
SUBMISSION FROM NHS SHETLAND 

Equalities in the Budget Setting Process 

The budget setting process in Shetland health Board revolves around the Local 
Development Plan (LDP) process. A copy of the 2012-15 plan is included for 
additional information in this return but is also publicly available on-line on the 
board’s website at http://9.200.150.6/board/meetings/documents/2012/20120403-
2012_23.pdf . The plan used for the 2011-12 budget process is also available on the 
board’s website at http://9.200.150.6/board/meetings/documents/2011/20110322-
2011_24.pdf. 

In the development of the LDP and to ensure equalities issues were taken in to 
consideration there was significant local consultation undertaken on the draft plan. 
The local consultation was under taken through wide circulation and discussion at 
board’s Strategy & Redesign Committee, Area Partnership Forum, Area Clinical 
Forum, Patient Focus and Public Involvement (PFPI) Steering Group and with the 
Diversity Taskforce. 

The Board’s plans also aims to contribute to the Single Outcome Agreement (SOA), 
which is the local planning and accountability process for local authorities and 
Community Planning partners. This year’s LDP shows how Shetland Health Board is 
tackling one critical issue in partnership through the SOA, and we have chosen 
health inequalities as our priority. The assessment of the boards plan against the 
SOA is outlined in detail on pages 48 to 58 of the LDP. 

Assessment of the boards plans to meet the national quality ambitions and the wider 
outcomes based approach is covered on pages 64 to 72 of the LDP. A  summary 
table assessment table of these plans is covered on page 71 to 72. 

In the LDP an equalities assessment is undertaken for each area identifying both the 
risks and the solutions to ensure these risks are mitigated as far as is reasonable 
possible. 

Significant public engagement was undertaken as well in the 2011-12 plan as the 
LDP for 2011-14 was based upon the board’s clinical strategy framework approved 
in 2010-11 after a thorough and detailed process. A copy of the board paper which 
contains an Equality and Diversity Impact Assessment at Appendix D on page 44 
has also been included to outline in detail the board’s policy rationale  

In October 2009, the Board agreed the process and framework for the development 
of a Clinical Strategy for NHS Shetland. The public of Shetland were engaged 
throughout the process of the development of the Clinical Strategy. Residents have 
been involved in the following ways: 

 Shaping the content of the original presentation for the Phase 1 
meetings  



 Influencing the format of the Phase 2 engagement meetings  
 Editing the advert used to publicise Phase 2 public meetings  
 Attending meetings and contributing their views and comments, and 

also doing this via e-mail and in writing when unable to attend meetings 
 
Equalities in mainstream services 

Shetland Health Board, being a small island board, manages its mainstream 
services under 5 broad categories and the top 3 of these with their budgets for 2011-
12 and 2012-13 are outlined in table 1 below: 

Table 1 
2011-12 
Budget 

2012-13 
Budget Movement

Hospital 17,151,950 16,948,273 -203,677
Off Island Clinical 
Services 6,060,400 5,945,051 -115,349
Community 5,177,970 5,308,915 130,945
Total 28,390,320 28,202,239 -188,081

 

The board’s clinical strategy is based upon providing clinical care in the correct 
clinical setting, with the appropriate clinical team and as close to home as possible to 
improve local access to services. 

The redesign process involves repatriating appropriate clinical treatments back to the 
island and providing care in the most appropriate setting. 

Moving appropriate services back on island  improves the quality of the overall care 
experience as it removes the long journey by plane or boat travel to Aberdeen for 
both the patient and family members wishing to visit them. Visiting Aberdeen costs a 
minimum of £300 per person for flights and the air schedule only allows day time 
visits for a return journey on the same day. Some family members may choose to 
stay in Aberdeen during their relatives in-patient episode incurring accommodation 
costs during the trip. The provision of more services in Shetland eliminates a number 
of financial and logistical barriers for family and friends visiting and supporting 
patients during a course of treatment. Those with disabilities will benefit from the 
reduction in the logistical barriers to them either accessing services or supporting 
relatives or friends receiving treatment. 

One of the investments in community services is the introduction of a 24 hour 
community nursing service which aims to create  sustainability of patient care 
pathways that allow people, who choose to, to be supported at home and be as 
independent as possible while being in charge of managing their own care.  

  



Service provision for equalities groups 

Well North / Keep Well programme is a key service in aiming in improving access for 
those in the most socially deprived areas of Shetland. The budget in 2010-11 was 
£96k and 2012-13k was £99k. The program aims to identify and encourage at risk 
individuals to access certain primary care services they historically have not 
accessed. The number of individuals using the service and the out-come for these 
individuals is tracked and followed up. 

Mainstreaming equalities 

Equality has been embedded into NHS Shetland patient care, with person centred 
care at the heart of the services we deliver. Developments such as With You For 
You and Reshaping Care for Older People, along with public health measures 
targeting specific protected groups. 

The with you for you and reshaping care for older people has been an integrated 
joint working process undertaken with Shetland Island Council by Shetland’s 
Community Health and Care Partnership.  

With YOU, For YOU is a single point of access scheme aimed at simplifying the 
process for accessing support for adults within the community. Further information 
and full details of the project and is aims are accessible on line at: 
http://www.shetland.gov.uk/community_care/with_you_for_you.asp 

As outlined above the board conducted an Equality and Diversity Impact 
Assessment on our key Clinical Strategy to evaluate the impact of the proposals 
which had significant public engagement. The board’s access policy is currently 
being rewritten and the process will involve an Equality and Diversity Impact 
Assessment. 

The board continues to collect data, monitor performance and report outcomes on all 
the key targets set in the local development plan which includes all national targets. 
The board’s performance on these is updated and reported to each board meeting. 

Service managers have delegated authority to ensure that they can monitor and be 
reactive to issues within their service to address issues that may arise and are 
encouraged to seek feed-back from users regarding the service. The board actively 
seeks user feedback both through Patient Focus Public Involvement, Public 
Partnership Forum or independently directly to the board or the Citizen Advice 
Bureau. http://www.shb.scot.nhs.uk/board/documents/commentsandsuggestions.pdf 

Colin Marsland 
Director of Finance 
NHS Shetland 
9 August 2012 
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Board Paper 2012/23 

 

SHETLAND NHS BOARD 
 

 

NHS SHETLAND LOCAL DELIVERY PLAN: 2012-15 
 

 

Purpose of Paper 
 

This paper presents NHS Shetland’s Local Delivery Plan (LDP) to the 
Board for approval. 
 

 

Background 

 
The LDP is the plan developed to set out the Board’s priorities and 
service developments over the coming year, through which we are 
monitored by the Scottish Government, to show our level of performance 
against key targets over this period.  
 
Local consultation on the draft plan has been through wide circulation 
and discussion at Strategy & Redesign Committee, Area Partnership 
Forum, Area Clinical Forum, PFPI Steering Group and the Diversity 
Taskforce. 
 
Members are reminded that our joint planning objectives with 
Community Planning Partners will continue to be achieved through the 
production of the Community Health & Care Partnership Agreement, and 
other more specific service plans such as the Integrated Children’s 
Services Plan. The Board’s plans also contribute to the Single Outcome 
Agreement, which is the local planning and accountability process for 
local authorities and Community Planning partners. This year’s LDP 
shows how we are tackling one critical issue in partnership through the 
SOA, and we have chosen health inequalities as our priority. 
 
The LDP sits alongside local plans for those service areas which require 
more detail or separate plans in their own right. These will include plans 
for implementation of the Clinical Strategy, Patient Focus Public 
Involvement, the Workforce Plan and the capital programme. The LDP 
also takes account of key national policy such as the NHS Scotland 
Quality Strategy, which has been used as a framework in the 
development of the clinical strategy and the LDP.  
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Updates 
 
The draft plan was submitted to the Scottish Government in February, 
and we have received comment and feedback on most sections, making 
the necessary amendments where appropriate. The attached table 
shows the feedback received so far and details any changes made as a 
result. 
 
Any further comment received prior to the meeting will be reported 
verbally to the Board, and any proposed amendments based on that 
feedback will be circulated to Board members. If any major changes are 
required an amended version will be presented at the next Board 
meeting in June. 
 
 
Strategic Objectives 
 
Each section of the plan gives background on how we propose to 
achieve these targets, describing any local risks or issues which may 
affect performance and what is being done to mitigate against these 
risks. It also includes a section on the equalities impact of work in each 
target area. This is done following a template set out for us by the 
Scottish Government Health Department. 
 
 
Funding 
 
Funding relating to delivery of the plan is reported in the Financial 
Planning Templates and separately in the Board’s Financial Plan for 
2012/13.   
 
 
Recommendation(s) 
 

The Board is asked to approve the Local Delivery Plan for NHS 
Shetland. 
 

 

 

 

 

 

DR SARAH TAYLOR 
Director of Public Health 
16 March 2012   



 

 

LDP Scottish Government Feedback Summary 
Section Feedback Changes to draft 

Early Cancer Detection Trajectory required following v/c meeting in early March. An 
acknowledgement that action needs to be taken to improve 
data quality at Board level required.  An indication of the risks 
associated with this should be included and should cover a 
review of cancer audit data process, MDT working and data 
collection, which variables are collected and how these are 
stored/extracted.  

Trajectory added and risk 
management narrative expanded 
appropriately. 

Quality Ambitions and the 
Wider Outcomes-based 
Approach 

Reference to eHealth and Participation required. eHealth and Participation narrative 
added. 

Child and Adolescent 
Mental Health Services 
access 

Confirmation that trajectory data is for actual experienced waits 
requested. 
Risk around the availability of an RMO on the island identified. 
Further explanation of how this risk will be managed required. 

Confirmation given. 
 
Risk narrative updated. 

Psychological Therapies 
access 

General positive feedback on all aspects of narrative. No amendment required. 

Suicide Prevention Content with contribution on suicide prevention, which was 
robust and clearly cross-agency. 

No amendment required. 

Smoking Cessation Content with the narrative in its present format.  No amendment required. 

Antenatal Care Trajectory agreed, awaiting risk narrative feedback. No amendment required. 

Child Healthy Weight Trajectory agreed. No amendment required. 

Drug and alcohol waiting 
times 

Felt to be a good assessment of risk. No amendment required. 

Contribution to Single 
Outcome Agreement 

Assessed as a good submission, with a coherent presentation 
of the critical issue, good evidence of cross sector collaboration 
and a clear commitment to delivery of a joined up strategy. 

No amendment required. 

Fluoride Varnishing Trajectory and its associated Risk Management Plan 
approved. 

No amendment required. 

Stroke Unit SG content with the stroke access aspect of the local delivery 
plans. 

No amendment required. 

Carbon emissions and 
energy efficiency 

Content with the narrative and trajectory.  No amendment required. 

 



 

 

 

 
 

Local Delivery Plan 2012-13 
 
 
 
 

Index 
 

 
Section 
 

 
Page 

 
Introduction 
 

 
1 

 
1. Risk Management Plan 
 

 
5 

 
2. HEAT Delivery Trajectories 
 

 
39 

 
3. Contributions to support Single Outcome Agreements 
 

 
48 

 
4. Shetland Grampian Non-clinical Partnership Arrangements & Action Plan 
 

 
59 

 
5. Summary of Main Workforce Issues 
 

 
61 

 
6. Quality Ambitions and the Wider Outcomes-based Approach 
 

 
64 

 



1 

 

1. Introduction 
 
The Local Delivery Plan (LDP) is the local plan for services to meet national 
performance targets. It follows a standard format given to us by the Scottish 
Government. There is a section for each target which comprises a short introductory 
text, followed by tables detailing any risks to achieving the target and a description of 
what actions are being undertaken to mitigate against these risks. The risks are 
categorised under the headings of Delivery, Workforce, Finance, Improvement and 
Equalities. Not all targets will have risks under all headings. Government targets are 
set for the NHS under the headings Health Improvement, Efficiency, Access and 
Treatment (HEAT). 
 

NHS Shetland faces a number of unique challenges when striving to provide high 
quality, accessible services, as close to people‟s own homes as possible. 
 
The remote and rural nature of Shetland‟s position and landscape provides us with 
our biggest challenge. As the most remote of the island Boards we rely on mainland 
Boards, particularly NHS Grampian, to provide more specialist services. This 
provides challenges in delivering some targets when access to these services can 
be disrupted by difficulties in travelling to and from the mainland. Within Shetland 
there are also very remote areas and providing services to people in or close to their 
homes can be difficult and relatively expensive. 
 
We also face issues when recording performance against some of the HEAT targets 
due to the small numbers of people affected by a particular condition or using our 
services. This can mean that a very small change in numbers can result in a very 
large rate or percentage change. This can cause us to appear to go from the best to 
the worst performing Board or vice versa from one month to the next. This is not 
always representative of how well our services meet the needs of our patients.  
 
We also have challenges due to the scale of services available. Very small teams or 
even single handed staff are required to provide a wide range of services to our 
communities. The skills required are often specialised and this can lead to 
challenges in ensuring service continuity and sustainability. 
 
The positive side to the scale of service delivery in Shetland is the personalised 
services we can provide. Staff are generally well known to the patients they see and 
can build up very close, positive relations with them, which can enhance the quality 
of the services we deliver. Strategic and operational staff are also able to work 
closely together when planning and delivering services. This also helps when 
working jointly with our Community Planning Partners. 
 
In 2009/10 the formula used to allocate funds to NHS Boards (Arbuthnott) was 
replaced by a new formula known as NRAC (NHS Scotland Resource Allocation 
Committee).  According to this formula, Shetland's baseline funding is currently 
greater than its 'fair share' of the national allocation for NHS Scotland.  The Scottish 
Government gave a commitment to keep the formula under review – and this review 
is carried out under the auspices of the Technical Advisory Group on Resource 
Allocation (TAGRA).  The Remote and Rural Implementation Group (RRIG) was 
given the opportunity to comment on the current conclusions of the TAGRA review.  
RRIG remain to be convinced of the efficacy of the TAGRA review in relation to the 
cost of delivering remote and rural healthcare.   RRIG specifically recommended that 
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the Scottish Government should review the way in which services are funded with 
consideration given to a base allocation that recognises, for small populations, the 
costs of the minimum level of service, before any weighted capitation approach is 
adopted.  Shetland NHS Board has noted on many occasions that the current 
formula is ultimately driven by population numbers and as such it takes no account 
of dis-economies of scale where clinical services have to be delivered to small and 
particularly remote populations. We would therefore very much welcome an 
approach based on the RRIG recommendation which takes greater account of the 
total costs of providing equitable services to remote communities. In response to the 
recommendation from RRIG, TAGRA has established a Remote & Rural Sub Group 
which is currently exploring options for better reflecting these issues within the 
allocation formula. This work is welcomed and is expected to provide initial reports 
over the next 6 months. 
 
NHS Shetland has provided a high standard of service over recent years.  This 
raises expectations of what NHS Shetland can provide and quite rightly pushes us to 
continually improve the services we provide within the resources available. 
 
National strategic documents heavily influence planning objectives, particularly the 
Better Health Better Care Action Plan, which was published in 2007 and the Quality 
Strategy developed in 2010.  Alongside the Local Delivery Plan (LDP), joint service 
planning objectives will continue to be achieved locally through the Single Outcome 
Agreement, Integrated Children‟s Services Plan, Shetland Mental Health Strategy, 
and the Community Health and Care Partnership Agreement to cover community 
care services. These plan for joint health, children‟s, mental health and community 
care services in more detail and will cross reference with the LDP where appropriate. 
 
The Board is actively engaged with Shetland Islands Council and other Community 
Planning Partners in developing and implementing the Single Outcome Agreement, 
specifically ensuring HEAT targets are included where appropriate, and participating 
in improving governance and accountability as the process develops. The section of 
the LDP on Contributions to Single Outcome Agreement describes how we are 
tackling one critical issue in partnership, and we have chosen tackling health 
inequalities as our priority. Although Shetland has a relatively healthy and affluent 
society, recent local research shows that there are individuals and households who 
live in poverty in Shetland. However this is often hidden, which increases exclusion 
and social isolation and this can be further exacerbated due to the very remote and 
rural areas we have in Shetland.  The underlying causes of health inequalities 
cannot be tackled by health services alone, and can only be addressed by 
collaborative working with our partners and the community.   
 
In response to the overall demographic and economic context and in light of national 
policy developments, the Board has identified four major challenges in planning 
ahead for future services in NHS Shetland, and agreed these as our key corporate 
objectives: 

 
- Firstly, continuing to improve the health of the local population, making progress 

in tackling the causes of premature mortality and in particular in addressing the 
inequality that continues to persist in health outcomes across the population 
(Health Inequalities). 
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- Secondly, in ensuring the organisation and our staff continue to deliver 
improvement in the quality of service (both outcome and experience) we provide 
(including delivery against our HEAT targets). 

- Thirdly, in redesigning our service and workforce so that we deliver appropriate, 
modern and sustainable services provided by a skilled workforce, and 

- Fourthly, continue to deliver on our financial responsibilities and provide value for 
money for the community. 

 
The Board is currently reviewing its workforce and through vacancy management 
and skill mix review taking action to develop a redesigned workforce that will support 
a more effective and efficient service. 
 
In order to meet these challenges and to deliver our vision for service provision in 
Shetland (see 2020 Vision) we have agreed a Clinical Strategy. The strategy looks to 
take advantage of new and emerging technology, workforce developments and 
national initiatives to ensure that our local residents continue to receive high quality 
services that make best use of the available resources.  
 
The themes for the clinical strategy are as follows: 
 

 Focus on reducing patient journeys off island where it is safe to provide 
ongoing care through local services 

 Develop a more co-ordinated approach to appointments so that patients have 
less need to travel 

 Retain the current model of locality based primary care services 

 Provide a more comprehensive out of hours mental health response to people 
in crises 

 Strengthen the resilience and sustainability of healthcare in remote locations, 
particularly the islands 

 Respond to national challenges of recruiting junior doctors by reshaping the 
workforce across disciplines to create a sustainable and resilient workforce 
that can deliver services to meet needs 

 
Implementation is being managed systematically through project management 
methodology, with the work divided into 5 programmes. There are clear deliverables 
in terms of quality, efficiency and creating sustainability. All 5 programmes report to 
the  project board, and projects are progressing to achieve the aspirations set out in 
the strategy. 
 
In July 2008 the Scottish Government Health Department allocated additional 
funding to provide support to enable Island Boards, including Shetland, to extend the 
concept of collaborative working to non clinical as well as clinical issues. The 
additional funding was allocated to enable the Board to enter into arrangements with 
NHS Grampian on an equal partnership basis and close working is ongoing. Details 
of this are set out in the Non-clinical Partnership Arrangements section. 
 
The NHS Scotland Quality Strategy has been used as framework to ensure that a 
systematic approach has been undertaken in the development of the clinical strategy 
and the LDP, using the key quality ambitions as criteria to risk assess the redesign 
proposals set out in the clinical strategy (e.g. safe, effective and person centred). 
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Work has also been undertaken to map our local improvement plans to the national 
quality drivers so there is a clear relationship between the quality ambitions and the 
local quality improvement work that is being undertaken, for example the 
implementation plan which sits with our Palliative Care Strategy is aligned to the 
quality drivers set out in the Quality Strategy. 
 
We have also implemented a local improvement hub, to steer the direction of our 
quality improvement activity to ensure that learning is shared across the organisation 
and plans reflect the LDP and Clinical Strategy deliverables. Reports on progress in 
regard to quality improvement activity are discussed at each Board. 
 
In addition to the HEAT targets, the Board closely monitors performance of national 
standards, local outcome measures and quality indicators and these are reported 
regularly to the Board. 
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1. Risk Management Plan  
 
To increase the proportion of people diagnosed and treated in the 
first stage of breast, colorectal and lung cancer by 25%, by 2014/15 
 

NHS BOARD LEAD:    Simon Bokor-Ingram, Director of Clinical Services 

 
NHS Shetland has been very focused on the 62 day and 31 day cancer pathways, 
and over the last 3 years has consistently achieved above the national rate. We have 
good links to NHS Grampian, who are our main provider of off island services and 
visiting on island services, and we rely heavily on their performance in helping us to 
deliver on the 62 day and 31 day pathways. 
 
We have had consistently good uptake rates for both cervical and breast cancer 
screening, usually the first or second best uptake in Scotland. The bowel screening 
programme has been running for two years, and again we have had high uptake 
rates in this first cycle. 
 
Although our comparative numbers will be low against most other health boards, we 
recognise that our baseline percentage data for 2005/09 shows that we have a low 
detection rate for patients who are early on in their disease. We are engaging with 
the National Cancer Team for the Detect Cancer Early programme, and having 
carried out a baseline assessment we are confident that we can improve in early 
detection through both service and public health initiatives. 
 
Delivery and Improvement 

Risk Management of Risk 

Unable to improve detection rates. 
 
 
Lack of engagement from referring 
clinicians. 
 
 
 
 
Visibility and quality of clinical 
information on performance within 
the organisation 

Using local media and voluntary sector for a 
sustained public health programme to raise 
awareness. 
Engaging early on with clinicians, particularly 
GPs, so that referrals are made early on where 
there is a suspicion of cancer- ensure that 
there are clearly defined clinical pathways to 
minimise delay in investigating patients with 
suspicious signs or symptoms. 
Weekly cancer tracking meeting with medical 
and nursing attendance. Dedicated cancer 
tracking post in situ. Performance reported at 
Board level. 
Work with NHS Grampian to improve data 
recording for Shetland residents receiving care 
in Aberdeen, particularly for clinical TNMs. 
(TNM is a cancer staging system that describes 
the extent of cancer in a patient‟s body: T – 
size of tumour, N – regional lymph nodes 
involved,  M – distant metastasis ie spread) 
Local clinicians to improve data quality and 
quarterly audit to capture any deficits.  

 
  

http://en.wikipedia.org/wiki/Cancer
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Workforce 

Risk Management of Risk 

Capacity to provide diagnostics as 
part of early detection. 

Capacity and demand analysis, including 
learning from recently introduced screening 
programmes. 
Recruitment of suitable qualified clinical staff 
and provision of ongoing training. 
 

 
Finance 

Risk Management of Risk 

Cost of consumables. 
 
Use of hospital beds for diagnostic 
procedures. 
 

Need to offset against costs of later diagnosis 
and consequences of sicker patients. 
Maximise use of day case beds. Ensuring that 
theatre capacity is used efficiently through 
intelligent scheduling. 
 

 
Equalities 

Risk Management of Risk 

Segments of population who do 
not present readily to health 
professionals. 
 

Well North / Keep Well programme in situ that 
targets hard to reach groups. 
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At least 80% of pregnant women in each SIMD quintile will have 
booked for antenatal care by the 12th week of gestation by March 
2015 so as to ensure improvements in breast feeding rates and 
other important health behaviours 
 

NHS BOARD LEAD:    Kathleen Carolan, Director of Nursing 
 
Preconceptual health is fundamental to good outcomes for women and babies. 
However, the first two trimesters following conception are also vitally important. They 
are periods of significant fetal development, and are when fetal development is most 
vulnerable to the impact of adverse maternal biopsychosocial circumstances. For 
example maternal stress, use of tobacco, drugs and alcohol and poor nutrition. 
Pregnant women are highly motivated to do all they can to ensure the best outcomes 
for their babies and are therefore more likely to engage with and respond to 
behavioural change or modification support and information, including intentions in 
relation to breast feeding when the baby is born.  
 
There is evidence that those women at highest risk of poor pregnancy outcomes are 
less likely to access antenatal care early and /or have a poorer experience of that 
care. High quality, relationship based antenatal care with a strong focus on 
prevention, promotion of health, early intervention and support as early as possible 
in pregnancy is therefore vitally important.  
 
In Shetland women of all ages and social backgrounds engage with the service at an 
early stage of their pregnancy. They have direct access to a midwife and at present 
a booking appointment will take place between 10 and 12 weeks gestation. This is of 
course dependant on self referral. In the past the booking appointment took place 
following the 12 week ultrasound scan therefore some women do not come forward 
until that gestation. Some publicity may be required to emphasise the need for early 
booking. 
 
The robustness of the data collection around 1st booking appointment may require 
some investment as this data is not routinely collected electronically at this time. The 
information is held within the Scottish Women‟s Maternity Hand-held Record. 
Systems are being put in place to record this information through the SMR 02 returns 
collated for ISD. 
 
Delivery and Improvement 

Risk Management of Risk 

Women not accessing the service 
at an early enough stage of their 
pregnancy. 

 
 

IT system not in place to record 
date of booking at present. 
 

Ensuring the information regarding “midwife as 
the first point of contact” and the benefits of 
early booking are widely available within the 
community. 

 
Systems being investigated at present. 
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Workforce 

Risk Management of Risk 

Staff capacity to carry out the 
booking history within the 
timeframe set out due to 
unpredictability of need. 
 

Systems and staffing flexibility in place to cope 
with fluctuations in demand. 

 
 

 
Finance 

Risk Management of Risk 

There will be a cost for the 
IT/information system required to 
capture the data required. 
 

Being investigated. 
 
 

 
Equalities 

Risk Management of Risk 

Numbers very low in some SIMD 
quintiles and targeting individuals 
difficult. 

 
Risk individuals cannot access 
service due to actual or perceived 
barriers e.g. English not first 
language, remote location. 

Continue to provide services in remote GP 
practices. 

 
 
Provide leaflets in other languages and make 
these widely available within the community. 
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Reduce suicide rate between 2002 and 2013 by 20% 
 

NHS BOARD LEAD:    Dr Sarah Taylor, Director of Public Health 
 
This target is to reduce the suicide rate between 2002 and 2013 by 20%, and the 
performance measure has moved from focussing on training of frontline staff in 
suicide assessment and prevention, to the following five areas: 
 

 Discharge planning 

 Brief interventions 

 Front line training 

 Response to depression 

 Crisis management 

 
Discharge planning: 
NHS Shetland works in partnership with NHS Grampian (via the Obligate Network) 
to plan recovery and discharge as a partnership between the patient, carer(s), 
relevant others and healthcare providers including the community mental health and 
primary care teams. This includes discharge care planning, with current/ongoing risk 
assessment and management plans reflecting the move to community, these 
arrangements have been made more robust with the agreement for a single 
admission ward and NHS Grampian have appointed a Consultant Psychiatrist whose 
clinical responsibilities include liaison with the Shetland Community Mental Health 
Team (CMHT). This year the current admission and discharge procedure will be 
revisited in order to reflect these changes. Where appropriate patients will be 
encouraged to develop their Wellness Recovery Action Plans (WRAPS) to include 
discharge arrangements. The development of Care Programming, utilising the Care 
Programme Approach, will continue into 2012 for patients regarded as „higher risk‟.     
 
Brief interventions: 
Brief Interventions remain a key component of the Scottish Government Suicide 
prevention strategy and a variety of suicide intervention training programmes (e.g. 
SAFEtalk, ASIST) will continue to be delivered by NHS Shetland and partners with 
the aim of increasing the skills of communities and agencies/organisations.   
 
Front line training 
Suicide prevention training is now well established in Shetland, and we continue to 
maintain and improve on this, focussing on increasing the skills of communities in 
identifying suicide risk and supporting people in crisis.  This year we are using the 
findings of the suicide audits which have been completed to further focus the training 
and support that we deliver.  
 
Response to depression: 
All new patients in Shetland presenting with depression will have a formal 
assessment using standardised tools and a matched therapy appropriate to the level 
of need. This will be achieved by improvements in prescribing and increasing the 
availability of on-island evidence-based psychological therapies for all age groups in 
a range of settings and through a range of providers.  
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Crisis management: 
The local Psychiatric Emergency Plan (PEP) has been revised and an Out Of Hours 
(OOH)/Unscheduled Care service is in the process of been activated in order to 
bring the local service in line with national guidance and best practice. 

