalled 
£4.5m which is significantly higher than the previous year. This is subject to 
scrutiny within the cross cutting medical and nursing work streams. 

Continued difficulties in recruitment of medical staffing within the Rural General 
Hospitals as well as salaried/vacant GP practices, in remote and rural areas, 
account for two-thirds of these costs along with vacancies in a number of 
specific specialties within Raigmore. 

In spite of these cost pressures, the year to date position, excluding the impact 
of savings highlighted above is showing an under spend of £0.5m driven mainly 
by underspends within Argyll & Bute of £1.1m. 

 

 

 

 

 

While there is still work to be done and the final position is dependent on much 
more than just identifying and delivering financial improvement schemes, the 
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above summary illustrates the positive progress made to date. That said there 
is a programme of work focused on Identifying additional opportunities and 
converting these into deliverable schemes i.e. a further round of workshops and 
interrogation of comparative benchmark data and focus sessions and 
engagement with subject matter experts. 

Further detail on the financial improvement pipeline, delivery and tracker 
schemes are included in the appendices along with copies of all the Project 
Initiation Documents (PIDs) for those schemes currently in the delivery tracker. 
For completeness, a copy of the weekly external consultancy support report is 
also included. 

It’s important to note that these numbers change weekly as work progresses. 
An extract of the data is shared weekly with Scottish Government. 

11.4 Recurring Revenue New Hospitals 

The development of the new community hubs in Skye and Aviemore is the result 
of significant community and staff engagement creating redesigned services 
aimed at maximising the opportunity for the delivery of local care within an 
integrated health and social care context. The full business case was supported 
by both the NHS Highland Board and the Scottish Government Capital 
Investment Board. 

The decision to switch from a Design, Build, Finance and Maintain (DBFM) 
contract to a Design and Build Development Agreement will result in a £35k 
improvement to the NHS Highland revenue position compared to the Full 
Business Case presented to the NHS Highland Board on 14th May 2019 (table 
2). Overall the modernisation of services in Badenoch & Strathspey and Skye, 
Lochalsh & South West Ross will deliver a recurring revenue saving of 
£250k.The following table sets out the revenue cost implications FBC vs FBC 
Addendum agreed with the Scottish Government. 
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Table 11.5 

 
FBC (DBFM) % 

funded 
by  

SGHD 

FBC  
DBFM 

FBC 
Addendum 
(DBDA) 

FBC 
Addendum 
DBDA 

Change  
from  
FBC 

  Cost  Cost  

  £000's  £000's £000's 

Cap Ex  2,940 Depreciation 977 1,963 

SPV  286 No SPV 0 286 

Hard FM (B&S) 0 87 Hard FM (B&S) 125 (38) 

Hard FM (SLSWR) 0 200 Hard FM (SLSWR) 121 79 

Lifecycle costs (B&S)  94 Lifecycle costs (B&S) 100 (6) 

Lifecycle costs (SLSWR) 
 

108 Lifecycle costs 
(SLSWR) 

114 (6) 

Total ASP 
 

3,715 Total Revenue Costs 1,437 2,278 

Funding from SGHD 

  

Funding from SGHD 

  

Cap Ex incl group 1 
equipment 

100% (2,940) Depreciation (977) (1,963) 

SPV 100% (286) SPV 0 (286) 

Hard FM 0% 0 Hard FM 0 0 

   Lifecycle costs  6 
Lifecycle costs (smoothed) 50% (101) (smoothed) (107)  

Funding from SGHD 
 

(3,327) Total Revenue Costs (1,084) (2,243) 
 

 
Net difference funded 
by 

      
NHSH  388  353 35  

 
The following assumptions have been made; 

• life cycle costs draft based on DBFM proposals, being updated to reflect 
in-house provision 

• no abatement on life cycle costs under DBDA model 
• assumed 50% of life cycle funded by SGHD on phased non-recurring 

basis, smoothed cost shown 
• Excludes impact of implementation of Sir Lewis Ritchie recommendations  
 