 
Delivery 
Risk Management of Risk 

Reducing suicide rate by 20% by 
2013: numbers in Shetland are so 
small that a 20% reduction is 
difficult to apply and to achieve 
consistently.  

Local arrangements for audit of sudden deaths 
including suicides are in place which highlights 
local factors and preventable issues that can 
be targeted. 
Management of new Choose Life strategy 
being overseen by Shetland Mental Health 
Partnership. 
 

Discharge planning: Insufficient 
time and resources to maintain an 
appropriate level of joint working 
with NHS Grampian via the 
Obligate Network and with “on 
island” partners. 
 

Ensure resources and dedicated and protected 
time for staff to maintain productive working 
relationships. 
Effective use of With You For You process (the 
single shared assessment, care planning and 
review process for accessing support for adults 
within the community). 
Continue joint NHS/SIC management posts. 
 

Brief interventions: Availability of 
local trainers to deliver the suicide 
prevention programmes. 
 

Over the past year we have concentrated on 
building a „bank‟ of local trainers to deliver 
suicide prevention training; for example we now 
have staff trained to deliver Self Harm training 
and are delivering Scotland‟s Mental Health 
First Aid training again after a gap of several 
years. 
We continue to negotiate through the 
development and sign up of partners to the 
Shetland Choose Life Strategy and the 
multiagency Shetland Mental Health 
Partnership to commit staff to becoming local 
trainers and responses have been positive to 
date. 
 

Frontline training: Little risk that we 
will not maintain and improve on 
target of 50% frontline staff trained. 

We have maintained our target of 50% of 
frontline staff being trained and continue to 
deliver training courses which are often over-
subscribed. 
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Risk Management of Risk 

Response to depression: The 
remodelling of the “Secondary 
Care” provision of psychological 
therapies will shift the focus from 
the “primary care/community” 
availability of this resource and 
reduce the capacity of the Mental 
Health Team to deliver primary 
care (low intensity, high volume) 
Psychological Therapy 
interventions.  
 

Ensure most effective use of existing partner 
agencies and third sector resources. Also make 
increased use of NES training resources to 
enhance the ability/capacity of the “Primary 
Care/Community” workforce to deliver “high 
volume/low intensity” evidence based 
psychological therapies.   

Crisis management: Risk of limited 
responses being available from 
generic staff within A&E setting 
(the designated primary care 
emergency centre for out of hours). 
 

Training in mental health responses and crisis 
support for generic staff working in Gilbert Bain 
Hospital.  
Develop a pathway for management of Self 
Harm. 
Development of an „out of hours‟ service to 
manage mental health crises. 
Establish a 24 hour assessment and triage 
service for all unscheduled mental health 
presentations to services, and a 24 hour 
specialist support service for patients requiring 
acute psychiatric care. 
 

 
Workforce 

Risk Management of Risk 

Discharge planning: recruitment 
issues affect numbers of available 
staff required to deliver effective 
service. 

Workforce planning being undertaken as part of 
the Clinical Strategy in order to protect frontline 
services and ensure availability of appropriately 
qualified practitioners. 
 

Brief interventions: workforce 
capacity limits the availability of 
staff to attend courses. 
 
Frontline training: risk of 
insufficient capacity to deliver 
training: that trained and 
experienced staff move on. 

Continue to work with Staff Development to 
ensure that suicide prevention is maintained as 
a core knowledge/skill for new and existing 
staff. 
Well established training programme delivered 
within existing staff resources – NHS, local 
authority and voluntary sector working in 
partnership together. 
 

Need to develop skills to offer 
patients a range of care pathways. 

Develop skills of practitioners in A&E for 
unscheduled care events to ensure people are 
supported in the most appropriate setting 
and/or by the most appropriate practitioner for 
their mental health needs. 
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Risk Management of Risk 

Response to depression: Limited 
range of evidence-based 
Psychological Therapies available 
“on island” due the small number 
of staff delivering Psychological 
Therapies. 
 
 

Source “on island” Cognitive Behavioural 
Therapy & Mentalisation Based Therapy 
training for existing staff group utilising support 
available from NES. 
Work with NHS Grampian (via Obligate 
Network) to access specialist support for local 
therapists. 
Develop partnership working with NHS24 for 
video-conference delivery of a broader range of 
Psychological Therapies interventions. 
 

Crisis management: Insufficient 
capacity to provide 24/7 “on island” 
crisis response and management. 
Knowledge and skills required to 
competently provide support and 
treatment for people in crisis. 
 
 
 

Recruitment of staff for on call rota to be able to 
respond to those in mental health crises. 
Improve clarity and harmonisation of roles and  
responsibilities across agencies to ensure a 
more co-ordinated response and clearer sign 
posted alternatives utilising the With You For 
You (WYFY) procedure in the event that a 
„mental health crisis‟ does not cross the 
threshold for a statutory intervention.  
 

 
Finance 
Risk Management of Risk 

Discharge planning / Crisis 
management: Out of Hours 
(OOHs) service provision remains 
a financial challenge. Estimated 
additional cost of £60,000 
recurring to fund the redesigned 
service costs. 

Funding for the proposed OOHs crisis support 
service remains a challenging issue. It has 
been agreed that slippage from the „Change 
Fund‟ can be utilised to fund the service to April 
2012. It is anticipated that the re-investment of 
efficiency savings could provide additional 
monies thereafter (following the LEAN review 
of the CMHT). The proposed exit strategy to 
the existing OOH‟s service proposal indicated 
that over time other staff could be up-skilled 
responding to mental health issues and that in 
time the CMHT respond to acute psychiatric 
issues only with other staff responding to 
psycho-social issues. This could minimally 
reduce overall costs of the service. However 
the cost of a 24 hour specialist response will 
remain a definite cost pressure into the future 
and will require ongoing attention. 
 

Brief interventions / Frontline 
training: No external funding for 
training delivery; delivery of service 
within tight financial constraints. 
 
 
 

Programme continues to be delivered through 
core mainstream budget and through funding 
provided by Shetland Islands Council. Health 
Scotland has provided funding to train trainers. 
Shetland Mental Health Partnership commits 
key employers to release staff for training.  
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Risk Management of Risk 

Response to depression: 
Insufficient resource to provide the 
level of training required to deliver 
the expected range of “on island” 
evidence-based psychological 
therapies. 
 

Partnership working with NES to ensure access 
to national resources. 
Cognitive Behavioural Therapy (CBT) diploma 
(distance learning) commenced for 3 staff and 
will continue 2012-2013.  

 

Improvement 
Risk Management of Risk 

Risk that services do not have 
capacity to meet demand.  

Redesign of OOHs and crisis response service, 
and extended practitioner roles in A&E 
intended to maximise capacity and 
sustainability of services. 
Develop an Integrated Care Pathway for the 
assessment and delivery of unscheduled 
mental health care in accordance with the 
Psychiatric Emergency Plan (PEP). 
Operational Policy to outline discharge 
planning process. 
 

 

Equalities 
Risk Management of Risk 

Discharge planning: Individual 
patients may be affected by 
availability of suitably qualified staff 
to pick up treatment responsibilities 
post-discharge. 
 
In addition, the potential for “any 
day” discharge is reduced because 
of lack of capacity to offer robust 
support at weekends and out of 
hours.  
 
 

Redesign of OOHs and PEP offer limited 
solutions to this issue. In addition the 
continuous review of Mental Health Service 
operations and the production of service 
operational policy will clarify and address key 
issues.   
Continued partnership working with Shetland 
Islands Council and utilisation of WYFY 
procedure will also ensure resources are best 
placed to support discharged patients e.g. 7 
day support available via combination of 
Community Mental Health Team and Annsbrae 
(supported accommodation for adults with 
mental health needs). 
The Annsbrae „respite‟ flat and Annsbrae team 
to be more accessible in discharge planning 
procedures and greater continuity of support to 
be a key feature of admission and discharge 
arrangements. 24 hour access via duty social 
work system to Annsbrae duty worker when 
required is an option.   
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Risk Management of Risk 

Brief interventions: Individuals may 
not access mental health or other 
services due to actual or perceived 
barriers and therefore are not 
identified as being at risk of suicide. 

Staff in GP and other frontline services are 
trained in suicide awareness and prevention to 
assist in identification and support.  National 
campaigns on mental health awareness, 
reducing stigma, encouraging people to talk 
about mental health issues etc are delivered 
locally through our joint health improvement 
programme work, along with local campaigns 
and community based training.   
There is ongoing work, particularly within the 
voluntary sector (Mind Your Head) to address 
stigma and to identify barriers to accessing 
services and to address equality and diversity 
needs across all services.    
Information is available in various formats and 
translation services are available. 
We continue to find innovative ways of 
promoting suicide awareness, and are starting 
a programme of work with groups outside the 
statutory services such as taxi drivers, 
hairdressers, staff within the fishing industry, 
who might be in a position to have 
conversations about suicide and point people 
in the right direction for help and support. 
 

Frontline training: Risk that training is 
not targeted at staff who work with 
people most at risk of suicidal 
ideation and suicide within our local 
population. Local data has 
highlighted that men are more „at 
risk‟ than women, although we would 
urge caution around small numbers. 
 

We have a robust system for training frontline 
staff within statutory services, and, as detailed 
above, we are starting a programme of work 
with staff outside statutory services who may 
come into contact with people at risk of suicide 
and be able to support and help. 
 

Risk that staff who have been trained 
in suicide prevention do not 
recognise some individuals or groups 
may be more vulnerable and / or less 
likely to engage because of their 
gender, age, disability, religion, 
ethnicity or sexual orientation or 
other factors. 
 

Recognition of more vulnerable or higher risk 
groups is included in the suicide prevention 
training courses.  General equality and diversity 
training is mandatory for all NHS staff. 
Development of spiritual care service and 
chaplain may support staff in this area. 
 
 

Response to depression: Small 
Psychological Therapy team limits 
patient choice of therapist and may 
discourage some individuals or 
groups from accessing this resource. 

Availability of self help resources to be more 
widely publicised. Media campaign to be 
considered highlighting many alternatives to 
„statutory sector‟. 
Partnership working across statutory and 
voluntary sector to be re-visited.  
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Risk Management of Risk 

Crisis management: Service User 
forums have expressed concerns on 
behalf of their members that the 
statutory powers of the Mental Health 
Act will be exercised too soon when 
a person presents in mental health 
crisis.  
 
 
 
 
 
 
People who present with psycho-
social crises will not receive 
appropriate support.  
 
 

Increased communication and engagement 
with service user groups. 
NHS Shetland and SIC to continue to ensure 
statutory interventions are utilised in correct 
manner i.e. „least restrictive principle‟. 
Monitoring by Mental Welfare Commission and 
internally by service audit to continue.  
Compliance with the revised PEP to be 
monitored.  
Wellness Recovery Action Plans and Care 
Programme Approach process to be developed 
to ensure „person centred‟ and individualised 
care planning.  
Advance statements to continue to be utilised.   
SMHP to explore and develop (with all 
agencies and partners) pathways for psycho-
social crisis resolution. Greater awareness 
raising of self-help and on and off-island 
support networks to be publicised. 
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Achieve agreed completion rates for child healthy weight 
intervention programme over the three years ending March 2014. 
 

NHS BOARD LEAD:    Dr Sarah Taylor, Director of Public Health 

 

We now have good quality baseline data on weight in children in Shetland for the 
past three years from 2008 to 2011, from the national Child Health Surveillance 
Programme.  As part of this programme, children in the first year of primary school 
(P1) have their height and weight measured and Body Mass Index (BMI) 
calculated. This can then be used to identify children who are overweight or obese.    
In 2008/09, 14% of P1 children had a BMI which put them on the 91st centile or 
above (on the UK 1990 Reference Growth Charts) and therefore would be 
considered overweight or obese.  In 2009/10, 19% were at this level and in 2010/11 
15% were at this level: with 4.4% being obese and 10.4% overweight.   

Whilst we do not have data for all children in Shetland, having consistent 
information for one year group, does  allow us to identify any „hotspots‟ or areas of 
overweight and obesity, to enable us to target our efforts appropriately and to 
monitor changes at a population level over time. We also aim to „track‟ the year 
groups over time through the Child Health Surveillance Programme. 

The Shetland Healthy Weight Strategy includes a commitment to four different child 
healthy weight interventions:  

 Local delivery of the Scottish Childhood Obesity Treatment (SCOTT) 
programme by the dieticians, community nursing and primary care. 

 A pilot Counterweight Families programme, delivered in primary care, which 
takes a family based approach. 

 A service provided by the GP with Special Interest (GPwSI) in Child Health for 
individual children and families. 

 A „whole school‟ programme:  working with individual schools, three public 
health nurses and the Active Schools Team to run a programme involving all 
children and families in an individual school or year group.  This will build on 
existing Health Promoting Schools work and the relevant Curriculum for 
Excellence outcomes to promote healthy diet; physical activity and mental 
wellbeing for all children, without stigmatising those who are overweight or 
obese. Local schools are enthusiastically engaged with this programme. 

Last year we met our target for delivering 74 Child Healthy Weight interventions by 
March 2011 early, and are confident that with the ongoing work of Dietetics, Health 
Improvement, Public Health Nursing, School Nursing and Health Visiting, working in 
partnership with the schools, Active Schools Team and family support workers, we 
can achieve the March 2014 target. 

 
Delivery 
Risk Management of Risk 

Very small risk that data will not be 
collected and collated.   

Robust system in place with staff trained to 
enter data into Child Health Surveillance 
Programme database and analyse results.  
Data quality will continue to be monitored and 
action taken if necessary. 
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Risk Management of Risk 

Recruitment of children onto the 
programmes. 

Working with different programmes to offer 
choice and minimise stigmatisation.  Staff 
delivering the programmes are trained to 
work sensitively with children and their 
families. Training is being delivered to health 
visiting and school nursing staff in how to 
broach the subject of an overweight child and 
weight management.  We have agreement 
from the Children‟s Services Directorate 
within the local authority that schools must 
participate and actively support the Child 
Healthy Weight Programme. 
 

High drop out rates. We will continue to monitor drop out rates 
closely to identify reasons and potential fixes.  
These include flexibility in appointments and 
reviews by telephone/video-link where 
appropriate. 
 

 

Workforce 

Risk Management of Risk 

Availability of specialist staff to 
support programme, specifically 
dietetic expertise and family lifestyle 
change supports.  

Review of dietetics service and recruitment to 
vacant posts to ensure a sustainable service.  
Public health nurses to be trained on the 
SCOTT programme this year to increase pool 
of staff trained to deliver individual / family 
approaches. 
 

Meeting workforce training and 
development requirements within 
health visiting / school health 
service, particularly with difficulties 
in Health Visitor recruitment. 
 

Health Visiting workforce nearly up to full 
complement, including the public health 
nurses who are delivering the school based 
interventions along with the Active Schools 
Team. Healthy weight is included in the remit 
of health visiting / school nursing 
professionals as a caseload priority. The 
health visiting service is committed to training 
on height and weight measurement, raising 
the issue and behaviour change training, and 
training on the child healthy weight care 
pathway. 
 

 

Finance 
Risk Management of Risk 

Future reduction in specific 
programme allocations will 
potentially limit progress. 

Programme is now well embedded in main 
stream services and Dietetics and Health 
Improvement teams hold enough experience 
and expertise to deliver ongoing training as 
required.  
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Improvement 
Risk Management of Risk 

Competing priorities at national and 
local level potentially reduce 
commitment to child healthy weight 
programme. 

Managed through implementation of local 
strategies, and strong partnership working 
with Local Authority and community sectors, 
via Community Health & Care Partnership.  
 

 

Equalities 
Risk Management of Risk 

Risk that interventions may not be 
targeted at those most in need. 

Programmes targeted to areas most in need 
using Child Health Surveillance Programme 
data and through Well North. Also supporting 
professionals such as health visitors to make 
informed judgements about children who may 
be more disadvantaged but not living in the 
areas identified through Well North.  
Programme of monitoring includes home 
schooled children. 
 

Risk that individuals cannot access 
services due to actual or perceived 
barriers (e.g. physical, 
psychological, sensory impairment, 
cultural) including risk of 
stigmatisation. 

Included in ongoing work on equality and 
diversity, using range of programmes to 
maximise access and minimise stigmatisation 
(particularly using a whole school based 
approach). Venues reviewed to ensure 
appropriate access/ educational materials 
available in different formats.  Weight 
programmes can be and are delivered in 
individual‟s homes when necessary & 
appropriate. 
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NHSScotland to deliver universal smoking cessation services to 
achieve at least 80,000 successful quits (at one month post quit) 
including 48,000 in the 40% most-deprived within-Board SIMD areas 
over the three years ending March 2014. 
 

NHS BOARD LEAD:    Dr Sarah Taylor, Director of Public Health 

 

The Scottish Household Survey in 2007 estimated that the percentage of adults in 
Shetland who smoked, was down to 14.2%, well below the national target of 22%.  
We recognise that the low numbers of smokers remaining in Shetland are „hard to 
reach‟ either because they don‟t want to stop smoking, or because they often have 
multiple addictions or co-morbidities such as mental health problems which makes 
stopping smoking harder to do. 

Despite this we are ahead of trajectory for reaching our smoking cessation target of 
104 quits in the most deprived areas of Shetland by the end of March 2014.  
Community pharmacies are well integrated into the programme, and we have 
worked hard with primary care colleagues to support them in delivering smoking 
cessation and returning their data to the Health Improvement Team for input onto the 
National Smoking Cessation Database.  Six primary care staff have recently 
completed Partnership Action on Tobacco and Partnership Action on Tobacco and 
Health (PATH) training to deliver smoking cessation interventions, and smoking 
cessation services are now being delivered in three Primary Care practices which 
the Health Improvement Team‟s Specialist Service had previously been covering. 

We are in the process of updating our local Tobacco Control Strategy to focus even 
further on our local aim which is to make Shetland a „smoke-free‟ community.  Local 
implementation is supported by ring-fenced smoking cessation funding and local 
health improvement team resources, as well as via support through the Health 
Action Team for wider agency and community engagement. 

We continue to use the Well North programme and planned mainstreaming of Keep 
Well to target services towards those in more deprived areas; during the past year 
we have found more people through Well North who smoke than we would expect 
from the Shetland figures: current figures suggest that over 25% of Well North 
patients smoke, compared to our overall Shetland figure of 14.2% (Scottish 
Household Survey 2007).  However, we need to acknowledge that deprivation 
indices do not work well in Shetland – i.e. there are individuals across Shetland who 
can be identified as being deprived, but do not live in areas of greater deprivation, 
and those areas targeted through Well North contain many households who would 
not be considered as living in deprivation.  The key will be to consider the specific 
situations of the remaining population of smokers in Shetland and to take account of 
their circumstances at an individual level. 

We continue to work with schools and young people on the development of smoking 
materials which fit with Curriculum for Excellence to discourage young people from 
taking up smoking. 
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Delivery 
Risk Management of Risk 

Difficulties in identifying most 
deprived populations. 

We are targeting those within the 12 most 
deprived data zones in Shetland (ie 40% of the 
population). At the same time, we continue to 
use the analysis of our smoking cessation data 
to identify other disadvantaged, socially 
excluded  or hard to reach populations (who do 
not necessarily fall within the most deprived 
post code areas) and develop appropriate 
smoking cessation programmes to meet their 
needs. 
 

Low baseline smoking rate, risk of 
insufficient numbers accessing 
services to achieve target. 

Individuals are being identified through Well 
North (and the planned mainstreaming of Keep 
Well). Those who smoke, or who don‟t have 
smoking status recorded, are „called in‟ to 
review smoking status and have smoking 
cessation support offered where appropriate.   
 

 
Workforce 

Risk Management of Risk 

Not having enough staff trained 
and delivering smoking cessation 
in Primary Care. 

Six members of primary care staff supported to 
complete PATH smoking cessation 
qualifications; three GP practices who were not 
previously delivering smoking cessation 
services are now providing smoking cessation 
support.  
 

Capacity of Health Improvement 
Team to deliver smoking cessation 
services to people with complex 
problems. 

The single-handed smoking cessation advisor 
post has been supplemented with all staff in the 
Health Improvement Team being trained to 
deliver smoking cessation interventions. The 
Well North Health Care Assistant is also 
delivering routine smoking cessation support; 
this, along with increased capacity in primary 
care, frees up the Health Improvement Team to 
concentrate on more complex cases.  
 

Lack of administrative capacity to 
manage data entry to national 
database and follow up of clients. 

Core element of the Health Improvement 
Resource Officer post (two staff job share this 
post allowing cover during holidays etc).  
Recent record keeping audit has resulted in 
improved procedures to ensure good quality 
data collection and follow-up procedures. 
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Finance 
Risk Management of Risk 

Reduction in smoking cessation 
allocation from Scottish 
Government. 

Review service delivery and capacity for best 
use of resources in Tobacco Control work; 
reduction in non essential work to refocus on 
smoking cessation. Increase „mainstreaming‟ 
work in primary care and other services to use 
existing staff and resources.  Reduced 
expenditure on Nicotine Replacement Therapy 
(NRT) now that prescriptions are free. 

 

Improvement 
Risk Management of Risk 

Concentration of services with 
specific groups or geographical 
areas may result in diminished 
service to other areas.  

Continuing analysis of information on smoking 
cessation clients and services to ensure access 
to services is maintained across Shetland. 

Best practice not being followed, 
e.g. prescribing NRT without 
behavioural support. 

PATH training has contributed to ensuring that 
best practice is followed.  Training 
programmes, awareness raising, improved 
referral services and targeted engagement with 
practitioners to promote best practice will 
continue. 

 

Equalities 
Risk Management of Risk 

Not reaching some of the harder 
target groups. 

Identify and target most deprived within target 
population groups. Identify barriers to uptake, 
review service delivery to address. Specifically 
included in roll out of Keep Well. 

Risk that individuals cannot access 
services due to actual or perceived 
barriers. 

Smoking cessation services are flexible 
including locally based group and one to one 
support (which may be face to face, including 
home visits or telephone based); and national  
web and telephone based services.  Analysis of 
the data from last three years enables us to 
identify groups of people who are not currently 
accessing the service, and adapt our services 
correspondingly. Also barriers to access 
identified through Well North work; services 
tailored appropriately. Higher percentage of 
smokers amongst the Well North population: 
further training and support for staff involved in 
Well North to ensure that opportunities not 
missed to support these people in stopping 
smoking. 

Ensuring the needs of groups are 
understood. 

Equality Impact Assessments are undertaken in 
relation to policy/plans on delivery and plans in 
place to address identified needs. 
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At least 60% of 3 and 4 year old children in each SIMD quintile to 
receive at least two applications of fluoride varnish (FV) per year by 
March 2014 
 

NHS BOARD LEAD:    Simon Bokor-Ingram, Director of Clinical 
Services 

 
The Childsmile programme in Shetland is administered by the salaried dental 
services. We have integrated all four main elements of Childsmile- toothbrushing, 
nursery, school and practice. The fluoride varnishing component will be carried out in 
nursery, school and practice settings. Following analysis of the Scottish Index of 
Multiple Deprivation (SIMD) locally, we have found it of little value in this rural 
setting. Therefore, we have implemented a blanket scheme covering all children 
gradually rolling out to all areas. To address inequalities, support workers will play a 
key role in supporting families who have difficulty accessing the service.  
 
Delivery and Improvement 

Risk Management of Risk 

School / nursery unwilling to 
participate in scheme.  
 

Continued dialogue with Education Authority 
and head teachers. Quality officers now 
involved in encouraging schools to participate 
and are providing cover for teachers to attend 
similar sized school to view programme in 
place. Remaining Nursery will establish 
programme in early 2012. 

Daily brushing with fluoride 
toothpaste required before 
inclusion in fluoride varnish 
programme. 

Monitored through the Health Informatics 
Centre (HIC) and Schools programme 
coordinator.  
 

 
Workforce 

Risk Management of Risk 

Lack of suitably trained support 
workers as programme grows.  
 

Continue to approach recruitment and training 
in comprehensive and innovative ways 
(Scottish Government ring fenced allocation).  

 
Finance 

Risk Management of Risk 

Reduction or cessation of ring 
fenced Scottish Government 
funding for Childsmile.  

Continue performance management 
relationship with Scottish Government regional 
representative.  

 
Equalities 

Risk Management of Risk 

Blanket scheme may not ensure 
good attendance by most 
deprived.  
 

Target those with greater need through support 
workers. Supported attendance at dental 
practices. Work with health visitors and use 
Getting It Right For Every child (GIRFEC) 
protocol. 
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NHSScotland to reduce energy-based carbon emissions and to 
continue a reduction in energy consumption to contribute to the 
greenhouse gas emissions reduction targets set in the Climate 
Change (Scotland) Act 2009. 
 

NHS BOARD LEAD:    John McBeath, Head of Estates 
 
This target looks specifically at reducing energy consumption and carbon emissions. 
Ongoing measurement is through the NHS Scotland eMart (Environment Monitoring 
and Reporting tool). In April 2009 reporting changed from annual to quarterly returns. 
Energy performance is measured in Gigajoules (GJ) and relative comparisons are 
made from a 2009/10 baseline established by Health Facilities Scotland (HFS). 
The NHS Shetland baseline is 18013 GJ. Data for all NHS Shetland‟s main 
properties are included i.e. Gilbert Bain and Montfield Hospitals in Lerwick and our 
10 primary care Health Centres.  At this time reports are based on data for Gilbert 
Bain and Montfield, the sites which consume most energy and are responsible for 
most of our Carbon Dioxide (CO2) emissions. 
 
The specific targets are to achieve year on year reductions in energy consumption of 
1.99% and CO2 emissions of 5.9%.  Note that these are national rather than local 
targets.  In the last full assessment year NHS Shetland performed ahead of 
trajectory in both energy and CO2 reduction.   The most recent complete data for 
quarter 2, 2011/12 shows a continued performance ahead of trajectory. 
  
In January 2012 we are starting a Carbon Trust led hearts and minds campaign to 
help us enlist the help of all our staff in reducing our CO2 emissions.  This was 
identified by our CO2 management plan as an area where worthwhile savings can 
be made without the need for a great deal of investment in money or technology. 
 

Delivery 
Risk Management of Risk 

Failure to achieve the required 
energy and CO2 reductions. 

We are fully engaged in measures to reduce 
energy use and CO2 emissions. We are 
making good use of Carbon Trust and HFS 
assistance in CO2 reduction measures. 

 

Workforce 

Risk Management of Risk 

CO2 reduction is a technically 
highly complex field.  Larger health 
boards normally employ specialist 
staff with expert knowledge of 
energy and CO2 reduction. The 
small size of our estates team 
coupled with the range of other 
technical skills needed by them 
inevitably leads to technical 
knowledge issues in this field. This 
brings a risk of limiting our 
progress in CO2 reduction. 
 

The risks in this area are managed by working 
closely with specialists employed by NHS 
Grampian through a service level agreement, 
by working with specialist energy management 
staff at Health Facilities Scotland and the 
Carbon Trust. 
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Risk Management of Risk 

Need for general staff engagement 
to help reduce CO2 emissions. 

The current Carbon Trust programme includes 
advice and support to develop a programme of 
non technical measures to encourage all staff 
to help in reducing energy use and CO2 
emissions.  
 

 

Finance 
Risk Management of Risk 

Lack of available finance to invest 
in measures to reduce CO2. 

We have entered submissions for grant funding 
through the new grant scheme due to start in 
April 2012. These included wind, ground 
source heat pump and lighting schemes for 
various premises.  To date we have not been 
successful in obtaining funding. 
Our CO2 reduction plan includes small projects 
to be tackled when funding available. 
 

 

Improvement 
Risk Management of Risk 

Risk of failing to reduce CO2 
emissions. 

Risk needs to be mitigated by having sufficient 
funding in place to allow the improvements to 
engineering plant and the energy production 
innovations needed for CO2 reduction to be 
achieved. 
 

 
Equalities 
Risk Management of Risk 

None N/A 
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By March 2013, 90% of clients will wait no longer than 3 weeks from 
referral received to appropriate drug or alcohol treatment that 
supports their recovery.  
 

NHS BOARD LEAD:    Simon Bokor-Ingram, Director of Clinical 
Services 

 
Shetland Alcohol and Drugs Partnership (SADP) in partnership with NHS Shetland 
has been monitoring access to local services for the last year.  This has been met 
with the exception of 3 patients who waited longer than 3 weeks due to unforeseen 
staff sickness. Plans are in place to address the issue of recruiting a 2nd GP to 
provide a level of resilience. Plans are also in place to meet predicted increases in 
demand for services with other substance misuse activity such as the ongoing 
redesign of local specialist NHS drug services and increased capacity within the 
substitute prescribing service; the local programme on culture change: Drink Better; 
and early intervention such as the Alcohol Brief Intervention programme that should 
bring more people into contact with services. 
 

Delivery 
Risk Management of Risk 

Capacity issues at local pharmacy 
delivering supervised substitute 
consumption.  

Separate entrance being designed and 
developed to increase capacity within a busy 
community based pharmacy.  Work will begin 
in March 2012. 
 

Capacity of alcohol and drug 
services to meet waiting times 
targets. 

The substance misuse service has been 
redesigned to increase capacity and to 
streamline the service.  Work is ongoing to 
ensure partnerships with other service 
providers to enable clients to access 
appropriate treatments. 
 

 
Workforce 
Risk Management of Risk 

Single handed GP for prescribing 
clinic impacts on delivery. 

New model of working with nursing support and 
input from voluntary sector partner will ensure 
longer appointment times for clients and 
increase capacity for new clients while freeing 
up GP time.  Substance misuse nurse is 
undertaking Non-Medical Prescribing (NMP) 
training to enable ongoing prescribing once 
initial assessment has been undertaken.  
Training will be completed in Feb 2012. Plan to 
recruit a 2nd GP to create resilience. 
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Risk Management of Risk 

Risk in capacity of community 
alcohol services. 

Research is currently underway to assess the 
level of alcohol detox undertaken within the 
community.  Plans are in place to ensure the 
specialist nurses are being appropriately used 
across Primary Care to ensure best use of 
resources. 
 

Service relies on small teams – the 
service is vulnerable if team 
members leave. 

Ensuring that contingency plans are in place 
including tight management of timescales and 
arrangements for replacements, plus strong 
collaboration with other partners to minimize 
service impacts of vacancies. 
 

 
Finance 
Risk Management of Risk 

Risk of future limits to specific 
funding allocations, will potentially 
limit capacity for service delivery. 

Flexibility of use of SADP funding streams 
within national policy and local strategy, and 
clear fund disbursement process should 
maintain levels of service delivery.  New 
strategy and workplan based on local need will 
highlight priorities and funding will be matched 
accordingly. 
 

 

Equalities 
Risk Management of Risk 

Risk that individuals cannot access 
services due to actual or perceived 
barriers (e.g. physical, 
psychological, literacy, sensory 
impairment, cultural). 

Included as part of ongoing work by NHS 
Shetland on equality and diversity.  Included in 
SADP action plan.  Further work ongoing to 
ensure service responds to need in terms of 
access. 
 

Risk that access to services from 
the more remote parts of Shetland 
is difficult. 

Closer liaison with community staff and joint 
working with primary care to ensure equitable 
access across Shetland. 
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Deliver faster access to mental health services by delivering 26 
weeks referral to treatment for specialist Child and Adolescent  
Mental Health Services (CAMHS) from March 2013; reducing to 18 
weeks by December 2014; and 18 weeks referral to treatment for 
Psychological Therapies from December 2014 
 

NHS BOARD LEAD:    Simon Bokor-Ingram, Director of Clinical 
Services 

 
The local Child and Adolescent Mental Health Service (CAMHS) is a small 
department that delivers to a consistently high standard. The service is strengthening 
its existing positive links with other health professionals, the local council and 
voluntary services. The department sits within the wider Mental Health Team which 
provides opportunities for transition and support functions. During 2011/12 the team 
has had staff turnover, and recruitment has been actively pursued. 
  
CAMHS collaborative working is continuing across the Northern region. Regional 
planning, through the North of Scotland Planning Group (NoSPG), is assisting 
locality and specialist service planning. National funding is being utilised to invest in 
specialist (Tier 3 and 4) services. 
 
Both CAMHS and Psychological Therapies service have moved to the outpatient 
module of our patient administration system, and this is now producing data that can 
be reported on centrally. Both services have focused on waiting times, and CAMHS 
is now in a strong position with very few patients waiting at any one time, and for 
short periods of time. 
 
Psychological Therapies are using the Matrix to define their workload and to work 
with the rest of the team including the voluntary sector to map capacity. 
 
The Psychological Therapies waiting time for counselling has included high numbers 
and long waiters, and this is being worked down by the team. 
 
Provision of psychological therapies in Shetland is being remodelled to integrate 
secondary and primary care provision, and to refocus the service on those with 
moderate and severe mental illness. 
 
Delivery and Improvement 

Risk Management of Risk 

CAMHS (26 weeks)  
Small number of individuals 
delivering the service elements, 
particularly vulnerable due to 
national shortage of professional 
and specialist expertise. 
 

Continuing development of obligate network 
arrangements with NHS Grampian and 
NoSPG.  
Developing care pathways and service 
modelling that appropriately manages demand 
and makes best use of limited specialist 
resources. Changes supported by increased 
inter-agency working, local training, staff 
development and network support. 
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Risk Management of Risk 

Psychological Therapies (PT) (18 
weeks)  
In remodelling of the “Secondary 
Care” provision of PT for 
moderate/severe mental illness 
attention may need to be given to 
resources for acute/early 
intervention/support if remodelling 
affects provision for those with PT 
needs arising from adjustment 
and/or physical illness.  
 

Ensure most effective use of existing partner 
agencies and third sector resources. Make 
increased use of NHS Education for Scotland 
(NES) training resources to enhance the 
ability/capacity of the “Primary 
Care/Community” workforce to deliver “high 
volume/low intensity” evidence based PT.  
Further develop self-help resources to promote 
individual/community resilience.  
Increase the availability and accessibility of self 
help resources (e.g. Mind Your Head website) 
and train frontline staff (practice nurses, 
Occupational Therapists etc) to deliver low 
intensity Psychological Therapies.  
 

 
Workforce 

Risk Management of Risk 

CAMHS (26 weeks)  
Small number of individuals 
carrying out CAMHS work.  
 

CAMHS is part of wider integrated mental 
health team which supports specialist service 
delivery in a number of areas. The Obligate 
Network continues to develop with NHS 
Grampian/Orkney to create resilience and 
service sustainability. 
 

CAMHS Resident Medical Officer 
(RMO) not available “on island”.  
 

Whilst there has not been an RMO historically, 
work is ongoing  to ensure robust governance 
and medical accountability for NHS Shetland 
CAMHS  and this will be enhanced by the new 
Child and Adolescent Consultant Psychiatrist 
arrangement with NHS Grampian and the 
proposed NoSPG Tier 3/4 CAMHS network 
developments (to be implemented in April-June 
2012).  

Psychological Therapies (18 
weeks)  
Insufficient specialist capacity to 
deliver PT to “Matrix Standards”.  
 

Make increased use of NES training resources 
to ensure sufficient specialist trained staff 
available “on island”. Use Obligate Network 
and VC resources to provide a wider range of 
specialisms. 
 

 
Finance 

Risk Management of Risk 

CAMHS (26 weeks)  
Funding the capacity required to 
meet demand.  

Timely confirmation and availability of allocated 
additional SG funding.  
 

Psychological Therapies (18 
weeks)  
Increased service capacity 
required to meet demand across 
Primary and Secondary Care. 

Re-establish PT Steering Group to ensure most 
effective use of existing partner agencies and 
third sector resources. 
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Equalities 

Risk Management of Risk 

 CAMHS (26 weeks)  
Shetland residents get more 
limited service due to failure to 
meet trajectory.  
 

Proactive management of departmental action 
plans and continuing development/co-
ordination of local and Obligate Network 
resources.  
 

Psychological Therapies (18 
weeks)  
Shetland residents get more 
limited service due to failure to 
meet trajectory.  
 

Proactive management of departmental action 
plans and continuing development/co-
ordination of local and Obligate Network 
resources.  
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Reduce the rate of emergency inpatient bed days for people aged 
75 and over per 1,000 population, by at least 12% between 2009/10 
and 2014/15 
 

NHS BOARD LEAD:    Simon Bokor-Ingram, Director of Clinical 
Services 

 
The local authority, Shetland Islands Council, and NHS Shetland, are fully engaged 
in joint work to reduce inpatient episodes, and where a hospital admission is 
unavoidable, to reduce length of stay. 
 
Through joint work a “Shifting the Balance of Care” project was completed, where 
elderly patients are now discharged either to home with support, or to a care centre 
bed for a period of reablement. Following a formal public consultation, hospital beds 
that had provided accommodation for longer stay elderly patients were closed in late 
2011. 
 
There are a number of initiatives underway that support delivery of this target, 
namely a sheltered housing review; anticipatory care planning; a revised joint 
assessment framework with the local authority; and community nurses and social 
care staff supporting people to stay at home. 
 
Through implementation of our clinical strategy, joint health and care roles are being 
developed. Integration of health and care is also being actively pursued, and this will 
enhance the shift of focus to providing more care in the community. 

 
Delivery and Improvement 

Risk Management of Risk 

Reliant on 3rd parties, including 
the local authority and independent 
GP contractors, to help deliver the 
target.  
 

Good track record of working with the local 
authority on hospital bed reduction 
programmes.  
Embed Reshaping Care Change Plan and 
workstreams as part of implementation of the 
Clinical Strategy which will result in more 
significant reductions in bed days.  
 

 Good GP engagement with philosophy of care 
at home and managing patients in care centres 
where appropriate.  
 

 
Workforce 

Risk Management of Risk 

Ability to flex staffing between 
hospital and community to match 
the needs depending where 
patients are at any given point in 
time.  
 

Using existing resources, a more flexible 
nursing approach and a “one team” philosophy 
to move staff between settings to meet patient 
needs.  
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Risk Management of Risk 

Capacity in community to manage 
patients with acute and complex 
care needs. 
 

Integrated community and hospital nursing as 
part of Clinical Strategy development. 

Ability of local authority to provide 
social care in the community.  
 

Close working arrangements for integration 
agenda and Integrated Resource Framework 
(IRF). 
 

 
Finance 

Risk Management of Risk 

Failure to achieve reductions in 
bed usage with an ageing 
population will require further 
investment in hospital beds and 
associated staffing.  
 

Single outcome agreement with council with 
shared goal of increasing care for people closer 
to home.  
 
 

 
Equalities 

Risk Management of Risk 

Impact on patients 75+.  
 

The initiatives will aim to cover all age groups 
and the principles of care closer to home are 
embedded in the development of the Clinical 
Strategy. 
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No people will wait more than 28 days to be discharged from 
hospital into a more appropriate care setting, once treatment is 
complete from April 2013, followed by a 14 day maximum wait from 
April 2015 
 

NHS BOARD LEAD:    Simon Bokor-Ingram, Director of Clinical 
Services 

 
Through our close joint work with the local authority, there has been a significant 
focus over the last 2 years on reducing the number of people waiting for discharge 
from hospital. The client group most at risk from a delay in discharge from hospital 
will be the elderly, where a return to home may need support, adaptation or close 
monitoring. Where discharge to home is not possible, the local authority have 
developed sheltered housing and supported housing, and more of this will be 
needed. There are is only one independent provider of a limited number of care beds 
in Shetland.  Local authority care centre beds are available in a number of locations, 
but with an ageing population there cannot be a reliance on there being more care 
beds, and nor is this affordable or desirable. 
Early indications on the use of telecare are encouraging, with the use of technology 
allowing remote monitoring for patients returning to their own homes. A strategy of 
building homes which can be adapted as people age is being pursued, however this 
will not pay dividends for some years. 
A reduction in clients awaiting placement from the community, plus a concurrent 
reduction in longer stay older people‟s hospital beds has demonstrated that multi-
disciplinary discharge planning and support provided in people‟s own homes is 
effective and supported by the wider community. 
 
Delivery and Improvement 

Risk Management of Risk 

Unable to influence other parts of 
services that deliver community 
care. 

Implementing integration early on will make 
accountability and delivery the task of a service 
rather than boundaries allowing for non delivery 
in part of a pathway. 

 
Workforce 

Risk Management of Risk 

Unable to recruit suitable people 
into joint health and care roles to 
deliver services in the community. 

Recruitment schemes already in place for 
carers. Local training facilities. 
 

 
Finance 

Risk Management of Risk 

More complex cases requiring 
greater input early on in the 
community. 

Starting initiatives early on to shift resources to 
community setting. 
 

 
Equalities 

Risk Management of Risk 

Not able to take account of patient 
choice. 

Discharge planning to begin on day of 
admission. 
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To improve stroke care, 90% of all patient admitted with a diagnosis 
of stroke will be admitted to a stroke unit on the day of admission, 
or the day following presentation by March 2013 
 

NHS BOARD LEAD:    Simon Bokor-Ingram, Director of Clinical 
Services & Dr Roger Diggle, Medical Director 

 
There are 2 receiving wards in the Gilbert Bain Hospital, one being for surgical 
patients and the other for medical patients. Patients with a stroke or suspected 
stroke are admitted to the medical ward in the Gilbert Bain Hospital. This is the 
dedicated area for all patients with a stroke to be cared for by a skilled multi-
disciplinary team that contains the necessary expertise. All patients are admitted 
under the care of a consultant physician. There is a dedicated stroke specialist nurse 
who works alongside the ward team. The focus is on outputs, and ensuring that 
patients who have suffered a stroke stand the best chance of realising their potential 
in recovery, with ongoing audit to ensure that clinical standards remain high. 
 
There is local monitoring to ensure that we comply with best practice guidance, and 
a yearly Scottish Stroke Care Audit that compares all stroke services across 
Scotland.  
 
Delivery and Improvement 

Risk Management of Risk 

Small bed base in Gilbert Bain 
Hospital with relatively few patients 
admitted with stroke.  
 

Stroke patients are cared for by a proficient 
multi-disciplinary team on the medical ward.  
Every patient is under the direct care of a 
consultant physician. 
 

 
Workforce 

Risk Management of Risk 

Lack of skill to care for stroke 
patients on a medical ward.  
 

Dedicated stroke specialist nurse based on 
medical ward, who works alongside staff.  
 
Roll out of Stroke Training and Awareness 
Resources (STARS) training for all ward staff.  
Detailed care pathway for the management of 
acute stroke patients. 
 
Advice and if required transfer for on-site care 
from Aberdeen Royal Infirmary.  
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Finance 

Risk Management of Risk 

Increasing cost if patients 
transferred off island.  
 

All patients who have suffered a stroke are 
discussed at weekly multi-disciplinary team 
(MDT) meeting on the ward.  
 
All stroke patients have access to the multi-
disciplinary team to meet need - including 
physiotherapy, Occupational Therapy, speech 
and language therapy, orthotics, podiatry etc.  
 
Continuing to improve training and access to 
CT (computerised tomography) scanning for 
stroke. 
 

 
Equalities 

Risk Management of Risk 

Delays to treatment for patients 
compared to mainland Scotland.  
 

Ensure that the Service Level Agreement (SLA) 
with Grampian provides satisfactory radiology 
support to ensure thrombolysis can be offered 
to as many patients as possible. 
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Further reduce healthcare associated infections so that by 2012/13 
NHS Boards’ staphylococcus aureus bacteraemia (including MRSA) 
cases are 0.26 or less per 1,000 acute occupied bed days; and the 
rate of Clostridium difficile infections in patients aged 65 and over 
is 0.39 cases or less per 1,000 total occupied bed days 
 

NHS BOARD LEAD:    Kathleen Carolan, Director of Nursing 
 
NHS Shetland has had small numbers of staphylococcus aureus bacteraemia and 
clostridium difficile associated disease occurring each year historically, though during 
2011 there were no MRSA (antibiotic resistant) or MSSA (antibiotic sensitive) 
bacteraemia, and one case of community acquired Clostridium difficile (C Diff) 
associated disease recorded.  
 
Surveillance continues with local monitoring of all cases of MRSA infection and 
colonisation as part of our Healthcare Associated Infection (HAI) prevention 
programme, and root cause analysis to determine sources of infection or 
contamination and preventable factors. Locally we see more MRSA infections in the 
community than in the hospital setting, and we continue to take action to tackle 
MRSA infection in the community in addition to HAI prevention in local hospitals.  
We also have a range of continued activity within the Infection Control work 
programme that includes action on anti-microbial prescribing and environmental 
audit as local priorities for the prevention of healthcare associated infection. 
 
Delivery and Improvement 

Risk Management of Risk 

Small numbers of local individual 
infections with a low incident rate 
and no outbreaks mean that 
constant vigilance is critical with no 
scope for seeing trends or patterns 
of preventable factors.  
 

Focus on primary prevention and control of 
community acquired infection, with continued 
efforts on healthcare acquired infection to 
maintain position. Infection Control Nurse hours 
protected to ensure support to audit, 
compliance with procedures, learning in 
practice and preventative measures.  
 

Need to maintain current robust 
infection control practice across all 
areas to maintain low infection 
rates.  
 

Continue to use improved Healthcare 
Associated Infection (HAI) surveillance systems 
and related initiatives such as Patient Safety 
and environmental audits to monitor and 
feedback to clinical teams and to target training 
initiatives.  
Training programme and policy set refreshed. 
 

Potential for timescales to slip with 
anti-microbial prescribing annual 
work plan.  
 

Monitoring arrangements in place through 
Infection Control Team, Control of Infection 
Committee and Drugs and Therapeutic 
Committee. Infection Control 
Manager/Consultant Microbiologist chairs the 
anti-microbial prescribing sub-group and 
provides clinical leadership.  
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Delivery and Improvement 

Risk Management of Risk 

Low numbers mean that trends are 
difficult to monitor and use for 
targeting prevention.  
 

Individual cases of MRSA, MSSA and C Diff 
are scrutinised and used as the focus of 
preventative action and training on compliance 
with procedures.  

Risk of losing progress on target 
when single case has impact on 
trajectory.  

Recognition that single case would have impact 
on meeting target but are not seen as cause for 
concern.  

Manage risks in continued 
compliance in busy clinical areas 
with competing priorities.  
 

Inclusion of responsibility for HAI in Senior 
Charge Nurse (SCN) roles. Support Infection 
Control Nurse role to maintain infection control 
as a high priority for all staff.  
 

 
Workforce 

Risk Management of Risk 

Small public health and specialist 
infection control team.  
 

Resources for Infection Control Nurse role 
secured to ensure stability and progress of 
work plan.  
Infection Control Doctor /Consultant 
Microbiologist recruited in 2011 providing 
additional expertise and capacity within the 
team. 
Public Health Consultant leads the MRSA 
screening implementation programme. 

Absence of members of ICT with 
key roles potentially leaves gaps in 
delivery.  

Contingency arrangements in place for cross 
cover with clearly defined roles for ICT 
members. 
 

 
Finance 

Risk Management of Risk 

Funding pressure: Infection Control 
Doctor and Infection Control Nurse 
posts. 

Funding identified from within current resources 
through staffing redesign and utilisation of HAI 
allocation. 

Training and staffing requirements 
challenging in the face of 
competing priorities and efficiency / 
savings targets.  
 

Infection control embedded in the Board‟s 
training programme with specific training on 
healthcare associated infection. Strong links 
with quality ambitions and associated 
programmes such as patient safety to embed in 
wider delivery of quality outcomes. 
 

 
Equalities 

Risk Management of Risk 

HAI disproportionately affects the 
elderly, and those with underlying 
chronic illness.  
 

Target health information and preventative 
activity to high risk groups within the 
community. Ensure that patient information is 
available in the full range of accessible formats.  
 



37 

 

To support shifting the balance of care, NHS Boards will achieve 
agreed reductions in the rates of attendance at A&E between 
2009/10 and 2013/14 
 

NHS BOARD LEAD:    Simon Bokor-Ingram, Director of Clinical 
Services & Dr Roger Diggle, Medical Director 

 
There have been fluctuations in performance, however performance shows a 
downward trend and current performance is within the trajectory. We recognise the 
importance of reducing A&E attendance rates, and with the development of 
Emergency Nurse Practitioners more people will be able to be treated and 
discharged who have minor injuries/ailments.  
 
We continue to look at every opportunity to make improvements by working closely 
with NHS24, community pharmacies and our out of hours GP co-operative. There 
are opportunities for joint working with the Scottish Ambulance Service to treat and 
discharge people at scene and this will be included in our discussions with the SAS 
as part of the Strategic Options Framework. 
  
NHS 24 is committed to working closely with territorial Boards in exploring and 
agreeing specific actions that will support reductions in rates of attendance at A&E. 
NHS 24 already carries out a range of activities to help reduce the A&E attendance 
rate, such as the delivery of self care information, and plans to increase the amount 
of Category C calls taken from the Scottish Ambulance service, converting the 
majority of these to Primary Care Outcomes. 
 
As part of the implementation of our clinical strategy, we are exploring the option of 
having GP presence in our A&E department and differentiating patients directed 
there for primary care needs as well as redirecting patients who do not need A&E. 
 
Local pharmacy applications will result in potentially 3 new pharmacies in 2012, 
which will provide further alternatives to A&E attendance for minor ailments. 
 
Delivery and Improvement 

Risk Management of Risk 

A&E is the designated primary 
care emergency centre for out of 
hours.  
 

Local promotion of NHS24, with the 
development of a local presence.  
Focused work ongoing for long term conditions 
and pharmacy supporting self management.  
Development of an out of hours service to 
manage mental health crises. 
Placement of a GP in the out of hours facility at 
key times of the day/night to minimise the 
number of patients with minor illness having to 
be seen by A & E clinical staff. 
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Workforce 

Risk Management of Risk 

Skills to treat patients in alternative 
care pathways. 
 

Scottish Ambulance Service to develop 
paramedic practitioners.  
Emergency Nurse Practitioners in A&E to see, 
treat and discharge more patients on behalf of 
primary care.  
GP to divert people away from the A&E setting 
where appropriate. 
Recruitment of staff for on call rota to be able to 
respond to those in mental health crises.  
 

 
Finance 

Risk Management of Risk 

Unable to reduce hospital bed use 
if attendance rates not reducing 
and attendances convert to 
admission. 

Exploring option to place GP in A&E within 
existing resource envelope. 
 
 
 

 
Equalities 

Risk Management of Risk 

Patients with acute needs not 
being able to be seen quickly if 
attendance rate high. 

Better public information and active redirection 
of patients to services more appropriate to 
meet their needs. 
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2.  HEAT Delivery Trajectories 
 

Detect Cancer Early 
       

        
Proportion of Colorectal, 
Lung and Breast Cancer 
Patients Diagnosed at First 
Stage of Disease S

h
e
tl
a

n
d

 

      2005/2009 11.6% 
      2012/2013 14.0%  
      2013/2014 17.0%  
      2014/2015 20.0% 
      

        Notes: 
       1. Data based on calendar years.  

      2. 2005/2009 baseline data covers the average of the 5 calendar years from 2005 to 2009 
 3. Performance in 2014/2015 should be at least 20% 

    4. Performance Management Information for Target is currently under development 
 

  
 

Early Access to Antenatal Care (SIMD) 
  

     

Percentage of Pregnant 
Women Booked for 
Antenatal Care by 12th Week 
of Gestation in the worst 
performing quintile 

S
h
e
tl
a

n
d

 

   2010 63.2% 
   Apr-Jun 12  64.0% 
   Jul-Sep 12  65.5% 
   Oct-Dec 12  67.0% 
   Jan-Mar 13  68.5% 
   Apr-Jun 13  70.0% 
   Jul-Sep 13  71.5% 
   Oct-Dec 13  73.0% 
   Jan-Mar 14  74.5% 
   Apr-Jun 14  76.0% 
   Jul-Sep 14  77.5% 
   Oct-Dec 14  79.0% 
   Jan-Mar 15  80.0% 
   

     Notes: 
    1. Baseline data covers the calendar year of 2010 

 2. Performance in Jan-Mar 2015 should be at least 80% 
   



40 

 

Child Healthy Weight Interventions 
    

       

Cumulative Total 

S
h
e
tl
a

n
d

 

     Apr 11 - Jun 12 27 
     Apr 11 - Sep 12 31 
     Apr 11 - Dec 12 38 
     Apr 11 - Mar 13 45 
     Apr 11 - Jun 13 52 
     Apr 11 - Sep 13 57 
     Apr 11 - Dec 13 63 
     Apr 11 - Mar 14 70 
     

       Notes: 
      1. Boards submitted 3-year trajectories for number of interventions in the 2011/12 LDPs.  

These are provided in the table above. 
     

 

Smoking Cessation (SIMD) 
     

       

Cumulative Total 

S
h
e
tl
a

n
d

 

     Apr 11 - Jun 12 48 
     Apr 11 - Sep 12 56 
     Apr 11 - Dec 12 64 
     Apr 11 - Mar 13 72 
     Apr 11 - Jun 13 80 
     Apr 11 - Sep 13 88 
     Apr 11 - Dec 13 96 
     Apr 11 - Mar 14 104 
     

       Notes: 
      1. Boards submitted 3-year trajectories for number of interventions in the 2011/12 LDPs.  

These are provided in the table above. 
    2. Number of successful quits at one month after the quit in 40% most-deprived areas within each NHS 

Board  

(i.e the bottom two local SIMD quintiles). 
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Child Fluoride Varnish Applications (SIMD) 
  

      

Period Ending 

S
h
e
tl
a

n
d

 

    Jun-12 30.0% 
    Sep-12 35.0% 
    Dec-12 40.0% 
    Mar-13 45.0% 
    Jun-13 50.0% 
    Sep-13 55.0% 
    Dec-13 60.0% 
    Mar-14 60.0% 
    

      Notes: 
     1. Boards submitted 3-year trajectories for number of interventions in the 2011/12 LDPs. These are provided 

in the table above. 