 
11.4.1 Summary Year-End 

Given progress to date on savings delivery and the overall performance against 
revenue budgets in quarter one, NHS Highland remains confident that it will 
deliver the agreed £11.4m deficit position which excludes the costs of the 
external support as previously agreed with Scottish Government and subject to: 
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•  clarity around the exact amount in relation to access/waiting list funding 
•  the full extent of the impact of superannuation funding being finalised 
• funding to implement recommendations of the Skye review needs to be 

confirmed 
• settlement with Greater Glasgow & Clyde regarding the SLA with Argyll & Bute 
• no further deterioration in our use of supplementary staffing 
• the full allocation of national activity funding will be received and delivered 

within this sum 
• senior management infrastructure in place to maintain momentum around 

financial improvement agenda 
 
 
11.5 THE 3 YEAR CHALLENGE 

In building up the 3-year plan, recognition has been made of the funding, cost 
pressures and potential benefits included within the National Health and Social 
Care medium term financial framework along with known local issues facing 
Highland. 

Assumptions within the 3-year plan are broadly in line with information provided 
by SG via the Corporate Finance Network with specific local adjustments where 
appropriate and detailed below: 

1. Waiting list and cancer targets are discussed in this document and the 
assumption is that funding and costs associated with reaching a sustainable 
model will match. Any shortfall in this assumption will have an adverse impact 
on the financial model. 

2. Integration Schemes with both The Highland Council (THC) and Argyll & 
Bute Council (A&BC) come to an end in 2020. The lead agency model with 
THC has proven particularly challenging over the period of integration with no 
explicit agreement on risk sharing. With regards A&BC, again the challenge will 
be with regards sharing risk with the Council keen to transfer additional risk to 
the NHS. This is ongoing and will ultimately impact on 2020/21. 

3. For the Highland lead agency model, costs in respect of adult social care 
remain part of NHSH’s overall costs and predictions for future years are based 
upon trends over the period since integration which have proven fairly reliable 
in recent years. A relatively modest income assumption from THC of £3m in 
each of years 2 and 3 has been included. 

4. Pension costs were funded based upon 2018/19 actual payments and then 
allocated on an NRAC basis and the exact impact on 2019/20 and beyond has 
not been finalised. This impacted disproportionately in NHS Highland for a 
number of reasons: 
 

 

• Costs for social care staff on the NHS pension scheme will have been picked 
up as part of the overall Scotland figures but do not reflect within NHS Highlands 
NRAC calculation therefore the amount is absorbed across funding to all Boards 

• NHS Highland’s integration scheme with A&BC agrees an allocation of funding 
on a fair share (NRAC) basis whereas the costs associated with superannuation 
are not proportionate to NRAC. 
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The estimated non-recurrent costs associated with the development of an 
Electronic Patient Record have been included as have some of the downstream 
financial benefits i.e. in 21/22 and beyond. 

An assumption made is that the policy to maintain Boards which are below 
NRAC target shares to within 1% will continue. Current published shares are 
being referred to with no account of potential future NRAC changes. 

Clarity is required in terms of the revenue and capital funding associated with 
the development of the Elective Care Centre. Within the Full Business Case, 
the costs have been fully revised for 19/20 with updated capital and revenue 
costs included with the estimate for the capital at £38m and the annual revenue 
costs are £21.3m. 

There is an assumption in the FBC that there will be £7.7m of resource 
transferred across from the existing Raigmore budget leaving a net running cost 
of £13.6m before any income from other Boards is considered. 

The FBC assumed an amount of £2.3m as income from other Boards although 
there is now some ambiguity around this and further work needs to be done to 
clarify the exact activity and price associated with it. 

It is assumed that the remaining £11.3m is fully funded through the waiting list 

improvement fund on a recurrent basis. 

NHS Highland’s brokerage received up to and including 2018/19 has been 

written off along with other Scottish Boards to provide a clean slate going 

forward.  The timing and basis of the repayment of future brokerage requires to 

be agreed and built into forward plans. The assumption is that this will start once 

the Board achieves financial balance with repayment commencing in year 4, if 

at all. 

Taking into account all of the assumptions noted above, the three year 

challenge facing NHS Highland is summarised in the tables below. 