 
 
Reduce Carbon Emissions 

   

     

Year 

S
h
e
tl
a

n
d

 

   2009/10 535 
   2012/13 488 
   2013/14 474 
   2014/15 460 
   

     Notes:  
    1. Values are in tonnes of CO2 

   2. Information for 2009/10 (baseline) is included in table 
  

 

Reduce Energy Consumption 
  

   

Year 

S
h
e
tl
a

n
d

 

 2009/10 18,013 
 2012/13 17,478 
 2013/14 17,303 
 2014/15 17,130 
 

   Notes:  
  1. Values are in GJ. 
  2. Information for 2009/10 (baseline) is included in table 

 
  



42 

 

Drug and Alcohol Treatment: Referral to Treatment 
  

       

Quarter of Treatment 

S
h
e
tl
a

n
d

 

     Apr-Jun 11 95.2% 
     Apr-Jun 12 90.0% 
     Jul-Sep 12 90.0% 
     Oct-Dec 12 90.0% 
     Jan-Mar 13 90.0% 
     

       Notes: 
      1. Boards submitted trajectories during October 2011. These are provided in the table above 

2. Percentage of clients referred for drug or alcohol combined treatment are to be treated within 3 weeks 
from date referral received. 
3. Published information for Apr-Jun 2011 is included in the table (performance 
above trajectory) 

   
 

Faster Access to CAMHS 
     

       

Patients who waited over 26 weeks for 
CAMHS treatment: Month of Treatment 

S
h
e
tl
a

n
d

 

     Apr-12  4 
     May-12  4 
     Jun-12  3 
     Jul-12  3 
     Aug-12  3 
     Sep-12  2 
     Oct-12  2 
     Nov-12  2 
     Dec-12  1 
     Jan-13  1 
     Feb-13  0 
     Mar-13 0 
     

       Notes: 
      1. Trajectories submitted in October 2011 should be amended as appropriate with more recent 

performance management information 

2. Number of patients who waited over 26 weeks from referral to treatment 
 3. Scottish Government are considering a tolerance for this target and this will be discussed with Boards 

during the LDP process 
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Faster Access to Psychological Therapies 

   
TO BE UPDATED DURING 2012/13 LDP YEAR 

      

Month of Treatment 

S
h
e
tl
a

n
d

 

    Sep-12   
    Oct-12   
    Nov-12   
    Dec-12   
    Jan-13   
    Feb-13   
    Mar-13   
    Apr-13   
    May-13   
    Jun-13   
    Jul-13   
    Aug-13   
    Sep-13   
    Oct-13   
    Nov-13   
    Dec-13   
    Jan-14   
    Feb-14   
    Mar-14   
    Apr-14   
    May-14   
    Jun-14   
    Jul-14   
    Aug-14   
    Sep-14   
    Oct-14   
    Nov-14   
    Dec-14 0 
    

      Notes: 
     1. Trajectories to be agreed by October 2012. 

   2. Number of patients who waited over 18 weeks from referral to treatment for Psychological Therapies 
3. Scottish Government are considering a tolerance for this target and this will be discussed with Boards 
during the LDP process 

  



44 

 

Reduction in Emergency Bed Days for Patients Aged 75+ 
 

      

Year Ending 

S
h
e
tl
a

n
d

 

    Mar-10 3892 
    Apr-12 3879  
    May-12 3866  
    Jun-12 3853  
    Jul-12 3840  
    Aug-12 3827  
    Sep-12 3814  
    Oct-12 3801  
    Nov-12 3788  
    Dec-12 3775  
    Jan-13 3762  
    Feb-13 3749  
    Mar-13 3736  
    Apr-13 3723  
    May-13 3710  
    Jun-13 3697  
    Jul-13 3684  
    Aug-13 3671  

    Sep-13 3658  
    Oct-13 3645  
    Nov-13 3632  
    Dec-13 3619  
    Jan-14 3606  
    Feb-14 3593  
    Mar-14 3580  
    Apr-14 3567  
    May-14 3554  
    Jun-14 3541  
    Jul-14 3528  
    Aug-14 3515  
    Sep-14 3502  
    Oct-14 3489  
    Nov-14 3476  
    Dec-14 3463  
    Jan-15 3450  
    Feb-15 3437  
    Mar-15  3425 
    

      Notes: 
     1. The data are the number of emergency bed days in a year per 1,000 population 

2. Boards have been provided separately with more recent performance management information (up to 
year ending June 2011) 
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28 Days Delayed Discharge 
   

     

Census Night 

S
h
e
tl
a

n
d

 

   Oct-11 0 
   Apr-12  4 
   Jul-12  3 
   Oct-12  2 
   Jan-13  1 
   Apr-13 0 
   

     Notes: 
    1. Number of NHS Delayed Discharges above 28 Days (4 Weeks) 

2. Census night in October 2011 is included in the 
table and shows performance better than trajectory 

  
 

Stroke Unit Access 
     

      

Quarter of Admission 

S
h
e
tl
a

n
d

 

    2010 0.0% 
    Apr-Jun 2012 90.0% 
    Jul-Sep 2012 90.0% 
    Oct-Dec 2012 90.0% 
    Jan-Mar 2013 90.0% 
    

      Notes: 
     1. Boards submitted 2-year trajectories for Stroke Access in the 2011/12 LDPs. These are provided in 

the table above. 
2. Percentage of stroke patients admitted to stroke unit on day of or day following, admission to 
hospital. 

3. Patients are assigned to the board of original hospital admission. 
 4. Monthly management information is available to NHS Boards. 
 5. All hospitals admitting acute stroke patients are included in the target. 

6. Baseline information for calendar year of 2010 is included in the table. This is taken from the National 
Stroke Audit, which NHS Shetland did not meet the criteria for. Ongoing measurement will be done 
using HEAT target criteria. 
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MRSA/MSSA Bacterium 
    

      

Year Ending 

S
h
e
tl
a

n
d

 

    Jun-11 0.00 
    Jun-12 0.30 
    Sep-12 0.28 
    Dec-12 0.26 
    Mar-13 0.26 
    

      Notes: 
     1. Boards submitted 2-year trajectories for number for MRSA/MSSA in the 2011/12 LDPs. These are 

provided in the table above. 
2. Boards are expected to achieve a rate of 0.26 cases per 1,000 acute occupied bed days or lower by 
year ending March 2013.   
Boards currently with a rate of less than 0.26 are expected to at least maintain this, as reflected in their 
trajectories. 

3.  Boards will be held to account against the 0.26 rate. 
  4.  It is acknowledged that there are particular issues with island board targets given that very small 

changes in case numbers will have a disproportionate impact on rates.   
This will be taken into account when assessing whether these boards have effectively delivered their 
target; but the expectation of zero tolerance of preventable infections will continue to apply.  

5. Information for year ending June 2011 is included in the table – better than trajectory. 
  

Clostridium difficile infections 
   

      

Year Ending 

S
h
e
tl
a

n
d

 

    Jun-11 0.00 
    Jun-12 0.20 
    Sep-12 0.20 
    Dec-12 0.20 
    Mar-13 0.20 
    

      Notes: 
     1. Boards submitted 2-year trajectories for number for C Difficile in the 2011/12 LDPs. These are 

provided in the table above. 
2. Boards are expected to achieve a rate of 0.39 cases per 1,000 acute occupied bed days or lower by 
year ending March 2013.   
Boards currently with a rate of less than 0.39 are expected to at least maintain this, as reflected in their 
trajectories. 

3.  Boards will be held to account against the 0.39 rate. 
  4.  It is acknowledged that there are particular issues with island board targets given that very small 

changes in case numbers will have a disproportionate impact on rates.   
This will be taken into account when assessing whether these boards have effectively delivered their 
target; but the expectation of zero tolerance of preventable infections will continue to apply.  

5. Information for year ending June 2011 is included in the table – better than trajectory. 
  

  



47 

 

Rate of Attendance at Accident & Emergency 
  

      

Year Ending 

S
h
e
tl
a

n
d

 

    Mar-10 3,216 
    Sep-11 3,115 
    Jun-12 3,091 
    Sep-12 3,086 
    Dec-12 3,081 
    Mar-13 3,076 
    Jun-13 3,071 
    Sep-13 3,066 
    Dec-13 3,061 
    Mar-14 3,055 
    

      Notes: 
     1. Trajectories show anticipated monthly average attendance rates per 100,000 population at specified 

departments for year ending in the months shown.  
The target will be monitored using the 12 month moving average - based on attendances at these sites as 
reported by ISD, and relevant NRS mid-year population estimates. 

2. Baseline information for financial year of 2009/10 is included in the table 

 

 
 



 

 

3. Contributions to support Single Outcome Agreements 
 

NHS Board Local Delivery Plan 2012/13 —  

Contributions to Single Outcome Agreements 
 

1.  
 

NHS Board: 
 

 

Shetland 

 

2. 
 

Community Planning 
Partnership: 
 

 

Shetland 

 

3.  
 

Summary of critical 
issue: 
 
 

 

Health inequalities:  
Shetland is a relatively prosperous community, and we have, for the most part, a good quality 
of life. Shetland enjoys amongst the longest life expectancy in Scotland and we have low 
levels of the major diseases that kill prematurely – heart disease, cancers, and stroke disease. 
But there are people living in Shetland in poverty, families who are not able to access services, 
or get the help and support they need, and people who suffer from discrimination and 
exclusion. People with mental health problems, learning disabilities and addiction problems 
can be particularly affected by exclusion limiting access to services, which can compound their 
existing health problems. 
 
In 2005 we did a piece of qualitative research to better understand the nature of deprivation 
and exclusion in Shetland. Although we do not have high unemployment; people in some of 
the specific disadvantaged groups (such as prisoners or travellers), or large geographical 
areas of poor quality housing and deprivation; we do have individuals and households who live 
in poverty, often hidden within an otherwise affluent community. And there are aspects of living 
in very remote and rural areas that can exacerbate the exclusion that some people feel, from 
coming from another culture, not sharing our language, from having a disability or health 
problems that add to isolation. This research was updated in 2011, focusing on young people.  
The project  („Poverty is bad: let‟s fix it!) took a youth led peer research approach to identifying 
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the issues young people in Shetland face around poverty, exclusion and inequalities, and to 
initiate actions to tackle the identified problems. 
 
Individuals who are particularly vulnerable to deprivation, exclusion and health inequalities in 
NHS Shetland are: 

 young people whose parents / carers are not able to ensure they can access 
opportunities and grow up feeling a part of the community within which they live;  

 adults of any age who have low self-esteem and/or poor mental health, often due to 
situations which have developed as a result of negative experiences in the past and can 
result in homelessness and substance misuse.  This is particularly acute if their 
situation is not understood by the community within which they live; 

 those who are physically disabled or with a long-term illness and their carers, when they 
do not receive adequate support and understanding; 

 those looking after a young family without access to their own transport, particularly 
those living in remote areas of Shetland; 

 older people unable to access opportunities that would enable them to feel a part of the 
community. 

 
Although it is difficult to measure health inequalities in Shetland quantitatively, because of the 
reasons described above, we do have some indicative data. For example: Smoking rates by 
GP practice (2005) showed that the smoking rate for Shetland was 16.3%; but in the Lerwick 
and Brae practices it was 24% and 22% respectively. These practices between them cover 7 
of the 12 (40%) most deprived SIMD datazones in Shetland. Also, recent local data shows that 
approximately 25% of the people who have had inequalities targeted Well North checks are 
smokers, compared to 15% of the general population (Scottish Household Survey 2009-10).  
 
In Shetland we have a framework for tackling poverty, exclusion and inequalities (Fairer 
Shetland Framework) which includes our local response to a range of national polices and 
frameworks  including Equally Well; Early Years Framework and Achieving our Potential.  
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4.  
 

Community Planning 
Partnership Outputs: 
 

 

Community Plan Strategic priorities: Communities that are healthy and caring 

 We will reduce key risk factors for poor health outcomes 

 We will support people to reach their full potential at all life-stages – from birth and early 

years through working lives to old age 

 We will tackle health inequalities by ensuring the needs of the most vulnerable and hard 

to reach groups are identified and met, and that services are targeted at those that are 

most in need 

Also links to :  
Community Plan Strategic priorities: Communities that are learning and supportive 
Priority: we will improve the life chances for children, young people and families at risk  

 
 

5.  
 

Local Outcome(s): 
 
 

SOA 2012/13 Outcomes specifically focusing on health inequalities: 
 
Outcome: Health inequalities are tackled by ensuring that the needs of the most 
vulnerable and hard to reach groups are identified and met  and that services are 
targeted at those that are most in need  
 
Related key indicators in SOA: 
Percentage of adults who smoke (National Indicator) 
Percentage of adults who smoke in two most deprived SIMD quintiles in Shetland  
Number of inequalities targeted successful smoking cessation attempts (4 weeks) (HEAT 

target)  
 
Outcome: People are enabled to reach their full potential at all life-stages – from birth 
and early years through working lives to old age. 
 
Related key indicators in SOA (To be confirmed): 

 Increase the proportion of over 65s who live in housing rather than hospital or care 
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setting 

 Mortality rates for people aged under 75 (National Indicator) 

In addition to these key indicators included in the SOA, there are a raft of other local indicators 
and targets which contribute to the SOA Outcomes. 

 
 

6.  
 

National Outcome(s): 
 

 Our children have the best start in life and are ready to succeed 

 We live longer, healthier lives 

 We have improved the life chances for children, young people and families at risk 

 We have strong, resilient and supportive communities where people take responsibility 
for their own actions and how they help others 

 
 

7. 
 

 

Please detail the specific 
contribution of the NHS 
Board in tackling this 
critical issue?  
 

 
Locally, work on tackling health inequalities has many  strands, in line with the 
recommendations in Equally Well, including:  

 Tackling poverty and unemployment  

 A focus on early years to give support to families who are struggling and to give children 
the best chance in life  

 Making prevention a priority, and intervening early in chronic disease and in the risk 
factors that lead to early death and disability  

 Tackling the harm caused by alcohol and drug misuse.  
NHS Shetland plays a role in each of these areas, with prevention / early intervention and 
tackling alcohol and drug misuse being core functions of the Board, with a high priority locally; 
and there is an increasing focus and prioritisation on early intervention, particularly with 
children and families.  
 
The Board is undertaking a number of specific activities to identify and support people affected 
by or at risk of health inequalities: 
 
A) Identifying the most vulnerable and hard to reach communities, groups, families 

and individuals and enabling them to access health information and services.    
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This includes promoting / targeting prevention and early intervention activities with specific 
geographical areas as identified using SIMD.  However, because of the nature of deprivation 
and health inequalities in Shetland we also need to identify other groups and individuals who 
are experiencing / at risk of health inequalities, as listed in section 1 above. 
  
Our health improvement team, along with health visiting, public health nursing and community 
nursing teams, work with partner organisations who are involved with the more disadvantaged 
and harder to reach groups.  For example, we have a joint health improvement / housing 
outreach post which is currently supporting the Well North programme. We also work with 
youth services (including Bridges project for young people not in employment, education or 
training; Young Mums Group; detached youth workers) ; social / community  care services and 
care centres; environmental health; Childcare Partnership; community pharmacies; voluntary 
sector organisations (including Community Alcohol and Drugs Services Shetland; Shetland 
Youth Information Services; supported employment initiatives). We also work in a wide range 
of settings in the community to provide information and promote services;  including for 
example „Help Yourself to Health‟ partnership project with the local Library Service;  stands at 
rural agricultural shows and other community events.   
 
Through the Fairer Shetland Partnership, NHS Shetland is involved with specific anti-poverty 
projects including participatory budgeting; implementation of the parenting strategy and early 
intervention work with families; and the peer research project on poverty and young people 
(Poverty is Bad; Let‟s Fix It!). 
 
We are also working proactively to ensure that our services are accessible to people who are 
more disadvantaged.  This is a challenging area, as the need for quality, efficiency and cost-
effectiveness has to balance against accessibility. Specific actions include inequalities impact 
assessments of service redesign projects being implemented through the Board‟s Clinical 
Strategy (using an integrated impact assessment tool) and work on patient transport as part of 
a review and redesign of local transport provision and networks through the local transport 
partnership (Zetrans).  A specific example of this might be service changes such as 
centralisation implemented as part of the Clinical Strategy that result in more efficient use of 
staff time and NHS resources, but are challenging in terms of access for people living in very 
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remote parts of Shetland, and the work necessary to find solutions such as more flexible public 
or community transport to preserve or improve access.  We are further developing our 
monitoring of uptake of services, including screening, by inequalities groups. However this is 
limited by reliance on postcode / SIMD data and we are looking at other ways of gathering this 
information. 
 
Working with our partners to identify and reach the hardest to reach groups will help with 
progress against the inequalities focused HEAT targets (smoking cessation; early antenatal 
booking; fluoride varnish for children).  
 
B) Supporting and signposting the most vulnerable and hard to reach communities, 

groups, families and individuals to access other agencies and resources.  
There are often other problems within people‟s lives which exacerbate health inequalities and 
vice versa. Health professionals and services therefore have a role in signposting and 
facilitating access to other services and resources as well as direct referral.  This is being 
addressed through activities such as  

 With You for You (the local single shared assessment procedure) 

 GIRFEC for children and young people 

 Provision of information and promotion of services in health settings (eg fuel poverty 
and benefits information). 

 Promoting the use of „signposting‟ booklet developed by Fairer Shetland Partnership for 
health staff 

 
C) Working in partnership with other agencies to provide a joined up approach to 

supporting and enabling the most vulnerable members of the community to reach 
their full (health) potential through: 

 With You For You 

 GIRFEC 

 Adult and Child protection procedures 

 Integration of services (Reshaping Care for Older People) 

 Local work on developing family based early interventions to tackle multiple problems 
(based on models such as the Swindon „Life Project‟) through the Fairer Shetland 
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Partnership 

 Local work on using asset based approaches to tackling issues in specific communities, 
through the Fairer Shetland Partnership 

 
 

8. 
 

 

Please explain the ways 
in which the NHS Board 
is working in 
collaboration with 
Community Planning 
Partners to tackle the 
critical issue? 
 

 
At a strategic level through a number of strategic partnerships and groups including: 
 

 Fairer Shetland 

 CHCP Committee 

 Integrated Children and Young People‟s Strategy Group  

 Shetland Drug and Alcohol Partnership 

 Shetland Domestic Abuse Partnership 

 Health Action Team (incorporating Tobacco Control Strategy Group) 

 Sexual Health and Bloodborne Virus Strategy Group 

 Healthy Weight Strategy Group 

 Active Lives Strategy Group 

 Child Protection Committee 

 Adult Protection Committee 
 
The Fairer Shetland Partnership is the main route for collaborative working on inequalities, 
deprivation and exclusion in Shetland, with health inequalities being a strand within this. This 
partnership meets at least 6 monthly and currently includes representation from the NHS 
(Public Health); Local Authority (housing; transport;  revenue; economic development; 
environmental health & trading standards; policy; children‟s services; youth work; community 
planning & development; adult learning; sport and leisure ); Childcare Partnership; Highlands & 
Islands Enterprise; JobCentrePlus; Skills Development Scotland; Shetland College; Citizens 
Advice Bureau; Voluntary Action Shetland; Shetland Charitable Trust; and is currently chaired 
by the Consultant in Public Health Medicine. The partnership produces the Fairer Shetland 
Framework, which is updated annually, with the following purposes:  

 to continue to develop and update Shetland‟s understanding of poverty, social exclusion 
and deprivation; 
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 to set out how Shetland intends to achieve the requirements of the Scottish 
Government, in this area of work (including Achieving Our Potential, Equally Well and 
the Early Years’ Framework); 

 to provide the strategic direction for the „Fairer‟ element of Shetland‟s SOA, including 
setting out how Shetland will work in partnership with the Scottish Government to deliver 
on Scotland‟s Child Poverty Strategy; 

 recognising that solving these issues is not always about additional resources, to set out 
the ways in which people need to work together and with people to solve problems; and  

 to inspire people to work together to reduce poverty in Shetland. 
 
The Health Action Team (HAT) is a multi-agency group which meets six weekly to bring 
together representatives from the Public Health team; the Local Authority (including 
Community Development; Planning; Environmental Health; Education; Youth Services) and 
Voluntary Sector organisations with the aim of linking up all the different stands of work relating 
to health improvement and health inequalities, and identify where there are gaps and how to 
address these. The HAT leads on the development and monitoring of the „Healthier‟ element of 
the SOA by bringing together the different health improvement strategies and programmes.  
This is reported through the local SOA monitoring process, and will also be reported through 
the Community Health & Care Partnership; which will ensure better integration, and a greater 
emphasis on tackling health inequalities and health improvement work within the broader 
CHCP remit. 
 

 

9. 
 

 

Please explain how the 
NHS Board is 
performance managing 
its contribution to 
tackling this critical 
issue and how this is 
reported into the CPP? 
 

 
NHS Shetland Performance Management 
This is through the Board‟s performance monitoring process which includes presentation of the 
following information to the Board on a regular basis (two monthly) using „RAG status‟ to 
identify progress; responsibility for each target or indicator at Director level and clear lines of 
accountability below that. We use an on-line performance monitoring tool to record progress; 
and identify where there are problems and what remedial action is being taken. 
This process includes monitoring of all indicators in the SOA along with a raft of other 
indicators that contribute to the SOA outcomes, including HEAT targets. 
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Inequalities related targets and indicators reported to the Board: 
 

A) 2012/13 HEAT targets: 

 Smoking cessation 

 Early booking (antenatal) 

 Fluoride varnish 
 

B) SOA Indicators related to health inequalities 

 Percentage of adults who smoke (National Indicator) 

 Percentage of adults who smoke in two most deprived SIMD quintiles in Shetland  

 Number of inequalities targeted successful smoking cessation attempts (4 weeks) 
(HEAT target)  

 Percentage of people with care needs supported at home (National Indicator)  

 Mortality rates for people aged under 75 (National Indicator) 
 
C) Other local indictors related to health inequalities (not in SOA) 
Included in the monitoring frameworks for specific strategies (eg Sexual Health & BBV; 
Obesity; Active Lives; Tobacco Control; Drugs and Alcohol) 
 
D) Local inequalities indicators to be developed  
The following information is currently reported to the Board on a whole population basis; 
additional work is required to see if this can be broken down by inequalities group. Initially 
we will be looking at SIMD areas (using postcode data); although as noted above this does 
not capture the full range of deprivation / inequalities in Shetland.  

 Immunisation uptake (SIRS data) 

 Alcohol related discharges (hospital data) 

 Screening programmes (reported nationally by SIMD quintile) 

 Child Healthy Weight (HEAT target) 
 

We are also looking at other potential indicators including: 

 Diabetes (GP practice data - register) 
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 Dementia (GP practice data – register) 

 Counterweight (GP practice data) 

 Healthy pregnancies - % of women smoking at booking, % of women in each SIMD 
quintile booked by 12th week of gestation (HEAT Target) 

 % of adults who have had an ABI in primary care in the 2 most deprived SIMD quintiles 
in Shetland 

 % coverage of health inequalities targeted cardiovascular disease (CVD) checks  
 
It should be noted that all these targets and indicators use postcodes and SIMD datazones to 
identify areas of deprivation; however as noted above this does  not capture the full range of 
deprivation  / inequalities locally and more work is being done to understand how to measure 
health inequalities in a more comprehensive way for Shetland. 
 
Reporting to the Community Planning Board 
This is the responsibility of the Health Action Team both directly via the local reporting process 
for progress against the Community Plan and SOA outcomes and indicators, and also via the 
Community Health & Care Partnership. The Board performance monitoring tool will be used to 
create a specific report for the SOA indicators.  The local reporting mechanisms for the SOA 
are currently under review as part of a wider local review of the Community Planning and SOA 
process in Shetland. 
 

 

10. 
 

Please explain how the 
NHS Board will 
demonstrate continuous 
improvement in the 
course of tackling this 
critical issue? 
 

 
Through performance monitoring; the Public Health Annual Report and active management as 
well as progress reporting for individual programmes and strategies (for example Well North; 
Tobacco Control Strategy). 
   
Annual reports and progress reports are reported to appropriate fora.  For example: the Public 
Health Annual Report (which includes the annual reports for a number of strategies such as 
the Sexual Health & BBV strategy and the Tobacco Control Strategy) is reported to the Board 
and is published on –line with extensive publicity within the local community.  Well North 
progress reports are presented to each Community Health and Care Partnership Committee 
meeting which allows regular scrutiny of progress against targets and identified risks to 
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achieving the outcomes.  
 
We are currently working on an ambitious long term plan to tackle the key health improvement 
issues in Shetland (Public Health & Health Improvement 10 year Strategy 2012-22) including 
engaging with the hardest to reach groups. Whilst we have been successful in many areas of 
health improvement, there remains a significant proportion of the population who are not 
actively improving their health or engaged with us, including some who are the most 
vulnerable. We will work with our partners using community development and asset based 
approaches to ensure that all members of the Shetland community can maximise their health. 
We aim to try new and innovative ides through this Strategy, using a more structured approach 
to quality improvement  to continually test out, evaluate and refine our activities (using tools 
such as logic modelling and impact assessment).  
 

 



 

 

4. Shetland Grampian Non-clinical Partnership 
Arrangements & Action Plan 
 
In July 2008, Scottish Government Health Directorate asked NHS Grampian, NHS 
Orkney and NHS Shetland to build on their experience of collaborative working in the 
provision of clinical services to extend such arrangements to non clinical services.  
Additional resource was provided to the Island Boards to enter into arrangements 
with partners to strengthen capability and capacity in areas such as human 
resources, finance, governance and planning.  Dedicated time of a senior Grampian 
Manager was identified from November 2008 onwards to facilitate and support the 
development of partnership arrangements for non clinical services. A supporting 
structure and process to agree the detail of the programmes of work was agreed and 
is overseen by a Partnership Steering Group involving the three Board Chief 
Executives.  These Partnership Arrangements do not in any way detract from the 
Partnership Arrangements between the Island NHS Boards and Local Authority 
Partnerships. 
 
Where a service need is identified by an Island Board then in the first instance its 
provision is sought from NHS Grampian.  Should NHS Grampian not be in a position 
to respond, then the Island Board can secure this from elsewhere. Partnership 
agreements developed since 2008 have taken a variety of forms. These have 
included:- 
 

 Ongoing partnership input over an extended period of time such as specialist 
support to Facilities and Estates in Shetland. 

 

 Time limited/one off agreements such as the provision of training courses on 
IOSH, on undertaking impact assessments and assistance with individual 
human resources issues. 

  

 Peer support/Information/systems sharing. The partnership agreement 
process has been instrumental in facilitating the development of peer 
relationships between the Boards.   A number of informal links are now in 
place and there has been considerable sharing of processes, systems and 
documentation for mutual benefit.   

 

 Strengthening governance and inter Board working through facilitated non-
Executive Board Member workshops and individual Boar development. 

   
In 2010 a short questionnaire was undertaken to evaluate the benefits being derived 
from the Partnership Arrangements. All respondents felt that relations between 
Boards had strengthened as a result of the partnership.  
 
Partnership agreements will continue to be developed on an ongoing basis 
throughout the life of this Local Delivery Plan.  Progress is reviewed quarterly.  A 
position statement as at March 2012 is provided below and further information can 
be provided on request. 
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NHS Shetland/NHS Grampian 
 

Estates and Facilities: 3 year agreement in place commencing November 08, 
reduced in value from October 2011. 

Optometric Advice: One Optometric Advisor session per month commencing 
November 2009. 
Chemical Management System: Utilisation of Grampian system 
Payroll Services: Commenced November 2011 
Management of Violence and Aggression: Training provided 
Peer support/Information/systems sharing: Ongoing across all parts of 
organisation. 
 

Supporting Infrastructure 

Islands Co-ordinator resource identified from 1st November 2008 (2 days per month) 
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5. Summary of Main Workforce Issues 
 
1. Skill Mix 
 
NHS Shetland are progressing the implementation of a revised Clinical Strategy in 
order to improve sustainability and resilience of services for the future that reflects 
projected population and anticipated needs.     
Redesign proposals fall into the following programmes: 

 Primary Care which will review access to service; utilisation of the Medical 
workforce; Mental Health services; Pharmacy modernisation; Dementia care 
services; locality based service delivery 

 Integration of Health and Community Care which will include developing a 
model of 24/7 community nursing; supporting self management and re-
ablement; integration of health and social care team including development of 
a generic worker role.   

 Hospital Services – this is wide reaching encompassing a review of most 
hospital based services including  Dental, Patient flow, Discharge planning, 
Hospital at night and out of hours; Laboratory services;  Medical Imaging; 
Theatre utilisation; Reducing avoidable A&E attendances; Preoperative 
Assessment; Physiological Measurements; Audiology    

 Family and Child Health – this will aim to implement a single structure for 
family and child health services  

 Working with Other Partners – this will include a review of current pathways 
for admitted and non admitted patients between NHS Shetland and NHS 
Grampian. 