 

 

 

 

 

 

 

 

 

 

Table 11.6 Income Assumptions 
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Funding 

2019/20 2020/21 2021/22 

SG Baseline uplift % 2.6% 2.2% 2.2% 

 
£m's £m's £m's 

SG Baseline uplift 15.5 13.8 14.3 
SG AfC pay uplift 5.5   
NRAC parity 1.8 1.0 2.0 

Employers pension increase – 
estimate 

14.5   
New medicine funding/PPRS 2.8 2.8 2.8 
Elective Care centre   11.3 

Sustainable Elective position    
Access funding for Vanguard 3.2   
Additional Del 5.0 5.0 5.0 

SG funding 48.3 22.6 35.4 
ASC quantum Uplift 6.4 3.0 3.0 

Total increase in funding 54.7 25.6 38.4  

Key income assumptions are: 
 

• funding will be provided in full for the elective care centre business case 
revenue implications 
• the cost of maintaining sustainable performance targets will be funded 
• only partial funding is assumed for the additional costs associated with 
adult social care demographic and demand increases pending clarity of the 
ongoing negotiations with Highland Council 
• Sir Lewis Ritchie recommendations are funded over a 3 year reducing basis 
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Table 11.7 Inflation and Expenditure Assumptions 

  

Inflation and pressures 

2019/20 
£m's 

2020/21 
£m's 

2021/22 
£m's 

Pay Uplifts 12.5 13.5 14.0 
Employers Pension increase 14.5   
Secondary Care Drugs 7.2 7.2 7.8 

Primary Care drugs 2.2 2.8 2.8 

Adult Social Care (incl Carers Act) 9.2 8.6 8.4 

NSD incl Car-T 1.0 0.4 0.4 

SLA's Other Boards 2.2 2.4 2.6 

Raigmore Vanguard 3.2   
Elective Care Centre   11.3 

Electronic Patient Record, MORSE, Etc.  1.0 1.0 

Skye Review 0.0 0.5 0.5 

Premium Cost Staffing Increase  1.0 1.0 

Sustainable Elective position    
Other 9.2 7.9 7.9 

Total inflation and pressures 61.2 45.3 57.7 

Income Movements 54.7 25.6 38.4 

In Year Gap (6.5) (19.7) (19.3)  

Key expenditure assumptions are: 
• In the main costs are in line with assumptions agreed through the 
Corporate Finance Network. 
• Invest to save schemes such as the Electronic Patient Record and 
MORSE are included with downstream benefits for future years. 
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11.6 FINANCIAL IMPROVEMENTS 

In forming the outlook for the three-year plan to return the Board to breaking 
even across the next three years, the following has been taken in to account: 

• the potential in-year and full year effect of the FY19/20 programme. The 
current pipeline is valued at £27.5m (risk adjusted £17m), and has been 
developing positively each week giving confidence that NHSH will be able to 
deliver its intended plan of £28m. The current estimated full year effect of this 
would be £33m. 

 

Table 11.8 Pipeline Trajectory 

 

 

• Benchmarking indications of opportunity. For example, current discovery 
benchmarking suggests that NHSH could release 46,856 outpatient 
appointments by improving its new : return ratio, and 30,370 bed days by 
improving length of stay (see appendix for further indicative operational 
metrics). 

• Current high cost areas of spend such as premium pay costs, as noted 
earlier in this document. 

• Judgement of work stream leads and SROs with regards the remaining 
pipeline for delivery in future years. 

Together these indicate an opportunity for further savings estimated at £26m 
in 2020/21. 
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In 2021/22, it is assumed that certain workstreams will continue to find and 
deliver opportunities. These are predominantly in areas where continuous 
financial improvement would normally be expected (prescribing, procurement, 
estates & facilities and divisional housekeeping), but these are estimated at a 
reduced level and with minimal further contribution from cross cutting 
workstreams. The most significant development in year 3 is the targeted 
financial benefit from the developing the Clinical and Care Strategy. The 
strategy work is ongoing and its outcomes cannot be pre-judged. As such this 
is currently held as a target figure to return the organisation to financial 
balance. 