 
The Clinical Strategy & workforce planning activity will aim to reflect the: 

 Population which is increasingly living within 15 minutes access of Lerwick, 
which has an impact on the demand on services in central and rural locations;   

 Changing demographics of the community and the age profile of the 
workforce;  

 Anticipated change in skill mix of staff required. 
 
Workforce measurement tools will be utilised to support any changes within nursing 
establishments. Tools will be utilised for other staff groups where appropriate. 
Medical workforce – difficulties with recruitment of consultants / GPs has increased 
our reliance on locum cover and increased spend.  Locums attract additional 
commitment for ongoing costs for travel and accommodation due to location.  Board 
accommodation is limited; local properties to rent are in high demand due to demand 
from oil business and tourism, therefore not readily available and attract premium 
rates. 
 
We have continually had medical training post vacancies – which we have worked 
with the deanery on to fill as many as possible.  Late withdrawal from posts offered 
causes pressure to backfill with agency locums at short notice. As a Board we are 
exploring other models to provide acute cover in order provide sustainable services 
within the financial envelope available.   
 

We have had a number of disputes where anticipated skill levels have fallen short for 
both training posts and Locums which has impacted the level of turnover & number 
of locums used.  
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Dental workforce - Recruitment campaigns are in progress, which aim to reduce 
reliance on locums, in order to provide improve sustainability and resilience of 
service and reduce costs.  There have been no national agencies able to fulfil past 
requirements, leading to a reliance on non-national contract agencies where 
previous recruitment campaigns have not delivered desired applicants, and has 
increased locum costs considerably.  
 
A review of administration based support services will be required following the 
implementation of the Clinical Strategy, and planned development of IT systems. 
Options for shared services will be considered across all administrative and support 
services. 
 
 
2. New Service Areas 
 
In line with CEL 46 (2008) facilities services currently being provided by Sodexo will 
transfer in house on 1 April 2012.  This will involve transfer of approximately 80 
additional staff to NHS Shetland, from laundry, portering, catering, and domestic 
disciplines. This will have a knock on effect not only to Support Services but to the 
management structure and supporting back office / administration based functions in 
Finance, Human Resources, Training and Health and Safety.     
 

Programme 4 of the Clinical Strategy, the review of Family and Child Health, may 
lead to the development of a family health facility which may increase current 
services provided by GPsWSI.  

Dental service is currently developing a Dental Strategy - availability of Dental 
premises and resources have historically been an ongoing challenge.  Attracting an 
independent practice will continue to be key to increasing resilience and 
sustainability of local Dental services. 

Following consultation during 2011/12 an additional independent Pharmacy is 
planned to open outside of Lerwick.  This will support redesign of Pharmacy services 
within Shetland  
 

3. Other Issues  
 
The current review of National PIN Guides has taken longer than initial notifications 
anticipated.   In the current climate it is anticipated that the revision should not 
unnecessarily enhance current terms and conditions and should seek to support 
achievement of efficiencies where possible.   
 
Establishing National Contracts for Agency Locums has been beneficial in 
supporting cost savings and this may need to be reviewed again following the 
development of the National Medical Bank which is hoped to support the reduction of 
locum costs further. Ability to source appropriate skills is vital to sustaining service 
levels.   
 
Retrospective PVG applications are anticipated to commence in March 2012.  
Guidance is still outstanding from NHS Scotland in respect of costs and charging 
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mechanism; without this confirmation costs will continue to be met by the Board and 
reclaimed from staff members when / if advised to do so. 
 
 
4.  Workforce Contribution  
 
The workforce have been engaged in the clinical strategy consultations and provided 
the opportunity to participate / contribute views to all major change / redesign 
consultations proposed to reshape services and resources. 
 
Staff continue to provide high quality service and patient care despite national 
uncertainty.      
 
Lean projects have continued to identify efficiencies. 
 
Controls put in place for greater control of vacancy management have been 
continued. Replacement options are carefully considered through a vacancy 
committee in order to understand priority, risk and costs of commitment, prior to 
approval. 
 
Individuals that have been displaced as a result of organisational change have 
participated in the local redeployment procedures in order to secure continued 
employment.  
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6. The Quality Ambitions and the wider outcomes-based 
approach 
 
An outcomes-based approach encourages us all to focus on the difference that we 
make to people using the service, their families, carers, staff and all who work with 
NHSScotland in delivering the vision of world-leading healthcare quality. It is about 
far more than just the inputs or processes over which we have control.  Success is 
about impact and should be judged by tangible improvements in the things that 
matter to the people of Scotland.  Our Health Board has been working in partnership 
across NHSScotland, with Community Planning Partners and with the Scottish 
Government to embed an outcomes-based approach by identifying key priority 
areas.  This has enabled Health Boards to: 
 

i. Align activity to explicitly contribute to the Government‟s over-arching purpose 
of sustainable economic growth through the National Performance framework. 

ii. Better integrate activities with local government, with other Public Bodies, and 
in partnership with the Third and private sectors to address the Government‟s 
Purpose Targets and National Outcomes through Single Outcome 
Agreements (SOAs).   

iii. Focus activity and spend on achieving real and lasting benefits for people and 
as such minimise the time and expense on associated tasks which do not 
support the national outcomes and purpose. 

iv. Create the conditions to release innovation and creativity in delivering better 
outcomes.  

 
In 2008, the Scottish Government introduced a National Performance Framework, 
which set out, for the first time, an ultimate purpose of Government, supported by 7 
high-level targets, and 15 National Outcomes. Of these, 6 are particularly relevant to 
the work of the NHS:-   
 

o We have tackled the significant inequalities in Scottish society 
o Our children have the best start in life and are ready to succeed    
o We have improved the life chances for children, young people and families at 

risk 
o We live longer, healthier lives 
o Our public services are high quality, continually improving, efficient and 

responsive to local people‟s needs 
o We reduce the local and global environmental impact of our consumption and 

production 
 
In 2010, the Healthcare Quality Strategy for NHSScotland set out the overarching 
aim of achieving world-leading quality healthcare services across Scotland, 
underpinned by the 3 Healthcare Quality Ambitions; 
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Healthcare Quality Ambitions 
 
Person-centred - Mutually beneficial partnerships between patients, their families 
and those delivering healthcare services which respect individual needs and values 
and which demonstrate compassion, continuity, clear communication and shared 
decision-making. 
 
Safe - There will be no avoidable injury or harm to people from healthcare they 
receive, and an appropriate, clean and safe environment will be provided for the 
delivery of healthcare services at all times. 
 
Clinically Effective - The most appropriate treatments, interventions, support and 
services will be provided at the right time to everyone who will benefit, and wasteful 
or harmful variation will be eradicated.  
 

 
The Quality Strategy included a commitment to develop a Quality Measurement 
Framework to support our shared vision of healthcare quality. It was proposed that 
progress towards the three Quality Ambitions would be assessed by reference to a 
number of Quality Outcome Measures, and that these measures would be based on 
a combination of patient and staff perspectives, alongside measures of safety and 
effectiveness. These measures would be used to assess direction of travel, and 
would not be set as targets. 
 
As part of the proposal for the Quality Measurement Framework, the Quality Strategy 
made a commitment that the HEAT targets would be aligned to the Quality 
Ambitions. The HEAT targets would therefore reflect the agreed areas for specific 
accelerated improvement each year, contributing to progress towards the Quality 
Ambitions.  
  

Quality Outcome 

Measures

HEAT

Supporting local and national 

quality indicators

Quality Ambitions
Safe Clinically Effective  Person-Centred
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Our Board welcomes the recent discussion of the Quality Alliance Board (QAB) in 
relation to the proposals for the Quality Measurement Framework and for Quality 
Outcome Measures. Our Board is now working on the basis of the following:  
 

 The QAB agreed the need for alignment within the Quality Measurement 
Framework, with HEAT targets demonstrating how they positively support the 
Quality Ambitions 

 

 A small number of high-level Quality Outcomes (probably 5-6) will describe our 
priority objectives in language which is inclusive across NHSScotland and with 
our delivery partners. These will be based on the current provisional set; 

 
o People have a positive experience of healthcare 
o Staff feel supported and engaged 
o Healthcare is safe 
o People are supported to live well at home or in the community with 

access to appropriate treatment when they need it 
o People live longer healthier lives 
o There is no inappropriate variation (further work required to confirm this 

outcome, and related measures) 
 

 A set of Quality Outcome Measures are being established which we will use as 
proxy measures to reflect the Quality Outcomes, and to track progress towards 
achieving our Quality Ambitions. 

 

 As the Quality Outcomes/measures are further developed over the year ahead, 
we will work with SGHD and partners to ensure that the set of HEAT targets are 
aligned with and underpin progress towards our Quality Ambitions. In addition, 
we will work to ensure that all our measurement at local or national level, for 
improvement activity, monitoring or reporting purposes, becomes aligned with the 
Quality Ambitions, as envisaged in Level 3 of the Quality Measurement 
Framework.  

 
Through our Local Delivery Plan, we set out how we will be judged in terms of 
performance on our operational targets, which have been agreed with Government 
and across NHSScotland to support delivery of the outcomes and Quality Ambitions. 
 
In addition, through CPPs, we have worked with Local Authorities and other public 
bodies to agree the priority local outcomes and related indicators.  With our partners, 
we are also developing our outcomes-based approach, individually and together. 
This will require each organisation to be clear about their relative contributions.  
Each organisation will be responsible for ensuring that they have appropriate local 
performance management systems in place to ensure the delivery of their particular 
responsibilities – this local delivery plan is an important aspect of our performance 
management system. 
 
Progress has been made in reviewing the HEAT targets so that they reflect the NHS 
contribution to the National Outcomes, and this process continues each year. In 
addition, we can demonstrate how the HEAT targets positively support the 3 Quality 
Ambitions. 
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The HEAT core set contains a number of nationally set targets, and the national 
pursuit of these across NHS Scotland, backed up with dedicated and focussed 
improvement support from the Government, has been demonstrated to support real 
progress - e.g. significant reductions in inpatient waiting times and reduced 
healthcare associated infections.  Also, in line with the outcomes-based approach of 
agreeing shared outcomes with other public sector delivery partners, HEAT has 
introduced a number of priorities where we set out, in this Local Delivery Plan, our 
local planned levels of performance - e.g. reductions in A&E attendances.  
 
Achievement of HEAT targets will demonstrate progress and contribute towards 
delivery of the Scottish Government‟s national outcomes and the Quality Ambitions 
(see mapping of the 2010/11 targets on to the national outcomes and targets). 
 
We have also made a range of contributions towards the delivery of the local single 
outcome agreement over and above the HEAT targets and these are set out in our 
Local Delivery Plan.  This focuses on our Board‟s contributions to the 4 national 
priority areas: 
 

o Health inequalities 
o Early years 
o Tackling poverty 
o Economic recovery 

 
These areas have been identified as requiring major contributions from a range of 
partners, but are also areas where there is the potential for significant collaborative 
gain.  
 

Participation  
In relation to public involvement and engagement, the Scottish Health Council 
reviewed the NHS Shetland 2010/11 self assessment against the national 
Participation Standard and, based on all the supporting evidence supplied, agreed 
the current levels of performance in relation to Patient Focus, Public Involvement 
and Corporate Governance of Participation.  Key areas, the focus of activity which 
are set out in our PFPI improvement plan are: 
 

 Continuing to build our training and awareness raising programme for staff in 

respect of patient involvement and public engagement – this has included a 

refresh of our training programme, the development of a resource toolkit and a 

learning event supported by the SHC; 

 Refreshing our PFPI Strategy which was completed in March 2011; 

 Continuing to support and develop our engagement and communication 

arrangements through our Public Participation Forum (PPF) including looking at 

how to build on social media opportunities and systems such as Patient Opinion; 

 Working with Board members to explore opportunities for learning and 

development in relation to public engagement and utilising patient experiences as 

part of Board discussions on quality and safety; 

 Supporting lay representative involvement through orientation, briefings and 

inclusion in service reviews such as meal tasting, nutritional audits and pre-

meeting sessions. 
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eHealth 
The NHS Shetland Senior Management Team is committed to delivering a 
transforming clinical strategy to ensure that its services are appropriate and effective 
in addressing local health needs. The eHealth programme is a key element in the 
delivery of this strategy and to alignment with the eHealth Strategy 2011-2017.  The 
eHealth programme for NHS Shetland will provide both tools and measures for NHS 
Shetland to deliver its clinical strategy in line with The Healthcare Quality Strategy for 
NHSScotland as the overarching strategic context for the direction, development and 
delivery of all healthcare services, fulfilled in Shetland through the implementation of 
the clinical strategy that is currently the focus of several major strands of work, 
intended to ensure that NHS Shetland can meet the health needs of the population 
effectively over the coming years. 
 
The eHealth Plan has been signed off by the Strategy and Redesign Committee, 
which is a subcommittee of the Board of NHS Shetland and its operational 
implementation is led by the e-health Steering group and overseen by the 
Information Support Group. 
 
The main components of the eHealth plan are designed to underpin both the five 
national strategic aims, and the five strands of the local clinical strategy 
implementation. The priority for both of these areas is to use technology in the most 
cost-effective way to support bringing the delivery of care closer to the patient, closer 
collaboration with key partners and improved patient safety.  
Over the next five years, the various eHealth projects will deliver a robust and 
flexible community-wide infrastructure that will enable clinicians to have secure 
access to all the information they need. 
The NHS Shetland clinical strategy encompasses the following key themes, as 
related to the eHealth strategy: 
 

 Tele-health to support management of patients across primary care, secondary 

care and tertiary care e.g. telemedicine room. (Tele-health is an umbrella term 

that is incorporated under e-health) 

 Technology to support remote monitoring such as patient tracker 

 Technology to support shared health and care records and general information 

sharing in health and social care i.e. to support integration with the move towards 

integration of health and social care 

 Improving the wireless infrastructure in hospital buildings, health centres and care 

homes 

 Communication and shared technology between partner organisations e.g. SAS, 

NHS 24, NHS Grampian. 

 Access to clinical portals for clinicians and patients (enabling choice and self 

management) 

 Explore how we can introduce intelligent systems for 'choose and book' for 

primary care and secondary clinicians 

 Technology to support the monitoring of the quality of care (e.g. Internal and 

external scrutiny) using hand held devices e.g. Cleaning audits, CQIs, maternity 

indicators, productive series, RTC etc 
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 Identifying ways of using partnership funding to get access to shared systems 

such as NHS Grampian  

Developments will be managed within the financial envelope provided by the national 

ehealth allocations and the three to five year plan for Shetland 



 

 

 

 

HEAT TARGETS 
CONTRIBUTING TOWARD 
SCOTTISH GOVERNMENT’S 
NATIONAL OUTCOMES 

We have tackled 

the significant 

inequalities in 

Scottish society 

Our children have 

the best start in 

life and are ready 

to succeed   AND   

We have improved 

the life chances for 

children, young 

people and 

families at risk 

We live longer, 

healthier lives 

Our public 

services are high 

quality, continually 

improving, 

efficient and 

responsive to local 

people’s needs 

We reduce the 

local and global 

environmental 

impact of our 

consumption and 

production 

We have strong, 

resilient and 

supportive 

communities 

where people take 

responsibility for 

their own actions 

and how they 

affect others. 

Alcohol brief interventions              

Targeted Health Checks             

Suicide reduction              

Child healthy weight interventions              

SIMD Smoking cessation              

SIMD Child Fluoride Varnishing              

Financial balance             

Efficiency savings              

Carbon Emissions & Energy Consumption             

 62-day & 31-day Cancer Waiting Times               

18 weeks referral to treatment             

Drug & Alcohol misuse treatment             

Faster access to mental health services              

Emergency bed days for over 75s             

Stroke services              

Healthcare associated Infection             

Reduce A&E attendances             

 
 

 

       

  clear line of sight in supporting short term  

 indirect or longer term contribution  
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Healthcare Quality Ambitions 

 

Person-centred - Mutually beneficial partnerships between patients, their families and those delivering healthcare services which respect individual needs and 

values and which demonstrate compassion, continuity, clear communication and shared decision-making. 

 

Safe - There will be no avoidable injury or harm to people from healthcare they receive, and an appropriate, clean and safe environment will be provided for the 

delivery of healthcare services at all times. 

 

Clinically Effective - The most appropriate treatments, interventions, support and services will be provided at the right time to everyone who will benefit, and 

wasteful or harmful variation will be eradicated. 

 HEAT TARGETS 
CONTRIBUTING TOWARD 
SCOTTISH GOVERNMENT’S 
NHS QUALITY AMBITIONS 

People live 

longer 

healthier lives 

People 

supported to 

live at home / 

community 

with access to 

treatment 

Healthcare is 

safe 

People have a 

positive 

experience of 

healthcare 

Staff feel 

supported 

and engaged 

There is no 

inappropriate 

variation 

Alcohol brief interventions              

Targeted Health Checks             

Suicide reduction              

Child healthy weight interventions              

SIMD Smoking cessation              

SIMD Child Fluoride Varnishing              

Financial balance             

Efficiency savings              

Carbon Emissions & Energy Consumption             

 62-day & 31-day Cancer Waiting Times               

18 weeks referral to treatment             

Drug & Alcohol misuse treatment             

Faster access to mental health services              

Emergency bed days for over 75s             

Stroke services              

Healthcare associated Infection             

Reduce A&E attendances             

 



2011-12 

Line no

                 

Total    

£000s

Rec      

£000s

Non-Rec 

£000s TOTAL

Rec      

£000s

Non-Rec 

£000s TOTAL

Rec      

£000s

Non-Rec 

£000s TOTAL

Rec      

£000s

Non-Rec 

£000s TOTAL

Rec      

£000s

Non-Rec 

£000s TOTAL
Total Expenditure

1.01 23,945 Clinical Service - Pay 23,825 522 24,347 24,008 720 24,728 24,200 1,122 25,322 24,820 1,150 25,970 25,454 1,180 26,634
1.02 23,304 Clinical Service - Non-Pay 23,187 548 23,735 23,468 741 24,209 23,757 1,093 24,850 24,365 1,122 25,487 24,989 1,150 26,139
1.03 1,519 Non-Clinical Service - Pay 1,830 1,830 1,852 1,852 1,874 1,874 1,923 1,923 1,972 1,972
1.04 3,781 Non-Clinical Service - Non-Pay 4,555 4,555 4,610 4,610 4,668 4,668 4,785 4,785 4,909 4,909
1.05 n/a Outgoing funds - Health & Social Care Integration 0 0 0 0 0
1.06 52,549 Total Gross Expenditure 53,397 1,070 54,467 53,938 1,461 55,399 54,499 2,215 56,714 55,893 2,272 58,165 57,324 2,330 59,654

Less
1.07 Operating Income 1,631 1,631 1,676 1,676 1,719 1,719 1,763 1,763 1,808 1,808
1.08 n/a Incoming funds - Health & Social Care Integration 0 0 0 0 0
1.09 0 Total Gross Income 1,631 0 1,631 1,676 0 1,676 1,719 0 1,719 1,763 0 1,763 1,808 0 1,808
1.10 52,549 Total Expenditure 51,766 1,070 52,836 52,262 1,461 53,723 52,780 2,215 54,995 54,130 2,272 56,402 55,516 2,330 57,846

Non-Core RRL Expenditure
1.11 1,200 Capital Grants n/a 0 0 n/a 0 0 n/a 0 0 n/a 0 0 n/a 0 0
1.12 1,295 Depreciation / Amortisation n/a 1,331 1,331 n/a 1,368 1,368 n/a 1,403 1,403 n/a 1,439 1,439 n/a 1,475 1,475
1.13 255 AME - Impairments n/a 610 610 n/a 627 627 n/a 643 643 n/a 659 659 n/a 676 676
1.14 260 AME - Creation of Provisions n/a 260 260 n/a 267 267 n/a 274 274 n/a 281 281 n/a 288 288
1.15 36 AME - Donated Assets Depreciation n/a 35 35 n/a 36 36 n/a 37 37 n/a 38 38 n/a 39 39
1.16 IFRS PFI Expenditure n/a 0 n/a 0 n/a 0 n/a 0 n/a 0
1.17 3,046 Total Non-Core RRL Expenditure n/a 2,236 2,236 n/a 2,297 2,297 n/a 2,356 2,356 n/a 2,417 2,417 n/a 2,478 2,478

1.18 4,409 FHS Non Discretionary Net Expenditure 4,833 4,833 4,966 4,966 5,093 5,093 5,223 5,223 5,357 5,357

Core RRL Expenditure
1.19 45,094 Core Revenue Resource Outturn 46,933  (1,166) 45,767 47,296  (836) 46,460 47,687  (141) 47,546 48,907  (145) 48,762 50,159  (148) 50,010
1.20 45,544 Core Revenue Resource Limit (RRL) (line 1.30) 45,451 316 45,767 46,703  (243) 46,459 47,898  (352) 47,546 49,123  (361) 48,762 50,381  (370) 50,011

1.21 450 Saving / (Excess) against Core RRL  (1,482) 1,482 0  (594) 593  (0) 211  (211)  (0) 216  (216) 0 222  (222) 0

Line 

no

Rec         

£000s

Non-Rec 

£000s TOTAL

Rec         

£000s

Non-Rec 

£000s TOTAL

Rec         

£000s

Non-Rec 

£000s TOTAL

Rec         

£000s

Non-Rec 

£000s TOTAL

Rec         

£000s

Non-Rec 

£000s TOTAL

1.22 Baseline allocation 37,612 n/a 37,612 38,648 n/a 38,648 39,637 n/a 39,637 40,651 n/a 40,651 41,692 n/a 41,692
1.23 Anticipated allocations - recurring (line 5.99) 0 n/a 0 0 n/a 0 0 n/a 0 0 n/a 0 0 n/a 0

1.24 Updated baseline 37,612 n/a 37,612 38,648 n/a 38,648 39,637 n/a 39,637 40,651 n/a 40,651 41,692 n/a 41,692

1.25 Carry forward n/a 450 450 n/a 0 0 n/a 0 0 n/a 0 0 n/a 0 0
1.26 Transfer of depreciation / amortisation (line 1.12) n/a  (1,331)  (1,331) n/a  (1,368)  (1,368) n/a  (1,403)  (1,403) n/a  (1,439)  (1,439) n/a  (1,475)  (1,475) 
1.27 Revenue transferred to capital n/a 0 0 n/a 0 0 n/a 0 0 n/a 0 0 n/a 0 0
1.28 Anticipated allocations - earmarked / non-rec (line 5.99) 7,839 1,197 9,036 8,055 1,124 9,179 8,261 1,051 9,311 8,472 1,078 9,550 8,689 1,105 9,794
1.29 Sub-total 7,839 316 8,155 8,055  (243) 7,811 8,261  (352) 7,909 8,472  (361) 8,111 8,689  (370) 8,319

1.30 Core Revenue Resource Limit (RRL) 45,451 316 45,767 46,703  (243) 46,459 47,898  (352) 47,546 49,123  (361) 48,762 50,381  (370) 50,011

main contact name version number v3
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Recurring and Non-Recurring Core Revenue Resource Limit Projection
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NHS SHETLAND

Revenue Outturn Statement

2012-13 2013-14 2014-15 2015-16 2016-17
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no

Rec       

£000s

Non-Rec   

£000s

Total   

£000s

High 

% Med % Low %

Rec        

£000s

Non-Rec   

£000s

Total   

£000s

High 

% Med % Low %

Rec       

£000s

Non-Rec   

£000s

Total   

£000s

High 

% Med % Low %

Rec       

£000s

Non-Rec   

£000s

Total   

£000s

High 

% Med % Low %

Rec       

£000s

Non-Rec   

£000s

Total   

£000s

High 

% Med % Low %

Efficiency & Productivity Workstreams

2.01 Clinical Productivity 1,108 1,108 45% 34% 21% 1,047 1,047 100% 962 962 100% 658 658 100% 682 682 100%

2.02 Workforce 457 457 7% 82% 11% 24 24 100% 22 22 100% 15 15 100% 15 15 100%

2.03 Drugs and Prescribing 320 320 100% 0 0 100% 0 0 100% 0 0 100% 0 0 100%

2.04 Procurement 40 40 75% 25% 5 5 100% 5 5 100% 3 3 100% 4 4 100%

2.05 Support Services 208 208 70% 30% 194 194 100% 178 178 100% 122 122 100% 126 126 100%

2.06 Estates and Facilities 270 270 96% 4% 177 177 100% 162 162 100% 111 111 100% 115 115 100%

2.07 Unidentified Savings 63 63 100% 0% 53 53 100% 50 50 100% 33 33 100% 35 35 100%

2.08 Total In-Year Efficiency Savings 2,466 0 2,466 594 1,186 686 1,500 0 1,500 0 0 1,500 1,379 0 1,379 0 0 1,379 942 0 942 0 0 942 977 0 977 0 0 977

2.09

Other Local Savings Schemes (excluding 

efficient government schemes) 0 100% 0 100% 0 100% 0 100% 0 100%

2.10 Total Other Local Savings Schemes 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0

2.11 Total Savings 2,466 0 2,466 594 1,186 686 1,500 0 1,500 0 0 1,500 1,379 0 1,379 0 0 1,379 942 0 942 0 0 942 977 0 977 0 0 977

Risk rating Risk rating

NHS SHETLAND

Efficiency and Other Savings

2015-16 2016-17 Risk rating

Saving Scheme Details
2012-13 2013-14 2014-15Risk rating Risk rating

Form 2 - Savings



Saving / (Excess) against Core RRL Savings

as at the end of £000s

Cumulative savings as 

at the end of

3.01 Jun-12  (411) Jun-12 206 206

3.02 Jul-12  (411) Jul-12 412 412

3.03 Aug-12  (411) Aug-12 618 618

3.04 Sep-12  (411) Sep-12 824 824

3.05 Oct-12  (411) Oct-12 1,030 1,030

3.06 Nov-12  (411) Nov-12 1,236 1,236

3.07 Dec-12  (411) Dec-12 1,442 1,442

3.08 Jan-13  (411) Jan-13 1,648 1,648

3.09 Feb-13  (411) Feb-13 1,854 1,854

3.10 Mar-13 0 Mar-13 2,466 0 2,466

NHS SHETLAND
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Line 

no 2011-12 Assumptions - uplift (%) 2012-13 2013-14 2014-15 2015-16 2016-17

4.01 1.00% Resources 1.00% 2.80% 2.60% 2.60% 2.60%

4.02 1.14% Pay 1.37% 2.17% 2.17% 3.50% 3.50%

4.03 1.00% Prices 1.50% 1.50% 1.30% 1.30% 1.30%

4.04 4.29% GP prescribing 5.60% 5.10% 4.90% 6.00% 6.00%

4.05 5.39% Hospital drugs 8.20% 6.80% 7.40% 6.00% 6.00%

4.06 0.00% Other FHS uplift 2.50% 2.80% 2.60% 2.60% 2.60%

H
M

Risk rating 

(please select 

from drop-

down) L

4.07 H

4.08 H

4.09 H

4.10 M

4.11 M

4.12 M

4.13 M

4.14 H

4.15 M

4.16 M

4.17 M

4.18 M

4.19 M

4.20 M

4.21

4.22

4.23

4.24

4.25

4.26

4.27

4.28

NHS SHETLAND

Financial Planning Assumptions

Risk Assessment

Key Assumptions / Risks Impact / £

The extent of recurring savings required in 2012/13; 2013/14 & 2014/15 in order to secure recurring balance is material and significant.  

With limited opportunity for economies of scale in a small Board this magnitude of savings will carry inherent service and financial risk

High risk savings - £594k of identified savings are classed as high risk and a further £1.186m is classed as medium risk to delviery Work 

is ongoing to reduce this risk.