Table 11.9 Schemes and Opportunities 

 
Schemes and Opportunities 2019/20 2020/2

1 
2021/22 

 £m's £m's £m's 

Bed utilisation and flow 0.5 0.5  0.0 

Theatre Productivity 1.0 1.0 0.0 

Out Patient efficiency 0.4 1.5 0.0 

Medical workforce productivity 0.8 2.0 0.5 

Nursing, Midwifery & AHP productivity 1.5 1.5 0.0 

Diagnostics 0.8 0.5 0.0 

Mental Health 0.5 0.0 0.0 

Adult Social Care 1.5 1.0 0.0 

Primary and Community Care 1.5 0.5 0.0 

Procurement 2.0 3.0 2.0 

Prescribing 3.0 2.5 2.0 

Corporate 2.5 2.0 0.5 

Estates & Facilities 0.8 2.0 2.0 

Commercial Contracts 1.0 0.0 0.0 

Service Reviews/Deep Dives  0.5  

Clinical Strategy   14.1 

Public Health  0.5 0.5 

    

Cross Cutting Themes 20.6 19.0 21.6 

Divisional Schemes 7.4 7.0 6.5 

Total 28.0 26.0 28.1  
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Table 11.10 Risk Adjusted Pipeline 
 

 
 

11.7 OVERALL SUMMARY 

The summarised position is illustrated in the table below bringing NHS 
Highland back into balance by the end of 2021/22. 

Table 11.11 Summary Position 
 

Summary 

2019/20 £m's 2020/21 £m's 2021/22 

£m's 

Net Uplift 54.7 25.6 38.4 

Less;    

Pay & prices and pressures 61.2 45.3 57.7 

New Savings target (6.5) (19.7) (19.3) 

Add;    

Savings unidentified from 2018-19 (19.0) 
  

Non Rec savings target previous year (5.0) (3.7)  
Savings b/fwd from previous year (8.9) (11.4) (8.8) 

Total Savings requirement (39.4) (34.8) (28.1) 

Identified/Potential Opportunities 28.0 26.0 28.1 

In Year out turn (11.4) (8.8) (0.0) 

Underlying deficit 2018/19 = (32.9) to (15.1) (8.8) 0.0 
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11.8. RISKS and MITIGATIONS 

This is a 3-year plan which has multiple unknowns however, looking forward it is 
important to highlight a number of key and material risks; 

• delivery of the 2019/20 financial position is predicated on a significant amount of 
the benefits being realised in the second half of the year. This is being managed 
and monitored through the Financial Recovery Board and Finance Sub 
Committee of the Board. 

• NHSH has previously flagged the untenable position with regard to the financial 
sustainability of the integrated model of social care that currently operates across 
North Highland. The current contract with The Highland Council terminates in 
March 2020 and early discussions with The Highland Council have commenced 
as to how best to resolve the financial issues between both parties ahead of this 
date to avoid having to change the current model. 

• balance to maintain senior infrastructure to maintain financial turnaround. 

• A&B Council wish to address the financial risk sharing of the scheme of 
integration in the belief that it is currently not an equitable reflection of the 
financial risk carried by both parties. Whilst this is disputed, there remains a risk 

• the ongoing need to resolve the funding gap relating to the proposed new Elective 
Care Centre needs to be seen in the context of the financial imperatives 
described above 

•  NHSH is making a concentrated whole system effort to deliver a stepped 
improvement in the organisation’s financial position which is a major risk with no 
viable alternative approach at this time. 

• consistent with a number of other Boards there is a risk associated with the 
current cross boundary flows into the two main acute centres of Lothian and 
Glasgow. There are active discussions ongoing to try and agree an alternative 
approach that is acceptable to all parties and which removes the ongoing risk of 
receiving a material midyear increase in proposed inter Boards costs. This is 
untenable particularly given the financial agenda being addressed 

• In harmony with other Boards the major risks associated with staffing and, in 
particular, medical staffing and the issue of living within prescribing plans. These 
are well rehearsed and remain a concern 
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