Statutory compliance issues in the estate - the Board's notified Capital Resource Limit is currently £975k.  This maybe insufficient to 

address statutory compliance issues identified.  The Board will work closely with SGHD to manage the risks involved.  If the capital 

allocation is insufficient to cover these risks then there is a possible impact onto revenue.

£5.34m savings over three financial years

£63k

£1.78m

£700k

Unidentified savings - £63k of recurring savings are not currently identified.  If these are not met it will result in an increase to the 

underlying deficit.  However non-recurring savings will be sought to cover any recurring shortfall to ensure in year balance in 2012/13

Grampian SLA - it is known that Grampian are pushing to revisit the costing methodology for charging for services and have indicated 

thay are expecting a significant increase in costs apportioned to Shetland.  This risk is currently unquantified.  Given the relianace on 

NHS Grampian for a wide range of services this is now a very high risk to NHS Shetland however due to information issues and review 

of national costing this will not occurr to 2013-14 by which time clinical strategy assumes there will be changes in clinical pathways that 

will also impact on this.

Blood products - it is understood that the methodology for recharging haemophilia blood products may change over the next 2/3 years.  

The risk is not yet quantified as the usage changes over time, but on the current levels of usage would be around £100k

Salaried dentists - it is possible that SGHD may change the funding of salaried dentist to CDS rather than GDS spend.  It has been 

assumed that this is funded by an equivalent transfer from non discretionary to cash limited.

Delivering the savings programme - in the light of a requirement to reduce limited management resources will be a real challenge.

£200k

£500k

Decontamination compliance issues in the estate - the Board's notified Capital Resource Limit maybe insufficient to address the 

statutory compliance issues identified.  The Board will work closely with SGHD to manage the risks involved.  If the capital allocation is 

insufficient to cover these risks then there is a possible impact onto revenue.

Dental business case - there is a clear need for additional dental chairs in Shetland to address the backlog of registrations.  A robust 

business case has been approved by the Board but no traditional capital funding will be available for this.  The Board is exploring the 

possibility of a revenue solution via hubCo, but it is too early to judge whether this will be successful or not.

In-year allocations - it is not yet clear if these will be significantly different from previous years.  It has been assumed that earmarked 

recurring allocations will be broadly similar to previous years except where we have been explicitly advised otherwise.

SLA value is currently just under £5m

£100k

£440k

Cost pressure of over £250k into 2012/13 a material increaseECR's - as a small Board there is limited flexibility to respond to generally individual high cost ECRs and these could impact on the in 

year position of the Board

Drug costs - both GP prescribing and acute drug costs are volitile and in year movemnets could impact on the projections made by the 

Board and longer term could result in additional recurring savings being required

Distant Island Allowance - NHS Shetland is currently funded at a level of £440k per annum to help cover costs of of DIA of not far short 

of £1m.  It is understood that TAGRA are examining the future funding arragements for DIA.  The plans assume that no less funding than 

the current £440k will continue to be made available through the RRL.  Any change in this assumption will lelad to a detriment imapct on 

recurring balance and service.

Drug budget is over £4m

Form 4 - Risks & Assumptions



Line 

no

Directorate (please select from 

drop-down) SG Contact Name

Recurring 

£000s

Earmarked 

£000s

Non-Rec 

£000s TOTAL

Recurring 

£000s

Earmarked 

£000s

Non-Rec 

£000s TOTAL

Recurring 

£000s

Earmarked 

£000s

Non-Rec 

£000s TOTAL

Recurring 

£000s

Earmarked 

£000s

Non-Rec 

£000s TOTAL

Recurring 

£000s

Earmarked 

£000s

Non-Rec 

£000s TOTAL

5.01 Brokerage Repayments Health Finance & Information Robert Peterson 0 0 0 0 0

5.02 eHealth Bundle Health Finance & Information Lesly Donovan 324 324 0 333 333 341 341 350 350 359 359

5.03 Effective Prevention Bundle Health & Healthcare Improvement Mark O'Donnell 235 20 255 241 21 262 248 21 269 254 22 276 260 22 283

5.04 Dental Services Bundle Health & Social Care Integration Tom Ferris 179 179 184 184 189 189 193 193 198 198

5.05 Mental Health Bundle Health & Social Care Integration Geoff Huggins 169 169 174 174 178 178 183 183 187 187

5.06 Practice Education Facilitators CNO, Patients, Public & Health Professions 0 0 0 0 0

5.07 HAI - National MRSA Screening Programme CNO, Patients, Public & Health Professions 57 57 59 59 60 60 62 62 63 63

5.08 HAI Funding CNO, Patients, Public & Health Professions 20 44 64 21 45 66 21 46 67 22 48 69 22 49 71

5.09 MSK Rollout CNO, Patients, Public & Health Professions 0 0 0 0 0

5.10 HNC Continuing Students CNO, Patients, Public & Health Professions 0 0 0 0 0

5.11 HNC Nursing Students CNO, Patients, Public & Health Professions 0 0 0 0 0

5.12 One Year Job Guarantee CNO, Patients, Public & Health Professions 0 0 0 0 0

5.13 Open University Payments CNO, Patients, Public & Health Professions 20 20 21 21 21 21 22 22 22 22

5.14 Alcohol Funding CMO, Public Health & Sport 0 0 0 0 0

5.15 Drug Treatment Funding CMO, Public Health & Sport 85 85 87 87 90 90 92 92 94 94

5.16 Equally Well Test Sites CMO, Public Health & Sport 0 0 0 0 0

5.17 Funding to Support Alcohol and Drug Partnerships CMO, Public Health & Sport 85 85 87 87 90 90 92 92 94 94

5.18 Keep Well / Well North CMO, Public Health & Sport 96 96 99 99 101 101 104 104 106 106

5.19 Research Support and UKCRC Budget CMO, Public Health & Sport 0 0 0 0 0

5.20 CYP Specialist Services National Delivery Plan (NDP) Children & Families 0 0 0 0 0

5.21 Refreshed Framework for Maternity Care ImplementationChildren & Families 5 5 5 5 5 5 5 5 6 6

5.22 Diabetes Health & Healthcare Improvement 0 0 0 0 0

5.23 Genetic Services Review Health & Healthcare Improvement 0 0 0 0 0

5.24 Wheelchair and Seating Services (WSS) Modernisation Health & Healthcare Improvement 0 0 0 0 0

5.25 Positron Emission Tomography (PET) SCAN Health & Healthcare Improvement 0 0 0 0 0

5.26 Clinical academic staff Health & Social Care Integration 0 0 0 0 0

5.27 Integrated Resource Framework (IRF) Health & Social Care Integration 0 0 0 0 0

5.28 Learning Disability Health Inequalities Change ProgrammeHealth & Social Care Integration 0 0 0 0 0

5.29 NHS Carer Information Strategies Health & Social Care Integration 0 0 0 0 0

5.30 Primary Medical Services Health & Social Care Integration 3,640 3,640 3,740 3,740 3,836 3,836 3,934 3,934 4,035 4,035

5.31 Scottish Dental Access Initiative (SDAI) Health & Social Care Integration 0 0 0 0 0

5.32 Scottish Enhanced Services Programme (SESP) Health & Social Care Integration 53 53 54 54 56 56 57 57 59 59

5.33 Stracathro Regional Treatment Centre Health & Social Care Integration 0 0 0 0 0

5.34 Distant Islands Allowance Health Finance & Information 440 440 452 452 464 464 476 476 488 488

5.35 Highland and Islands Travel Scheme Health Finance & Information 2,400 2,400 2,466 2,466 2,529 2,529 2,594 2,594 2,660 2,660

5.36 Island Boards - Partnership Working Health Finance & Information 250 250 257 257 263 263 270 270 277 277

5.37 Golden Jubilee activity - 90% marginal costs Health Finance & Information 0 0 0 0 0

5.38 18 Weeks allocations Health Workforce & Performance 0 0 0 0 0

5.39 Distinction Awards for NHS Consultants Health Workforce & Performance 0 0 0 0 0

5.40 LTCC NHS Boards Health Workforce & Performance 0 0 0 0 0

5.41 Waiting Times - AST allocation Health Workforce & Performance 0 0 0 0 0 0

5.42 Early Detection of Cancer Health Workforce & Performance 0 0 0 0 0

5.43 Supporting Delivery of Local Quality & Efficiency Health Workforce & Performance 0 0 0 0 0

5.44 Reshaping the Medical Workforce Health Workforce & Performance 0 0 0 0 0

5.45 NDC Top Sliced Contributions Health Finance & Information Alan Morrison  (50)  (50)  (51)  (51)  (53)  (53)  (54)  (54)  (55)  (55) 

5.46 NSD Risk Share Health Finance & Information Alan Morrison  (168)  (168)  (173)  (173)  (177)  (177)  (182)  (182)  (186)  (186) 

5.47 HFS Subscriptions Health Finance & Information Alan Morrison  (2)  (2)  (2)  (2)  (2)  (2)  (2)  (2)  (2)  (2) 

5.48 QMAS Health Finance & Information Alan Morrison  (2)  (2)  (2)  (2)  (2)  (2)  (2)  (2)  (2)  (2) 

5.49 PMSPS Health Finance & Information Alan Morrison  (3)  (3)  (3)  (3)  (3)  (3)  (3)  (3)  (3)  (3) 

5.50 PRISMS Health Finance & Information Alan Morrison  (5)  (5)  (5)  (5)  (5)  (5)  (5)  (5)  (6)  (6) 

5.51 Enzyme replacement / orphan drugs Health Finance & Information Alan Morrison 0 0 0 0 0 0 0

5.52 HFS Equipping & Technical Health Finance & Information Alan Morrison  (5)  (5)  (5)  (5)  (5)  (5)  (5)  (5)  (6)  (6) 

5.53 Assumed parity uplift to funding (NRAC) Health Finance & Information Alan Morrison 0 0 0 0 0

Please list further anticpated allocations and their associated Directorate not included in the list above

5.54 Alcohol Misuse & NHS Board Prisoner Healthcare CMO, Public Health & Sport 434 434 446 446 457 457 469 469 481 481

5.55 Balance due for the 11/12 DES  (6)  (6)  (6)  (6)  (6)  (6)  (6)  (6)  (7)  (7) 

5.56 Additional Funding Primary Care 200 200 100 100 0 0 0 0 0 0

5.57 Carer Information Strategies 38 38 39 39 40 40 41 41 42 42

5.58 Access Support 15 15 15 15 16 16 16 16 17 17

5.59 AST - Cancer WT Patient Pathway 7 7 7 7 7 7 8 8 8 8

5.60 HEAT A&E Target Funding 20 20 21 21 21 21 22 22 22 22

5.61 Community Pharmacy Practitioner Champions 5 5 5 5 5 5 5 5 6 6

5.62 Healthcare Support Workers CEL23(2010) 2 2 2 2 2 2 2 2 2 2

5.63 Community Pharmacy Pre Reg Training  (6)  (6)  (6)  (6)  (6)  (6)  (6)  (6)  (7)  (7) 

5.64 PET Scanner Adj  (19)  (19)  (20)  (20)  (20)  (20)  (21)  (21)  (21)  (21) 

5.65 Funding to Support Framework for Developing Boards 9 9 9 9 9 9 10 10 10 10

5.66 Brought Forward Slippage from 11/12 450 450 462 462 474 474 486 486 499 499

5.67 0 0 0 0 0

5.68 0 0 0 0 0

5.69 0 0 0 0 0

5.70 0 0 0 0 0

5.71 0 0 0 0 0

5.72 0 0 0 0 0

5.73 0 0 0 0 0

5.74 0 0 0 0 0

5.75 0 0 0 0 0

5.76 0 0 0 0 0

5.77 0 0 0 0 0

5.78 0 0 0 0 0

5.79 0 0 0 0 0

5.80 0 0 0 0 0

5.81 0 0 0 0 0

5.82 0 0 0 0 0

5.83 0 0 0 0 0

5.84 0 0 0 0 0

5.85 0 0 0 0 0

5.86 0 0 0 0 0

5.87 0 0 0 0 0

5.88 0 0 0 0 0

5.89 0 0 0 0 0

5.90 0 0 0 0 0

5.91 0 0 0 0 0

5.92 0 0 0 0 0

5.93 0 0 0 0 0

5.94 0 0 0 0 0

5.95 0 0 0 0 0

5.96 0 0 0 0 0

5.97 0 0 0 0 0

5.98 0 0 0 0 0

5.99 Total Anticipated Allocations 0 7,839 1,197 9,036 0 8,055 1,124 9,179 0 8,261 1,051 9,311 0 8,472 1,078 9,550 0 8,689 1,105 9,794

NHS SHETLAND

Revenue Resource Limit - Anticipated Allocations

Anticipated Allocations

2012-13 2013-14 2014-15 2015-16 2016-17



Line 

No
2011-12   

£000s

2012-13    

£000s

2013-14    

£000s

2014-15   

£000s

2015-16   

£000s

2016-17  

£000s

Capital Expenditure

Property 
6.001 346 Statutory compliance and backlog maintenance property expenditure 610 690 610 610 610

6.002 Radiotherapy equipment construction works

6.003 Enabling works for stand alone NPD projects

6.004 Enabling works for hub initiative projects

6.005 PFI reversionary interest for projects signed prior to 1 April 2009

6.006 Scalloway Health Centre 250 1,850

6.007 Estates Capital Projects 125 160 210 250 250

6.008

6.009

6.010

6.011

6.012

6.013

6.014

6.015

6.016

6.017

6.018

6.019

6.020

6.021 Other

6.022 346 Total Property Expenditure 985 2,700 820 860 860

Equipment 

Medical Equipment

6.023 Equipping costs of revenue financed projects

6.024 40 Imaging (CT / Ultrasound / MRI / Gamma Cameras)

6.025 Other X ray (Angio / Dental / Fluoroscopy / General X Ray)

6.026 Radiotherapy  

6.027 PET Replacement Programme

6.028 IV systems (Syringe and Volumetric Pumps)

6.029 173 Other medical equipment eg defibrilators, dialysis machines, endoscopes 120 120 120 120 120

6.030 213 Sub-total - Medical Equipment 120 120 120 120 120

Vehicles

6.031 Emergency vehicles

6.032 Patient Transport Service (PTS)

6.033 Support services vehicles

6.034 Other vehicles

6.035 0 Sub-total - Vehicles 0 0 0 0 0

Other Equipment

6.036 Plant and machinery

6.037 Other

6.038 0 Sub-total - Other Equipment 0 0 0 0 0

6.039 213 Total Equipment Expenditure 120 120 120 120 120

IM&T Projects

6.040 123 e-Health projects 120 120 120 120 120

6.041

6.042

6.043

6.044

6.045

6.046

6.047

6.048

6.049

6.050

6.051

6.052 Other

6.053 123 Total IM&T Expenditure 120 120 120 120 120

Other Capital Expenditure

6.054 Intangible assets

6.055 Donated assets additions

6.056 Other

6.057 0 Total Other Expenditure 0 0 0 0 0

6.058 682 Total Gross Direct Capital Expenditure 1,225 2,940 1,060 1,100 1,100

Capital Receipts Applied
6.059 0 Donations (line 6.055) 0 0 0 0 0
6.060 Other capital grants received 
6.061 Capital receipts applied locally
6.062 (52) Other  (80)

6.063 (52) Total Capital Receipts Applied (80) 0 0 0 0

6.064 630 Total Net Direct Capital Expenditure (line 6.058 plus line 6.063) 1,145 2,940 1,060 1,100 1,100

Indirect Capital Expenditure
6.065 1,200 Capital Grants (line 6.103) 0 0 0 0 0
6.066
6.067
6.068

6.069 1,200 Total Indirect Capital Expenditure 0 0 0 0 0

6.070 1,830 Total Net Capital Expenditure (line 6.064 plus line 6.069) 1,145 2,940 1,060 1,100 1,100

Capital Resource Limit (CRL)

6.071 200 SGHSCD formula allocation 325 360 410 450 450

6.072 1,200 Project specific funding 250 1,850

6.073 Radiotherapy funding

6.074 Hub enabling funding

6.075 430 Other Centrally Provided Capital Funding 650 650 650 650 650

6.076 Revenue to capital transfers (line 1.27) 0 0 0 0 0

6.077 1,830 Total Capital Resource Limit 1,225 2,860 1,060 1,100 1,100

6.078 0 Saving / (Excess) against CRL 80 (80) 0 0 0

NHS SHETLAND

Infrastructure Investment Programme

Form 6 - Infrastructure



Revenue Finance - NPD / hub Asset Additions

6.079

6.080

6.081

6.082

6.083

6.084

6.085

6.086 0 Total Revenue Finance - NPD / hub Asset Additions 0 0 0 0 0

Payments

6.087 Existing PPP unitary charges

6.088 Proposed PPP unitary charges

6.089 Proposed hub initiative unitary payments

6.090 Finance leases

6.091 Operating leases

6.092 0 Total 0 0 0 0 0

Capital Grants

6.093 1,200 Shetland Islands Council Joint Therapies Unit

6.094

6.095

6.096

6.097

6.098

6.099

6.100

6.101

6.102

6.103 1,200 Total 0 0 0 0 0

Capital Receipts Returned to SGHSCD

6.104

6.105

6.106

6.107

6.108

6.109

6.110

6.111

6.112 0 Total 0 0 0 0 0

External Funding Commitments

Memorandum

Revenue Finance - NPD / hub Asset Additions

Form 6 - Infrastructure
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Board Paper 2011/10 
 

SHETLAND NHS BOARD 
 
 

CLINICAL STRATEGY 
 
 
Purpose of Paper 
 
To bring to the Board a strategy that describes a direction of travel for 
clinical service delivery for the next 3 years. 
 
Background 
 
In April 2005 NHS Shetland developed its 20:20 Vision to determine the 
optimal shape of sustainable health and care services for Shetland for 
the next 15 to 20 years.  
 
Since then service planning has followed the direction described, but it 
seemed appropriate now with fresh challenges appearing to agree on a 
framework for developing a clinical strategy to take forward the next 3 
years of the Board’s 20:20 Vision.  
 
Therefore, in October 2009, the Board agreed the process and 
framework for the development of a Clinical Strategy for NHS Shetland.  
 
The public of Shetland have been engaged throughout the process of the 
development of the Clinical Strategy.  Residents have been involved in 
the following ways: 
 

 Shaping the content of the original presentation for the Phase 1 
meetings 

 Influencing the format of the Phase 2 engagement meetings 
 Editing the advert used to publicise Phase 2 public meetings 
 Attending meetings and contributing their views and comments, 

and also doing this via e-mail and in writing when unable to attend 
meetings 

 
Development of the Clinical Strategy 
 
The strategy was developed in 2 distinct phases.  The first was to gather 
views about services; what was important to people for healthcare; and 
what they thought could and should change. 
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The development of the Clinical Strategy started with “a blank sheet of 
paper”.  We went out with a presentation that invited people to give 
comments and views with no constraints on what could be commented 
on. 
 
With the kind agreement of the Delting Community Council we tested a 
draft presentation that gave an overview of service provision; the 20:20 
Vision context; and the challenges facing Shetland including 
demographic changes.  
 
From the comments about the presentation at the Community Council 
meeting we altered the material - such as changing how we displayed 
the changing demographics in Shetland over time.  
 
Phase 1 of the engagement process with staff, public and partner 
agencies ran from July to September 2010.  An Engagement Plan was 
drawn up comprising of a series of meetings with professional groups 
and committees, staff groups, Community Councils, public sector and 
other health board partners and open public meetings.  This led to 
around 50 individual meetings where the Clinical Strategy was discussed 
in detail.  
 
At all meetings the suggestions, comments and views were recorded. 
Out of the 50 meetings, 25 of these were open public, Community 
Council or open staff meetings.  A total of 246 people participated in 
these meetings 
 
This provided the basis for the formulation of potential service options for 
the future.  These options were created by clinical teams.  A dedicated 
development day was held for clinical teams to present and test 
proposals, and to ensure the proposals met the criteria of safe, effective, 
person centered and sustainable.  These proposals were then taken out 
in Phase 2 to ensure that those proposals accurately reflected the views 
and comments given in Phase 1.  
 
Feedback from Phase 1 indicated that people preferred a conversation 
rather than being spoken to from the front of a room with the presenter 
using power point.  This helped to shape the way in which we planned 
the engagement process in Phase 2, and we provided much more 
background information in booklet style, and created a meaningful 
presentation designed to be conversational and delivered by a presenter 
being part of a group.  
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The Association of Community Councils annual meeting was attended, 
with the specific aim of how we could engage more meaningfully with 
residents in Phase 2, and how best to increase the rate of attendance at 
each meeting.  From comments gained at this meeting and views given 
during Phase 1, the engagement plan for Phase 2 was developed, with 
more information being given in the advertising of the public meetings.   
The location of the public meetings was also determined following 
dialogue with the Association of Community Councils at their annual 
meeting.  
 
Phase 2 of the Clinical Strategy development commenced on the 6th 
December 2010, and was completed by the end of January 2011.  Public 
meetings were held as close as possible to each of the 10 Health 
Centres, and in each island community where that was requested.  The 
rate of average attendance at meetings improved from Phase 1, and 
using the Scottish Health Council feedback form we were able to test 
how effective the meetings were as we progressed.  
 
The views and comments from Phase 2 were again documented, and 
used to develop the strategy that is now presented to the Board.  The 
main aim of Phase 2 was to ensure that we had accurately reflected the 
views and comments from Phase 1, and with audiences consisting 
mainly of people who had not attended any Phase 1 meetings there was 
an added dimension of assurance that the proposals seemed right to 
people hearing about the Clinical Strategy for the first time. 
  
In Phase 2 the proposals were well received, and what people wanted us 
to understand was some of their own experiences and how that related 
to the proposals.  For example, stories about unnecessary follow up 
appointments involving significant travel reaffirmed what we had been 
told in Phase 1.  
 
Scrutiny 
 
We wanted to ensure that our engagement was robust and meaningful, 
and that we would really take on board the views and comments of staff, 
the public and other stakeholders.  
 
Each meeting was documented, and in this way the themes were 
collated in Phase 1 to allow clinical teams to begin working on proposals.   
The Scottish Health Council have been helpful throughout the process, 
giving advice on how to engage effectively; attending some of the 
meetings to assess what we were saying and thus being able to feed 
back about how best to present at public meetings; and providing tools 
such as the meeting feedback form to us.  
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We will continue to engage with the Scottish Health Council through the 
next phase of implementation planning.  We also want to learn from the 
experience of developing the strategy, and have a planned meeting in 
March with the local representative and regional advisor to review the 
process and look at what went well and what we can improve on. 
  
Financial Context 
 
Although this is a Clinical Strategy and not a financial strategy, it is 
impossible to ignore the financial context for the three years in which the 
Strategy is set.  Whilst the Board’s funding levels are not known in detail 
beyond 2011/12, it is clear that the public sector is facing unprecedented 
financial challenges.  It is likely that the level of efficiencies required will 
require new ways of working.  This challenge will need to be met by the 
whole organisation, including non-clinical areas.  The Clinical Strategy 
will provide the framework and the principles against which proposed 
efficiency improvements will be measured. 
 
Next Stages 
 
Once the Board have approved the Clinical Strategy, a detailed 
implementation plan will be developed that describes how the proposals 
will be turned into reality. 
  
We will continue to work with residents, using our public partnership 
programme, and will engage with particular communities or patient 
groups where there are projects specific to those areas. 
  
An overarching implementation plan will be developed by early summer 
2011.  Clinical teams will develop the individual project plans and a 
Project Board will be established to oversee the process and drive 
implementation.  Some of the changes will involve training for staff 
groups to ensure that they have the necessary skills to extend the scope 
of what they currently do, be that clinical work or supporting clinicians in 
an administrative role. 
  
The planned timescale is:  
 
 end February 2011 - Clinical Strategy agreed by NHS Shetland Board 
 end March 2011 - Project structure  agreed and established 
 early summer 2011 - overall implementation plan agreed 
 September 2011 - final deadline for all individual project plans to be 

agreed (projects will begin from March 2011 onwards as appropriate) 
 September 2011 - all projects Equality Impact assessed.  
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Communication 
 
The strategy, once approved by the Board, will be made available 
throughout the organisation and to the public.  Specific advertising both 
internally and externally will be carried out to bring this strategy to 
people’s attention.  
 
Recommendation 
 
The Board is asked to: 
 
i) approve the Clinical Strategy 
ii) agree to the development of an implementation plan by summer 

2011,   
iii) recognise that services will react to changing circumstances and the 

financial context over the  life of the strategy, and 
iv) note the robust methodology used to engage effectively with local 

residents  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
SIMON BOKOR-INGRAM 
Director of Clinical Services 
10 February 2011 
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EXECUTIVE SUMMARY 
 

NHS Shetland embarked on an ambitious project at the end of 2009 to develop a 
strategy that would not only meet the emerging challenges facing the organisation, 
but also would be developed with local stakeholders in a way that would seek out 
views rather than imposing them. 
 
The challenges and drivers for change as we saw them were presented to a range of 
stakeholders, and the strategy was developed from gathering all the views and 
comments made and then developing a series of themes. 
 
From this we know that people want to build on the good quality services already 
provided and that the local population are broadly supportive of the present 
configuration of services. However there is recognition that there are challenges to 
sustain this because of workforce and potential financial constraints.  
 
NHS Shetland will continue to review the impact of the challenging economic climate 
for the public sector in general and the NHS in Scotland, specifically, as we develop 
the implementation plan.  
 
The themes for the clinical strategy are as follows: 
 

1. Reduce unnecessary patient journeys, particularly to Aberdeen; 
2. Integrate community and hospital services especially nursing; 
3. Develop a one stop shop approach to making appointments, starting with the 

hospital; 
4. Retain GP services in their current locations; 
5. Develop a more responsive mental health team;  
6. Proceed with a formal process to close NHS inpatient services on the 

Montfield Hospital site;  
7. Strengthen resilience of healthcare on non-doctor islands; 
8. Remodel clinical staffing to respond to the national shortage of junior doctors 

and challenges to the recruitment & retention of staff. 
 

An implementation plan will be developed by May 2011, to deliver these 
improvements. 
 
The picture described for the future direction of travel is truly created from local 
stakeholder views, and we are grateful for those contributions that really do make 
this a strategy made in Shetland, by Shetland people.  
 

 
 
 
 
 
 
 
 

Ian Kinniburgh 

Shetland NHS Board 
Chairman 

Ralph Roberts 

Shetland NHS Board  

Chief Executive 
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Developing a Clinical Strategy for Shetland 
“Creating Sustainability, Ensuring Resilience, Securing the Future” 
 

1. INTRODUCTION 
 

This Clinical Strategy references the key factors that will drive and shape the 
provision of healthcare across NHS Shetland for the next three years and therefore 
the broad direction that each of the Board‟s clinical services should follow. 
 
The Clinical Strategy lays out the direction of travel for clinical services, and steers 
the more detailed plans for the individual specialties and services. These in turn will 
shape the strategies for all of our resources – workforce, information technology, and 
Board property – to ensure their clear alignment with the overall Board aims and 
objectives. 
 
The strategy is the starting point for the Board‟s rolling business planning process 
which will develop and test the detailed plans of all of the individual services. The 
Local Delivery Plan (LDP) will set out plans relevant to delivering Government 
performance targets (HEAT1 and SOA2) and will both reflect and work alongside the 
Implementation Plan for the Clinical Strategy. Together they will form the focus for 
delivery of health services in Shetland  
 
The Clinical Strategy expresses the way that the Boards clinical services will be 
delivered over the next three years to achieve its vision and strategic goals. It has 
been designed to ensure that future services meet the needs of Shetland‟s local 
population, meet the standards and requirements laid out in national policy and 
guidance, and are provided in a way that ensures financial sustainability for the 
medium to long term, particularly in the light of the significant changes to Public 
sector funding anticipated over at least the next five years.  
 
 

2. BACKGROUND 
 

In April 2005 NHS Shetland developed its 20:20 Visioni determining the optimum 
shape of sustainable health and care services for Shetland for the next 15 to 20 
years. Since then service planning has followed the direction described, but it is now 
appropriate to agree a framework for developing our clinical services over the next 
three years as we move to deliver the Board‟s 20:20 Vision.  
 
We recognise that the targets and standards that every health board in Scotland is 
measured against are not static. Over time the benchmark rises, and therefore NHS 
Shetland needs to make sustained and continuous improvements to continue to 
improve the service we deliver to the local population.  
 

                                                           
1 Health Improvement, Efficiency, Access and Treatment 

2 Single Outcome Agreement 
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20:20 Vision set the scene for the future of health and care services, and this vision 
has not altered. The focus of the Clinical Strategy is to achieve that vision, and make 
continuous improvements at a time when we know that the financial climate is 
already challenging and will be for the foreseeable future.   
 
The development of a clinical strategy has brought together the organisational vision 
with proposed models of care, which shape sustainable and resilient services, and 
sets out how we can take advantage of new and emerging technologies that are 
particularly exciting for remote and rural communities. 
 
Our buildings also need to be fit for the future, and alongside the Clinical Strategy a 
Property Strategy will be developed that reflects the latest national guidance and 
best practice policy and will support the delivery of this strategy.  
 
There are many challenges ahead. It would be wrong to ignore them. Together we 
want to build strong services that will continue to make Shetland one of the most 
desirable places to live in Scotland.  
 
 

3. CONTEXT 
 
3.1 Policy Context 
 

20:20 Vision and then the 09/10 Plan for sustainable services for NHS Shetland set 
out the policy context for the local health service.   
 
This includes: Better Health Better Careii: the national action plan setting out 
government policy to “Help people to sustain and improve their health ensuring 
better, local and faster access to health care”. 
 
Equally Welliii is the report of the Ministerial Taskforce on Health Inequalities, whose 
action plan includes evidence of what works in tackling health inequalities at policy 
and service level. 
 
Delivering Remote and Rural Healthcareiv: a vision for a sustainable health system 
for remote and rural Scotland. 
 
Patient Focus Public Involvementv: a framework for a culture change in the NHS to 
bring patient focus to the heart of service design and delivery. 
 
And in 2010, the publication of the new Healthcare Quality Strategy for NHS 
Scotlandvi, which describes the framework for improving the quality of health, 
services across Scotland. 
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3.2 Local Strategic Context and Drivers for Change 
 
Local service vision 
 
NHS Shetland described the principles for longer-term service planning in the 
document known as 20:20 Vision for Future Healthcare Delivery. 
 
The elements of this vision for sustainable service delivery are set out as follows: 
 
 To sustain core services and maintain viability; 
 To ensure the future retention and recruitment of staff; 
 To enhance training and development opportunities; 
 To develop partnership working with other agencies; 
 To strengthen and develop health promotion and education; 
 To enhance primary care services; 
 To provide care in the most appropriate setting; 
 To maximise the benefits of new technology; 
 To improve the environment of healthcare facilities. 

 
The principles on which the vision is based can be summarised as follows: 
 
 Emergency care services must be maintained locally, including medicine, surgery 

and maternity; 
 Care should only be provided in a hospital setting if it cannot be provided safely 

and effectively in the community; 
 Patients should only be sent out with Shetland for healthcare if it cannot be 

provided safely and effectively in Shetland; 
 Attendance at hospital for diagnostic tests, outpatient consultations and minor 

procedures should be kept to a minimum; 
 Healthcare should be provided in multi-professional teams, with reliance on 

individuals kept to minimum. 
 
Drivers for change 
 
The background to 20:20 Vision was an increasingly elderly population and justifiably 
rising public expectations of health services. More recently, global economic 
recession is impacting on the UK economy, and the Scottish public sector will see 
the effects of this recession for a number of years. NHS Shetland must plan for the 
long term with this in mind.  
 
There is nothing new in the planning of how we use finite resources, and NHS 
Shetland has a good track record of redesigning services and finding innovative 
solutions. Change has been happening in the NHS since it began in 1948, and 
change that is managed and done in partnership with the our clinicians and 
community has been demonstrated to be positive, lead to improvements for patient 
care and deliver improvements in efficiency that have been re-invested in new 
treatments and services.  
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NHS Shetland has robust mechanisms in place for ensuring that we manage change 
in a systemic way that ensures clinical safety is paramount; staff and local 
communities have a voice and are properly engaged in the process. 
 
Managing resources responsibly is not just a statutory obligation for NHS Shetland. 
The effective management of money within the allocation we receive, safeguards 
against having a debt that has to be repaid in subsequent years, which would 
therefore reduce, further the resources we would have to spend on the population of 
Shetland. 
 
The release of resources from one service also allows NHS Shetland to invest these 
resources in new treatments and services to respond to the changing demands and 
opportunities for our population.  
 
Increasing financial pressures highlight the need to prioritise rigorously to make best 
use of the public pound. We will match the level of service delivery to the available 
resources, and this may involve further discussion about how we provide our 
services. We will continue to drive efficiency in the way we deliver services at 
present, but this alone will not be sufficient to match spend to available resources. 
This Clinical Strategy will therefore drive the service redesign agenda that will be 
required to ensure the local population continue to receive the service they require 
now and in the future.  
 
The work we have done to build this strategy will underpin any decision making over 
the next few years. We understand from stakeholders what the priorities are for 
service delivery. We also understand more about people‟s aspirations as and when 
resources become available.  
 
Workforce pressures are demanding a rethink of our current staffing and skill mix. 
“Reshaping the Medical Workforcevii” sets out the current government policy to move 
to a service predominantly delivered by trained doctors, which will need a 
considerable shift in how the medical service is delivered. In 2008, Shetland 
developed its nursing strategy and an action plan, which is being successfully 
implemented and provides a good basis for future workforce redesign. Meeting the 
challenges of recruitment and retention, and developing the Clinical Strategy will 
require flexibility and support from the full range of clinical and non-clinical staff.  
 
“Force for Improvementviii”, the national workforce policy document, is a major 
national driver for realising the opportunities that a motivated and vibrant workforce 
will bring to local healthcare for the organisation, and NHS Shetland has a good 
track record of supporting and developing all staff. 
 
A local programme of service redesign is in place that is building clinical pathways to 
improve access and reduce waiting times, developing anticipatory care for chronic 
disease management, building health improvement and prevention activities for the 
major disease risk factors.  
 
Improved access can lead to increasing demand and opportunities and there are 
pressures in the current service that need to be managed, such as increasing patient 
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activity in Aberdeen leading to additional costs paid to NHS Grampian and therefore 
reduced resources available to support services locally.  
 
We want to be able to continue providing the latest drugs and treatments that people 
would rightly expect to be available. In order to meet these future costs we will 
identify resources through our planning and prioritisation processes. 
 
The redesign proposals set out in the clinical strategy have been developed to 
ensure that we achieve the maximum value from the resources that we have 
available for our local health and care service. Efficiency savings from the redesign 
of services will enable us to afford to meet some of the costs for new drugs, 
treatments and services required in the future. 
 
Change can either be a threat or an opportunity to public and staff alike and through 
consultation and partnership arrangements NHS Shetland aims to bring about 
change that has the support of stakeholders at every level.  
 
 
3.3 Local Planning Context 
 

Historically NHS Shetland has been a partner in a number of Strategic Planning 
Groups that brought together stakeholders in the interest of key client / vulnerable 
patient groups, such as children, the elderly, those with disabilities and mental health 
issues. The strategic planning process built on the work of these groups and 
culminated in the annual cycle of local Health and Community Care Plans. More 
recently, this has been replaced by the production of the LDP which is based on 
performance managing local delivery of the health service targets on Health 
Improvement, Efficiency, Access and Treatment (HEAT), and the process of Patient 
Focus Public Involvement which has moved us on from the historical focus on 
consultation to the concepts of partnership and mutuality. 
 
Shetland has a number of local strategic plans in place that drive service delivery, 
including the Mental Health Strategy, Community Health and Care Partnership 
(CHCP) Agreement, Children‟s Plan, and the 18 week Referral to Treatment (RtT) 
plan which sets out the actions to meet HEAT targets within existing resources. 
 
The national policy initiative “Shifting the Balance of Careix” has been applied locally 
to look at how best to meet the needs of patients who were waiting a long time for 
discharge from hospital, and in particular the patients who were waiting in the Interim 
Placement Unit at Montfield Hospital.  
 
The national “Keeping Childbirth Natural and Dynamic Programmex” has helped to 
steer recent work on the provision of maternity services in Shetland that is 
sustainable in the longer term.  
 
A palliative care and end of life care strategy has been developed in partnership with 
the Local Authority and voluntary agencies. 
 
NHS Shetland has a range of staff with specialist skills, many of them generalists 
who have developed particular knowledge, which enables more patients to be seen 
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and treated locally. There are nurses, doctors and Allied Health Professionals who 
together are able to treat a wide range of patients in Shetland. When it is appropriate 
to do so, patients are transferred either routinely or by air ambulance if their 
condition is urgent and serious, to a Scottish mainland hospital.  
 
Local implementation of national policy on Remote and Rural services confirms the 
Gilbert Bain Hospital as a Remote and Rural General Hospital. This provides a range 
of Consultant delivered services, with multi-disciplinary teams working within 
Obligate Networks providing a sustainable model of specialist care.  
 
As an example, we do not have a dedicated stroke unit, or a coronary care unit, in 
the Gilbert Bain hospital, as neither of these units, as stand-alone facilities, would be 
viable or sustainable. What is important is the recognition of individual patient needs, 
and ensuring that our staff have the expertise and resources available to support 
those needs where patients are cared for locally. We will continue to monitor our 
compliance with national guidelines for best practice, and to carry out robust audit to 
ensure patient outcomes are as good as or better than, the rest of Scotland. 
 
 
3.4 Financial Management 
 
Although this is a Clinical Strategy and not a financial strategy, it is impossible to 
ignore the financial context for the three years in which the Strategy is set.   
 
Whilst the Board‟s funding levels are not known in detail beyond 2011/12, it is clear 
that the public sector is facing unprecedented financial challenges.  NHS Shetland 
enters this period already carrying a significant underlying deficit, so it is certain that 
the challenges will be considerable.   It is likely that the level of efficiencies required 
will require new ways of working.  This challenge will need to be met by the whole 
organisation, including non-clinical areas.  The Clinical Strategy will provide the 
framework and the principles against which proposed efficiency improvements will 
be measured. 
 
 
3.5 Performance Management 
 
Strong organisations are ones that know exactly where performance is being met, 
and exactly where there are deficiencies. NHS Shetland has a well developed set of 
performance metrics, and is developing measures that will help teams to deliver, 
whilst being motivational and of clinical value.  
 
There is good engagement from clinicians in this, which should then allow the 
organisation to make better decisions on how to allocate resources to where they are 
most needed.  
 
NHS Shetland has well established processes for monitoring clinical quality through 
its Clinical Governance structures which focus on clinical risk, clinical effectiveness 
and audit, health and safety, national guidance such as NHS QIS3 standards, 
                                                           
3
 Quality Improvement Scotland 
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research and development, and organisational learning on complaints and significant 
incidents. These structures have been active and instrumental in the development of 
the Clinical Strategy to ensure that we continue to strive to provide healthcare of the 
highest standard. 
 
NHS Shetland manages risk in a structured way, and seeks to minimise not only the 
risks associated with direct clinical activity, but also risks that can threaten the 
continuity of the daily business. These risks include financial and infrastructure risks. 
Any change process needs to be risk assessed, and will go through a rigorous 
approach to ensure that clinical effectiveness is maintained whilst all the agreed 
benefits resulting from the change are realised.  
 
Current NHS culture is built on a range of policy areas that need to be taken into 
account in developing a clinical strategy, building on work already started in 
Shetland: patient safety and risk management; efficiency and productivity including 
the LEAN4 approach; equality / diversity including tackling exclusion and poverty; 
community sustainability particularly in remote and rural areas and ecological 
sustainability.  
 
NHS Shetland is absolutely committed to ensuring that our residents receive 
services that are at least as good as the rest of Scotland, and our aim is to be the 
best performing health board in Scotland. To achieve this, in the context of a small 
organisation, however will require us to be ambitious in our performance targets to 
maximise the resources available to support the delivery of quality services.  
 
We have used the NHS Scotland Quality Strategy as framework to ensure that a 
systematic approach has been undertaken to select the redesign proposals. We 
have worked in partnership with the local population and so that together we can be 
certain that we are delivering what Shetland residents need for healthy lives.  
 
 

4. DEVELOPMENT OF THE STRATEGY  
 

In October 2009 the Board approved a paper, which set out the high-level objectives 
for delivery through the development of a clinical strategy. 
 
A Project Board was established in January 2010, which agreed a project outline that 
set out four distinct phases for the clinical strategy development.  
 
The clinical strategy phases are as follows: 
 

1. Diagnostics 
2. Stakeholder Engagement 
3. Service Options Appraisal 
4. Selection of Redesign Objectives for 2011-2014 

 

                                                           
4
 LEAN is a set of management principles focusing on the reduction of: waste, inventory and customer 

response time 
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Using standard project management methodology, a Project Team was established 
to direct the individual project phases and provide capacity to undertake some of the 
diagnostics work, support stakeholder engagement, and organise feedback from the 
stakeholder engagement into themes for options appraisal and redesign. 
 
A brief summary of each phase is outlined in the following section. 
 
4.1 Diagnostics 
 
This phase was aimed at gathering information from a variety of sources (e.g. 
performance data, epidemiological information5, financial data, clinical outcomes, 
workforce planning, knowledge and expertise of staff and patients etc) in order to 
describe the current clinical service arrangements and to also identify issues and 
challenges going forward. 
 
The information from the diagnostics phase was used to inform the content of the 
stakeholder engagement sessions. 
 
4.2 Stakeholder Engagement 
 
The purpose of this phase was to describe the current clinical service arrangements, 
challenges in relation to service provision going forward and to gather views from a 
wide range of stakeholders regarding the future development of clinical services in 
Shetland. The stakeholder engagement programme was separated into two phases, 
the first to gather views and the second, to feedback a series of options for service 
development and redesign, based on the initial views we gathered. 
  
As well as hosting a number of open meetings for the public and staff, the 
engagement plan included specific input from the public panel for NHS Shetland 
(known as NHS 100), the Public Participation Forum (PPF) and the Patient Focus 
and Public Involvement (PFPI) group for NHS Shetland. In addition to this, the 
Scottish Health Council (SHC) provided support and advice including promoting the 
public meetings and distributing information about the Clinical Strategy development 
through local networks.  
 
With constant attention to service development and issues that arise in a complex, 
live environment, the NHS Shetland also engaged with residents in ancillary 
meetings, which have informed the development of the clinical strategy. Most 
recently the applications that were received to develop local pharmacies have 
resulted in meetings with a community council and public meetings, and the views 
gathered that include the importance of locality-based primary care services have 
fed into the strategy. 
 
The stakeholder engagement process reflects the best practice principles for 
consumer engagement in public services as set out by Consumer Focus Scotlandxi 

                                                           
5 Epidemiology is the study of patterns of health and illness and associated factors at the population 
level. 

http://en.wikipedia.org/wiki/Health
http://en.wikipedia.org/wiki/Illness
http://en.wikipedia.org/wiki/Population
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and was based around the utilisation of some of the participation toolkit resources 
develop by the SHC.xii 
 
The Clinical Strategy development process has been impact assessed and that 
assessment is attached in Appendix D.  
 
The engagement process is described in more detail in section 5. 
 
 
4.3 Service Options Appraisal 
 
The purpose of this phase was to develop a series of service options that would be 
fit for development and implementation in Shetland (e.g. reflecting the remote and 
rural context and workforce profile etc) in terms of safety, quality, sustainability and 
affordability.  
 
Each of the options for service development and/or redesign was rated against the 
conceptual framework shown below. The emphasis was on ensuring that service 
options selected or deselected were assessed against the key quality ambitions and 
aligned to the vision set out in 20:20 Vision for Future Healthcare Delivery 
The process of identifying service options in conjunction with clinical teams is 
described in more detail in section 6. 
 
 
Figure 1 is a diagram to illustrate the conceptual framework used to develop 
the clinical strategy service redesign themes 

Service 
Options

Patient Focus

Sustainability

Multi-professional

CLINICAL STRATEGY CONCEPTUAL FRAMEWORK

 
The outer circle describes some of the key principles and elements of the 20:20 
vision and the inner circle sets out the „quality ambitions‟ used to assess individual 
service options for inclusion in the service redesign section of the strategy. 
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4.4 Selection of Redesign Objectives for 2011 to 2014 
 
The purpose of this phase was to identify redesign objectives from the options 
appraisal, which would act as the service redesign road map for clinical services for 
the next three years.  
 
The clinical service ambitions and redesign objectives are shown in section 7 as the 
strategic „direction of travel‟. These redesign objectives will be used as the basis of a 
comprehensive action plan setting out the programme of work required in order to 
realise the clinical service aspirations described in this strategy.  
 
 

5. FEEDBACK FROM THE ENGAGEMENT PROCESS 
 

Phase 1 
 
Having agreed the process, Phase 1 of the engagement programme with staff, public 
and partner agencies ran from July to September 2010. An Engagement Plan was 
drawn up comprising a series of meetings with professional groups and committees, 
staff groups, Community Councils, public sector and other health board partners and 
open public meetings. This led to around 50 individual meetings where the Clinical 
Strategy was discussed in detail.  
 
At all meetings the suggestions, comments and views were recorded. Out of the 50 
meetings, 25 of these were open public meetings, Community Council meetings or 
open staff meetings. The remainder consisted of professional meetings and 
stakeholder interest groups (e.g. Mother and Toddler Group etc). A total of 246 
people participated in these meetings. Comments were also invited via public 
information leaflets and the local media. This has provided the basis for the 
formulation of potential service options for the future.  
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Figure 2 is a diagram, which illustrates the importance that people attached to 
different parts of the services we offer. 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
Phase 2 
 

In this phase we took back to the public through a series of open meetings, the 
proposals for redesign, and some very clear messages about what would change 
and what would not change.  
 
There was no disagreement with the proposals, but a reinforcement of the views 
given in phase 1 about what was important to residents, and what was considered 
essential. 
 
Both phases captured views that people essentially could not live in Shetland in the 
21st century without: 
 

 A hospital that provided an Accident and Emergency service, with the 
associated functions to support that, including medical teams and an 
operating theatre; 

 A maternity service that could also respond to emergencies; 
 Dental services including the emergency dental service; 
 On island specialism‟s including medicine and surgery; 
 Access to primary and community services; 
 A commitment from Scottish mainland health boards to provide visiting clinical 

expertise to Shetland 
 

Things people were 
less concerned 
about changing 

Things people want 
to protect and keep 
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People were clear that the services provided in Shetland had to be: 
 

 Safe in the delivery of the functions and to have clear governance 
arrangements, particularly where patients were being treated by our own 
clinicians and clinicians from other health boards; 

 Effective, in that services in Shetland had to be as good as the rest of 
Scotland with the appropriate infrastructure to support that delivery to the 
required standard; 

 Resilient enough to take account of events such as adverse weather; 
 Able to respond to fluctuations in demand, including an adequate inpatient 

bed base to meet known demand patterns; 
 Responsive to the changing demographics and needs of the population 

 
 

6. IDENTIFYING STRATEGIC OPTIONS FOR CHANGE  
 

Figure 3 is the diagram below which shows the themes that emerged from the 
Phase 1 engagement process and the evaluation criteria used to risk assess the 
proposals that had been offered by stakeholders including staff, service users and 
partner agencies. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
We collated all of the information gathered in Phase 1 of the development of the 
Clinical Strategy, and presented this information to clinical groups as a set of 
themes, which reflected what we had been told in Phase 1 and how many times 
each theme had been referred to.  
 
Clinical groups then prepared proposals describing how they could develop their 
services, taking into account and responding to the views and comments gathered in 
Phase 1, and presented these back to their peers. These proposals have been 
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further refined through a number of professional committees within the Health Board, 
and these proposals were then taken through Phase 2 to validate them and make 
sure that they were in tune with what people had told us in Phase 1 about what they 
wanted from their health service.  
 
Throughout their development proposals were measured against the criteria of safe, 
effective, person-centred and sustainable. 
 
 

7. DEVELOPMENT OF THE DIRECTION OF TRAVEL 
 

The following section sets out areas for redesign that were developed from the 
Phase 1 feedback and refinement by clinical teams and professional committees. 
They represent an outline of the ambitions for each service area and some of the 
redesign elements, which make up the strategic „direction of travel‟ for clinical 
services. 
 
The examples have been included to describe how some of the redesign proposals 
will be further developed but this is not meant to be an exhaustive list. 
 
 
7.1 Primary Care Services 
 

 Increase accessibility; 
 Locality presence; 
 Focus resources on frontline delivery; 
 More use of technology for remote consultations; 
 Right clinician, right place, right time; 
 More joined up working between localities; 
 Increase joint working between staff in hospital and community setting 

 
An example to illustrate a potential change in practice for primary care 
services as a result of implementing the Clinical Strategy is shown below 
 
 
 
 
 
 
 
 
 
7.2 Integration of Community Health and Care Services 
 
 Ensure clinicians working in more remote settings are well supported; 
 Seamless care between the hospital and community setting 24/7; 
 Developing more specialist skills so staff can look after a wider range of patients 

  
 
 

Right clinician, right place and right time 
 
A patient needing a post operative wound check and dressing change need not 
return to the Gilbert Bain Hospital but would go to their local Health Centre 
instead. 
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An example to illustrate a potential change in practice describing integrated 
community health and care services, as a result of implementing the Clinical 
Strategy is shown below 
 
 

 

 

 

 

 

 

 

 

 

7.3 Hospital Services 
 
 Create teams across community and hospital setting; 
 Improve the resilience in small and single-handed teams; 
 Use of technology for patient consultations as an alternative to travelling; 
 Increase joint working between staff in hospital and community setting; 
 Matching bed capacity to demand;  
 Improving resilience in strengthening the Infection Control and prevention of 

healthcare associated infection arrangements through building additional 
specialist microbiologist expertise into the laboratory service; 

 
 
An example to illustrate a potential change for hospital services as a result of 
implementing the Clinical Strategy is shown below 
 
 
 
 
 
 
 
 
 
 
 
 7.4 Changes to the Medical Workforce and Career Structure 
 
 National difficulties in recruiting junior doctors to staff the hospital rotas; 
 This is likely to continue for the foreseeable future; 
 National direction to have trained doctors in hospitals at all times; 
 European working time directive rules mean that staffing the hospital is likely to 

incur greater costs than current provision; 
 Work is ongoing to develop a model of hospital doctor staffing for Shetland and 

this is likely to be completed during 2011; 
 
 
 

Seamless care between the hospital and community setting 24/7 
 
Hospital nurses and community nurses working more closely together resulting in 
better co-ordinated services for patients. Nurses will be available wherever the 
patients are. So it may be that there are fewer nurses on a given day on the ward 
if few beds are being used, so the staff move to where the patient‟s needs are for 
example, working in the community in a patient‟s own home or Care Centre. 

Matching bed capacity to demand 
 
Providing more care in peoples own homes whilst ensuring we have adequate bed 
provision in the Gilbert Bain Hospital alongside known patterns of patient activity. 
So there may be fewer nurses visible in the hospital because there are a number 
of beds not being used, whilst more nurses are working in the community, as that 
is where care is required. 
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7.5 Hospital at Night and Service Provision „Out of Hours‟  
 
Alongside the development of a model of hospital doctor staffing for the hospital, any 
model developed needs to link to night time and weekend demand and the links with 
the current GP „Out of Hours‟ provision. This will involve looking at how we can best 
utilise the skills of the whole clinical team, including paramedics, nurses and Allied 
Health Professionals. 
 
7.6 Children‟s Services 
 
 Develop skills of clinicians who are generalists and who work with children; 
 Child Health Team in Shetland to work more closely with mainland health boards 

 
An example to illustrate a potential change for children’s services as a result 
of implementing the Clinical Strategy is shown below 
 
 
 
 
 
 
 
 
7.7 Maternity Services  
 
 Continuing to develop the service with the skills of midwives, obstetric GPs and 

surgeons to provide as much care as possible on a local basis;  
 Offering new services such as elective local Caesarean (C-sections) sections in 

Shetland; 
 Working with NHS Grampian to develop pathways which allow more mothers to 

safely deliver in Shetland; 
 Working towards the development of a service, which brings together women‟s 

services (e.g. gynaecology and maternity). 
 
An example to illustrate a potential change for maternity services as a result of 
implementing the Clinical Strategy is shown below 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Develop skills of clinicians who are generalists and who work with children  
 
Using the expertise in the Children‟s Service to support general staff and to 
manage children with the most complex needs throughout childhood, wherever 
they are accessing services. 

Offering new services such as elective local C-sections 
 
We already carry out a number of Caesarean sections each year, which are 
undertaken as emergencies. Using the clinical skills we already have, we could 
develop the service so that some women who have been risk assessed for 
Caesarean sections in a planned way, could have the procedure in Shetland 
rather than having to travel and waiting in Aberdeen. 
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7.8 Pharmacy Services 
 
 Shift of focus from hospital to wider community setting to support people with 

long term conditions and self management; 
 Support prescribing clinicians and be involved in early interventions; 
 Reduce medicines waste. 

 
7.9 Mental Health Services 
 
 Focus resources on services with effective outcomes; 
 Better co-ordination of services between health, local authority and voluntary 

sector; 
 Better access using nationally and regionally provided services and redesign of 

local crisis support and out of hours services. 
  

An example to illustrate a potential change for mental health services as a 
result of implementing the Clinical Strategy is shown below 
 
 
 
 
 
 
 
 
 
 
 

7.10 Learning Disabilities  
 
 Strengthen local links with the obligate network for learning disabilities services; 
 Formally integrate and develop joint service management arrangements across 

Community Care and Health; 
 Redesign the Learning Disabilities service portfolio so that it includes local priority 

areas (e.g. carers and advocacy services); 
 Scope out the customer needs for child to adult transitional services. 

 
 
7.11 Partnership Working with other Health Boards 
 
 Work with the Scottish Ambulance Service to develop new models of care using 

existing ambulance resources; 
 Retain current level of air ambulance provision; 
 Work with NHS 24 to increase access by extending range of services available 

locally; 
 Further integration between health, local authority, voluntary sector and other 

statutory organisations; 
 Technology to support local clinicians; 
 Technology to support local clinical consultations reducing the need for travel; 
 Developing regional and national networks to support local service delivery. 

Better co-ordination of services between health, local authority and the 
voluntary sector 

Using the expertise of the whole team, to provide a 24-hour response to those 
people in mental health crises, with the aim of reducing the number of people 
needing to be transferred off island to Aberdeen to a mental health facility, where 
it is safe and appropriate to continue caring for a person in Shetland. 
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Three examples to illustrate a potential change agreed in partnership with 
other health boards as a result of implementing the Clinical Strategy is shown 
below 

 

 

 

 

 

 

 

 

 

 

 

  
 
 
 
 
 
 
 
 
 
 
 

 

 

 

 

7.12 Support Services 
 

 Need to be highly effective and provided in the most efficient way. For example, 
they might in the future be delivered by another Health Board or the Local 
Authority; 

 Utilising technology to consider how services can be delivered more efficiently 
either in Shetland or outsourced from elsewhere in Scotland; 

 Size and shape needs to be determined by the needs of the clinical business. 
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Develop new models of care using existing ambulance resources 

Ambulance paramedics working alongside nurses and doctors in the A&E 
Department when they are not responding to call outs so that the skills 
paramedics have are used and kept up-to-date. 

Work with NHS 24 to increase access by extending range of services 
available locally  

Develop a local NHS 24 presence with Nurse Advisors based in Shetland 
answering calls and adding local information into the national database. 

Working through Zetrans to develop a more integrated approach to local 
transport  
 
By improving access to services for instance via more „demand responsive‟ and 
community transport schemes. 
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8. KEY THEMES 
 
In summary, the themes for the Clinical Strategy are as follows: 
 

1. Reduce unnecessary patient journeys, particularly to Aberdeen; 
2. Integrate community and hospital services especially nursing; 
3. Develop a one stop shop approach to making appointments, starting with the 

hospital; 
4. Retain GP services in their current locations; 
5. Develop a more responsive mental health team;  
6. Proceed with a formal process to close NHS inpatient services on the 

Montfield Hospital site;  
7. Strengthen resilience of healthcare on non-doctor islands; 
8. Remodel clinical staffing to respond to the national shortage of junior doctors 

and challenges to the recruitment & retention of staff. 
 
 

9. NEXT STEPS 
 
 

The themes which are described in section 7 and section 8 will be used as the basis 
for the development of a comprehensive action plan setting out the programme of 
work required in order to realise the clinical service goals described in this strategy.  
 
The overarching implementation plan will be developed by early summer 2011. 
Clinical teams will develop the individual project plans and a Project Board will be 
established to oversee the process and drive implementation.  
 
The indicative timescale is to complete the individual project plans for Year 1 
projects by September 2011. The project plans will be prioritised to ensure that key 
redesign proposals are taken forward in a sequential order (e.g. there is an 
imperative to review the impact of the changes to the medical workforce and the 
implications for new role development across nursing and other professions). 
 
Some of the changes will involve training for staff groups to ensure that they have 
the necessary skills to extend the scope of what they currently do, be that clinical 
work or supporting clinicians in an administrative role. An education strategy and 
plan will be developed as part of the implementation phase, to ensure that the 
training requirements and skills updates for staff are clearly defined and the 
resources required to deliver the training are identified. 
 
In addition to the plan to support staff develop new clinical skills, the implementation 
of the Clinical Strategy will also include continued opportunities for staff to develop 
quality improvement skills (e.g. understanding LEAN) to effectively manage change 
and redesign projects with teams and departments. 
 
The overall financial impact of the implementation plan will also be closely assessed 
against the Financial Plan for NHS Shetland, set out in the LDP for the financial 
years 2011/12 to 20113/14.  
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Each project plan will be impact assessed against the 9 characteristics set out in the 
Equality Act 2010xiii, which will ensure that we meet the requirements of equality, 
diversity and human rights.  
 
The Clinical Strategy itself has also been impact assessed and that assessment is 
attached in Appendix C. 
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APPENDIX A 
 
The engagement process 
 
The purpose of engagement process was to describe the current clinical service 
arrangements, challenges in relation to service provision and to gather views from a 
wide range of stakeholders regarding the future development of clinical services in 
Shetland. The stakeholder engagement programme was separated into two phases, 
the first to gather views and the second, to feedback a series of options for service 
development and redesign, based on the initial views we gathered. 
 
The slides below were used as part of the Phase 1 engagement process to set out 
the challenges and drivers for the Clinical Strategy development. A series of 
questions were posed to the audiences in order to stimulate discussion and the 
feedback was gathered together to develop the initial themes within the strategy. The 
thematic analysis is shown in detail in Appendix B. 
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APPENDIX B 
 
The following tables show the themes that emerged from the Phase 1 feedback. 
 
Primary Care Services 
Public Professional 
Protect local GP services Continuity of care 

Remote consultation, new technology etc Community rehabilitation services and 
community beds 

Better transport links Access and opening hours 
Continuity of care Outcome focussed care 
Access and opening hours Protect local GP services 

Dispersed dental services Increased self management and self 
care 

Economies of scale  Economies of scale 
Amalgamation of practices – create a 
single GP practice for islands 

Remote consultation, new technology 
etc 

Reduction in management and 
bureaucracy  

Outcome focussed care  
Increased self management and self 
care  

Health prevention and promotion  
Reduce missed appointments (i.e. 
DNAs)  

Increase primary care mental health 
provision  

Increase GP with Special Interest – 
trained locally  

Dispose of redundant estate  
Generic care workers  
Charging patients for missed 
appointments  

 
 
Hospital Services 
Public Professional 
More use of Technology and remote 
consultations 

More treatment made available in 
Shetland 

Income generation More use of technology 
Continuity of care More training in older peoples medicine 
Better use of day surgery  Reduction of waste 
Preserve core services such as A&E, 
maternity and children‟s services 

Utilising multi-disciplinary teams to offer 
new services (e.g. hospital at night) 

Support for local maternity service  Access times in secondary care 
Revenue from offshore activity Use of renal unit for 4 days a week 
Utilising multi-disciplinary teams to offer 
new services (e.g. sports injury service) 

Amalgamate nursing teams (e.g. 
theatre and surgical ward) 
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Community Nursing Services 
Public Professional 

Move away from having just a residential 
nursing service on non-doctor islands 

Move away from having just a 
residential nursing service on non-
doctor islands 

Review of community nursing in relation 
to social care Re-visit generic care worker model 

What else could community nurses do? 
Look at developing additional and/or new 
skills 

What else could community nurses do? 
Look at developing additional and/or 
new skills 

 
Children‟s Services 
Public Professional 
Considered to be a core service Further integrate hospital and 

community teams. 
 
Specialist Services offered on Mainland Scotland 
Public Professional 
Technology Technology 
Look at providing more services in 
Shetland (that previously required travel 
to Aberdeen etc) 

Look at providing more services in 
Shetland (that previously required travel 
to Aberdeen etc) 

Shared services between Health Boards 
(e.g. joint posts) 

Shared services between Health Boards 
(e.g. joint posts) 

Keep travel to Aberdeen to a minimum  
Continuity of care  
 
Mental Health Services 
Public Professional 
Increase primary care mental health 
provision 

Streamlining primary care mental health 
services 

Streamlining primary care mental health 
services 

Increase substance misuse support, 
chronic pain management, insomnia –
early intervention & primary prevention 

Increase substance misuse support, 
chronic pain management, insomnia –
early intervention & primary prevention 

 

Use of remote services and support  
 
Pharmacy Services 
Public Professional 
Reduce pharmaceutical waste Reduce pharmaceutical waste 
Opinions for and against the 
establishment of additional community 
pharmacy provision 
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Dental services 
Public Professional 
Locality based dental services Improved access 
Improved access Continuity of care 

Continuity of care Further expand on the existing 
children‟s service (e.g. Childsmile) 

Further expand on the existing children‟s 
service (e.g. Childsmile) 

Encourage private and independent 
NHS dental businesses into Shetland 

Improve emergency dental care 
provision  

Considered to be a core service  
Increase length of time between visits  
Encourage private and independent NHS 
dental businesses into Shetland  

 
External partners 
Public Professional 
Ambulance service maintain the current 
level of service as a minimum 

Ambulance service maintain the current 
level of service as a minimum 

NHS 24  - develop a local advisor service NHS 24  - develop a local advisor 
service 

Look at ways of sharing resources with 
other partners (e.g. property, staff, 
expertise and transport)  

Look at ways of sharing resources with 
other partners (e.g. property, staff, 
expertise and transport) 

 
Support services 
Public Professional 

Should be as efficient as possible to 
support the delivery of clinical services 

Increase the provision of information 
technology support to make services as 
efficient as possible 

Protect frontline services and reduce 
management costs 

Develop a plan for clinical services and 
built support service requirements 
around the plan 

Reduce Bureaucracy 
 

Reduce Bureaucracy 
 

 
Board wide services 
Public Professional 
Effectiveness of health promotion 
function 

Effectiveness of health promotion 
function 

Health education is key to keeping 
population healthy 

National education programmes are not 
always accessible in remote and rural 
settings 

 
Need to utilise nationally funded 
initiatives wherever possible (e.g. NHS 
Inform) to reduce duplication and costs 
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APPENDIX C 
The Clinical Strategy risk assessment. 
Members of the Clinical Governance Committee (CGC) undertook a risk assessment exercise in January 2011. The risks are 
based on our current understanding of service provision and the impact that the redesign proposals would have on the future 
service provision. Discussions with partner organisations have informed the risk assessment details described below. The risk 
matrix used can be found in the NHS Shetland policy on Risk Managementxiv. 

Proposal 

Risk Rating 
– managing 
change 
through the 
redesign 
process 

Risk Rating 
– 
maintaining 
the status 
quo 

Risks Identified in relation to 
managing change through the 
redesign process 

Risks Identified in relation to 
maintaining the status quo 

Primary Care 
Services 
(PCS): Right 
clinician, right 
place, right time 

MEDIUM HIGH 

Organisational 
Cultural change to current system 
requiring co-ordination of resources 
and communication on part of PCS 
staff across all levels. Including the 
introduction of new technologies and 
this will impact on the way in which we 
provide services (e.g. willingness to 
utilise new technologies, fragility of the 
technology and start up costs). 
 
Clinical 
Some skills updates will be required to 
develop new clinical pathways. Risks 
include the timescales, costs 
associated with training and enhanced 
services and contracting. 
 

Clinical 
Reduced opportunity for PCS 
practitioners to maintain existing skills and 
develop new ones. 
 
Clinical 
In order to ensure effective use of clinical 
resources NHS Grampian is actively 
redesigning the skill mix within teams that 
provide visiting services to NHS Shetland. 
As such, the current service provision will 
change and more input will need to be 
provided by NHS Shetland clinical teams. 
 
Organisational 
Affordability of the shared pathways is a 
key risk if we do not reduce duplicated 
steps and reduce the number of 
unnecessary patient journeys to 
Aberdeen. 
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Proposal 

Risk Rating 
– managing 
change 
through the 
redesign 
process 

Risk Rating 
– 
maintaining 
the status 
quo 

Risks Identified in relation to 
managing change through the 
redesign process 

Risks Identified in relation to 
maintaining the status quo 

Hospital 
Services (HS): 
Seamless care 
between 
hospital and 
community 
setting 24/7  

MEDIUM HIGH 

Organisational 
 

Managing the pace of change 
including the professional and cultural 
differences that exist between hospital, 
specialist and community nursing 
teams and other professions such as 
Allied Health Professionals (AHPs) 
that will need to be addressed in order 
to develop integrated team structures. 
 
 
Clinical 
 
Some skills updates will be required to 
develop new clinical pathways. Risks 
include the timescales, costs 
associated with training and 
implementing new roles and 
recognising national career framework 
requirements. 
 

Organisational 
 

There are national drivers to develop 
service integration and partnerships that 
reinforce the need for seamless care 
provision.  
 
The public engagement process shows 
that the public want better continuity of 
care, without duplication or inefficiency. 

 

Clinical 

Reduced opportunity for healthcare staff 
to maintain existing skills and develop 
new ones (e.g. particularly where we have 
small teams and single handed 
practitioners). 
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Proposal 

Risk Rating 
– managing 
change 
through the 
redesign 
process 

Risk Rating 
– 
maintaining 
the status 
quo 

Risks Identified in relation to 
managing change through the 
redesign process 

Risks Identified in relation to 
maintaining the status quo 

Hospital 
Services (HS): 
Matching bed 
capacity to 
demand 

MEDIUM HIGH 

Organisational 
 
Need to ensure that the profiling of bed 
capacity takes into consideration 
specific risks such as emergency 
planning and winter planning issues. 
 
Will need to ensure that we continue to 
work with partner organisations to 
manage spikes in demand for 
community and social care services 
(e.g. alternatives to acute admission to 
hospital and home assessments). 
 
 
Clinical or Care Focussed 
 
Some skills updates will be required to 
develop new clinical pathways. Risks 
include the timescales, costs associated 
with training and implementing new 
roles and recognising national career 
framework requirements. 
 
 

Organisational 
 

Potential under utilisation of hospital 
beds due to the implementation of the 
„shifting of the balance of care‟ into 
community based services. 

Affordability is a key risk to the overall 
delivery of clinical services if there is 
continued and appropriate reduction in 
avoidable acute admissions to hospital, 
but resources are not released to allow 
more community based care (e.g. care 
at home and crisis response services). 

 

Clinical or Care Focussed 

Reduced opportunity for healthcare staff 
to maintain existing skills and develop 
new ones (e.g. particularly hospital 
based services). 
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Proposal 

Risk Rating 
– managing 
change 
through the 
redesign 
process 

Risk Rating 
– 
maintaining 
the status 
quo 

Risks Identified in relation to 
managing change through the 
redesign process 

Risks Identified in relation to 
maintaining the status quo 

Changes to 
the Medical 
Workforce: 
National 
difficulties in 
recruiting junior 
doctors to staff 
the hospital 
rotas 

HIGH HIGH 

Organisational 
 
European working time directive rules 
mean that staffing the hospital is likely 
to incur greater costs than current 
provision. 
 
Clinical  
 
New, multidisciplinary models of service 
delivery will need to be developed 
across nursing, midwifery, AHP and 
other professions. The change in skill 
mix will require investment in training 
and role development. A key risk is the 
pace of change and the need to 
carefully manage the transition. 
Ensuring that new roles that are 
developed are a viable alternative to a 
medically delivered service. 
 
 

Organisational 
 

European working time directive rules 
mean that staffing the hospital is likely to 
incur greater costs than current 
provision. 

 

Clinical  

It is not possible to maintain the status 
quo as the change to medical careers 
means that we cannot sustain the same 
model of medical staffing. As well as 
changes to junior doctor availability we 
will need to develop succession-planning 
arrangements for senior medical staff 
that work as generalists. 
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Proposal 

Risk Rating 
– managing 
change 
through the 
redesign 
process 

Risk Rating 
– 
maintaining 
the status 
quo 

Risks Identified in relation to managing 
change through the redesign process 

Risks Identified in relation to 
maintaining the status quo 

Hospital at 
Night and Out 
of Hours 
(OOH) Service 
provision. 

HIGH HIGH 

Organisational 
 

European working time directive rules mean that 
staffing the hospital at night is likely to incur 
greater costs than current provision. 
 
Clinical  
 
New, multidisciplinary models of service delivery 
will need to be developed across medical, 
nursing, midwifery, AHP and other professions. 
Including exploring new ways of working with 
partners such as Scottish Ambulance Service 
(SAS) and NHS 24. 
 
Nursing teams in particular will need to develop 
advanced practitioner skills to undertake clinical 
assessments and provide additional nurse led 
pathways for patients in hospital and the 
community. The change in skill mix will require 
investment in training and role development. A 
key risk is the pace of change and the need to 
carefully manage the transition. 

Organisational 
European working time 
directive rules mean that 
staffing the hospital at night is 
likely to incur greater costs than 
current provision. 

Clinical  

It is not possible to maintain the 
status quo as the change to 
medical careers means that we 
cannot sustain the same model 
of medical staffing.  
 
As well as changes to junior 
doctor availability we will need 
to develop succession-planning 
arrangements for senior 
medical staff that work as 
generalists. Including the role of 
primary care services in OOHs 
service provision. 
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Proposal 

Risk Rating 
– managing 
change 
through the 
redesign 
process 

Risk Rating 
– 
maintaining 
the status 
quo 

Risks Identified in relation to 
managing change through the 
redesign process 

Risks Identified in relation to 
maintaining the status quo 

Children‟s 
Services: to 
develop the 
skills of 
clinicians who 
are generalists 
who work with 
children  

MEDIUM MEDIUM 

Organisational 
Restructuring of Child Health services 
will require cultural change and 
structural changes (e.g. children‟s 
nurses working in new teams and/or 
developing functional links with new 
teams).  
 
Need to understand how the national 
drive to have a single lead 
commissioner for Children‟s services 
will impact on local integration plans. 
 
Clinical  
Some skills updates will be required to 
develop new pathways. For example, 
Practitioner with Specialist Interest 
(PwSI) in Child Health to work in the 
hospital setting alongside the Child 
Health team to manage emergency 
care. Risks include the timescales, 
costs associated with training and 
implementing new roles. 

Clinical 
Reduced opportunity for generalist 
healthcare practitioners to maintain 
existing skills and develop new ones. 
But would still be expected to deliver 
children‟s services. 
 
In order to ensure effective use of 
clinical resources NHS Grampian is 
actively redesigning the skill mix within 
teams that provide visiting services to 
NHS Shetland. It is possible that the 
current service provision will change and 
more input will need to be provided by 
NHS Shetland clinical teams. For 
example, regional secondments of 
specialist put in place to lead on 
capacity building will end. 
 
Organisational 
National drive is to develop integrated 
partnership arrangements for child 
health services. The status quo will not 
realise this. 
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Proposal 

Risk Rating 
– managing 
change 
through the 
redesign 
process 

Risk Rating 
– 
maintaining 
the status 
quo 

Risks Identified in relation to 
managing change through the 
redesign process 

Risks Identified in relation to 
maintaining the status quo 

Maternity 
Services: 
continuing to 
develop the 
service with the 
skills of 
midwives, 
obstetric GPs 
and surgeons to 
provide as 
much care as 
possible on a 
local basis 

MEDIUM MEDIUM 

Organisational 
Will need to ensure that we continue to 
work with partner Health Boards to 
develop new pathways and ensure that 
there is support for decision making 
(e.g. using technology such as video 
conferencing to provide ante natal and 
post natal care instead of travelling to 
Aberdeen). 
 
Clinical  
Some skills updates will be required to 
develop new pathways.  
 
Risks include the timescales, costs 
associated with training and 
implementing new roles and recognising 
national career framework 
requirements. 

Clinical 
In order to ensure effective use of 
clinical resources NHS Grampian is 
actively redesigning maternity services, 
which has implications for Shetland 
residents. It is possible that the current 
service provision will change and more 
input will need to be provided by NHS 
Shetland clinical teams. For example, 
input to the fertility service. 
 
Organisational 
Affordability of the shared pathways is a 
key risk if we do not explore 
opportunities for reducing duplication 
and offered a more person centred 
approach. 
 
The current model isn‟t resilient, 
particularly in relation to the supervision 
of midwives and the provision of the 
wider availability of women‟s services 
including access to investigations in 
Shetland. 
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Proposal 

Risk Rating 
– managing 
change 
through the 
redesign 
process 

Risk Rating 
– 
maintaining 
the status 
quo 

Risks Identified in relation to 
managing change through the 
redesign process 

Risks Identified in relation to 
maintaining the status quo 

Mental Health 
Services: 
better co-
ordination of 
services 
between health, 
local authority 
and voluntary 
sector 

MEDIUM HIGH 

Organisational 
 

Will need to ensure that we continue to 
work with partner organisations to 
develop new pathways and integrate 
services. Considerable cultural change 
will be required to integrate teams 
across the partnership. And manage 
public expectations around changes to 
the provision and access to 
psychological therapy services. 
 
Clinical  
 
Some skills updates will be required to 
develop new pathways (such as crisis 
response and dementia care).  
 
Risks include the timescales, costs 
associated with training and 
implementing new roles and recognising 
national career framework 
requirements. 

Clinical 
 
Some gaps identified in terms of crisis 
support services, which needs to be 
addressed. Status quo is not an option. 
 
Organisational 
 
Affordability of the existing pathways is a 
key risk if we do not explore 
opportunities for reducing duplication 
and targeting resources at clients with 
the greatest clinical needs. 
 
The current model of service provision 
isn‟t resilient. The skill mix needs to be 
reviewed in order to provide a robust 
service going forward. 
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Proposal 

Risk Rating 
– managing 
change 
through the 
redesign 
process 

Risk Rating 
– 
maintaining 
the status 
quo 

Risks Identified in relation to 
managing change through the 
redesign process 

Risks Identified in relation to 
maintaining the status quo 

Partnership 
Working with 
other Health 
Boards: 
Work with NHS 
24 and SAS to 
increase access 
by extending 
range of 
services 
available locally 

HIGH HIGH 

Organisational 
 

Will need to ensure that we continue to 
work with partner organisations to 
develop new pathways and integrate 
services. Some cultural change will be 
required to integrate teams across the 
partnership (e.g. Community 
Paramedics working alongside 
Emergency Nurse Practitioners in A&E). 
  
Clinical  
 
Some skills updates will be required to 
develop new pathways (e.g. anticipatory 
care, local NHS 24 call direction).  
 
Risks include the timescales, costs 
associated with training and 
implementing new roles and recognising 
national career framework 
requirements. 

Clinical 
 
Reduced opportunity for some 
practitioners to maintain existing skills 
and develop new ones (e.g. 
Paramedics), which reduces our 
combined ability to develop new services 
such as „see and treat‟. 
 
Not fully able to be compliant with some 
SIGN guidelines such as pre-hospital 
thrombolysis. 
 
 
 
Organisational 
 
Affordability of the existing pathways is a 
key risk if we do not explore 
opportunities for reducing duplication 
and targeting resources at community 
delivered services. 
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APPENDIX D 
 
1.  Rapid Impact Checklist                                                                

An Equality and Diversity Impact Assessment Tool:    

Which groups of the population do you think will be affected by this proposal?            
Other groups: 
 Minority ethnic people (incl. Gypsy/travellers, refugees & asylum seekers)  
 Women and men  
 People with mental health problems                                                                                        
 People in religious/faith groups                                                                                                                                  
 Older people, children and young people                                                
 People of low income                                    
 Homeless people 
 Disabled people 
 People involved in criminal justice system 
 Staff  
 Lesbian, gay, bisexual and transgender people 

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

What positive and negative impacts do you think there may be? 

Which groups will be affected by these impacts? 

 
What impact will the proposal have on lifestyles?  
For example, will the changes affect:  
 

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

 

Substance Use – likely positive impact for people who abuse 
drugs and alcohol and people with nicotine addiction, due to 
further development of Substance Misuse Service through Mental 
Health Services. 

Diet & nutrition & exercise/physical activity – likely positive impact 
due to increased & focussed Health Improvement activities. 
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Will the proposal have any impact on the social environment?   

Things that might be affected include: 

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

 

Social/family support – likely positive impact due to improved 
partnership working, person-centred care and shift in the balance 
of care to the home. 

 

Mental Health – improvements for people in crisis 

Will the proposal have any impact on the following? 

 Discrimination? 
 Equality of opportunity? 
 Relations between groups? 

 

Consultation has been open to the public and there is some 
evidence that specific groups have been consulted e.g. Mother & 
Toddler groups. Each project plan will be impact assessed 
against the 9 characteristics set out in the Equality Act 2010 

 

 

Will the proposal have an impact on the physical environment?   

For example, will there be impacts on: 

 

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

 

Potential positive impact on transmission of infectious disease 
through Health Improvement work. 
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Will the proposal affect access to and experience of services?   

For example, 

 Health care 
 Transport 
 Social services 
 Housing services 
 Education 

 

Positive – focus on wellbeing, training and development of health 
care staff to enable the delivery and improvement of health care 
services to provide and enhance patient experience 

Healthcare – significant potential impact on all groups. Difficult to 
assess whether positive or negative without further information on 
the information & consultation phase. 

Transport – potential positive impact through improved 
partnership working with Scottish Ambulance Service and 
Zetrans. 
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Rapid Impact Checklist:  Summary Sheet 
 

Positive Impacts (Note the groups 
affected) 

Substance Use  

Diet & nutrition & exercise/physical activity  

Social/family support  

People with mental health problems 

transmission of infectious disease  

Healthcare 

Transport 

Women accessing maternity services 

Negative Impacts (Note the groups 
affected) 

People with visual /hearing impairments 

People who do not speak/read English 

People who cannot/do not access public 
meetings 

All minority groups (if opportunity for 
consultation has not reached them) 

Additional Information and Evidence Required                             

Evidence around what specific steps have been taken to inform/consult with minority groups 
and what the outcomes have been. 

Recommendations 

 It is recommended that format changes be made to comply with RNIB guidelines. 
 

 It is recommended that the strategy is made available in other formats and languages 
and that this is explicitly stated in the document. 

 

 It is recommended that consideration be given to the style of language used to make it 
more accessible. 

 

 It is recommended that any consultation /attempts at consultation with specific minority 
groups be made clear. If consultation has not been sufficient, then remedial steps are 
recommended. Whilst this is not always necessary for every policy, strategy or procedure 
produced, this strategy states clearly that it is „truly created from local stakeholder views‟ 
and will impact on all of Shetland society. 

 
 It is recommended that consideration is given to an abridged/simplified summary to 

deliver key messages is produced as a means of communicating with the public. 
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From the outcome of the RIC, have negative impacts been identified for race or other 
equality groups?  Has a full EQIA process been recommended?  If not, why not? 

If the recommendations above are followed through, there should not be a need for a full 
EQIA at this stage. However, given the wide reaching nature of the proposed services 
changes and the potential impact (positive and negative) on all minority groups, there is 
value in considering how user groups are engaged from the outset of defining 
implementation plans. 
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Appendix E - Clinical Strategy Project Development  

Project Board  

The Senior Management Team for NHS Shetland acted as the project board for the 
strategy development. 

Name Role/Responsibilities Title 

Sandra Laurenson Project Assurance Chief Executive, NHS 
Shetland6 

Ralph Roberts Project Assurance Chief Executive, NHS 
Shetland7 

Sarah Taylor Project Assurance Deputy Chief Executive, 
Director of Public Health 

Simon Bokor-
Ingram Project Executive Sponsor Director of Clinical Services 

Nina Fraser Senior User (of clinical services) Nurse Director8 

Kathleen Carolan Senior User (of clinical services) Nurse Director9 

Ken Graham Senior User (of clinical services) Medical Director10 

Jim Unsworth Senior User (of clinical services) Medical Director11 

Nick Kenton Senior Supplier (of support services) Director of Finance 

Lorraine Hall Senior Supplier (of support services) 
Director of Human Resources 
& Support Services 

Kathleen Carolan Project Manager 
Assistant Director of Clinical 
Services12 

                                                           
6
 Until December 2010 

7
 From January 2011 

8
 Until March 2010 

9
 From May 2010 

10
 Until May 2010 

11
 From September 2010 

12
 Until May 2010 



Version 6.4 NHS Shetland  

 50 

Project Steering Group 

Monitored progress with delivery of the work packages assigned and helped shape 
the strategy through investigation, review of data/facts, assists in the development of 
an options appraisal and commented on the final selection of service options and 
future service delivery models. 
 
The steering group is made up of stakeholders from across the organisation, 
including representation from the Community Health & Care Partnership (CHCP). 
Name Title 

Simon Bokor Ingram Director of Clinical Services 

Nina Fraser Nurse Director (until March 2010) 

Mike Collins Chief Area Dental Officer 

Lorraine Allinson HR Manager 

Lisa Sutherland Primary Care Manager 

Vacant* Lay Representative 

Laurence Hughes AHP Chair 

Ken Graham/Jim Unsworth Medical Director 

Kathleen Carolan Assistant Director of Clinical Services 

Director of Nursing, Midwifery & AHPs (from May 2010) 

Janice McMahon Assistant Director of Nursing Hospitals 

Andrew Gibson Finance Manager 

Graham Southern Health Care Scientists Representative 

Gordon McFarlane Consultant Surgeons Representative 

Edna Mary Watson Assistant Director of Nursing Community 

Dave MacFarlane CHP Lead 

Christine Ferguson Head of Community Care 

Chris Nicolson Director of Pharmacy 

Brodyn Poulton Consultant Anaesthetists Representative 

In terms of interface with the wider organisational structures, which manage 
performance, governance and organisational development; the clinical strategy 
progress was reviewed quarterly at the Service Redesign Committee.  
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