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AGENDA
Item Lead Description Update | For Noting
[Approval
1. | JForbes Welcome and Introductions Verbal Noting
2. | JForbes Minutes of Last Meeting — 16" January Paper Approval
2024
3. | G McConnachie | HSCP Internal Audit Plan Update to Paper Approval
January 2024
4, | TReid Mazars — Progress Report Paper Noting
5. | J Campbell HSCP Corporate Risk Register Update Paper Approval
6. | J Campbell HSCP Q3 Performance Report Paper Noting
7. | T Quinn Review of Whistleblowing Activity Paper Noting
2023/24
8. | D Aitken Joint Adult Support & Protection Paper Noting
Inspection Report
9. | C Sinclair Audit Scotland Report — NHS in Paper Noting
Scotland
10. | J Campbell HSCP PAR Agenda Planner Paper Noting
11. | J Forbes A.O.C.B. Verbal Noting
12. | J Forbes Date of next meeting — 20th June 2024 | Verbal Noting

IJB — 27" June 2024
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Minutes of the
East Dunbartonshire HSCP Performance, Audit & Risk Committee.
Date: Tuesday 16" January 2024 at 2pm
Location: Via MS Teams

Present:

Jacqueline Forbes (Chair) JF
Calum Smith CSm
Gillian McConnachie GMcC
lan Ritchie IR
Derrick Pearce DP
Claire Carthy CC
Caroline Sinclair CSi
Jean Campbell JC
Tom Reid TR
Susan Murray SM

Minutes: Sarah Hogg

No. Topic Action

by
1. Welcome and Apologies JF

The Chair welcomed the committee members present.

Apologies submitted from: Alison Willacy.

2. Minutes of previous meeting. JF

Minutes from the September and November meetings were reviewed and
approved with the noted corrections:

November minute — Calum Smith forename updated to contain one |.
Point 2 — Mazars Report - noted with uncomplete registers of interest
corrected to incomplete Registers.

3. HSCP Internal Audit Performance & Outputs GMcC

The HSCP Internal Audit Performance & Outputs paper was presented to the
group, and the points highlighted were:

e There are no high-risk items outstanding of direct relevance to the HSCP.

¢ One remaining medium risk outstanding relating to data cleansing of the
service register for care providers.

e A revised target date of 31 March 2024 has been set for closing off this
risk.

e An update on the NHSGGC's internal audit activity has been requested
and a further update will be provided at the next committee.

e Work has started on the 2024/2025 audit plan a draft plan will be brought
to the next committee.
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Questions:

CS enquired as to the possibility of reaching the March 31st deadline. It was
confirmed work is ongoing to review elements of the care first service register
and will be concluded by year end.

It was resolved:
The content of the HSCP Internal Audit Performance & Outputs were noted.

External Quality Assessment 2 — A report on Internal Audit by Glasgow GMcC
City Council

The External Quality Assessment 2 — A report on Internal Audit by Glasgow
City Council was presented for approval and the points highlighted were:

e Positive validation provided by Glasgow City Council on the Internal Audit
Service with all areas under review concluded as fully compliant.

e The Institute of Internal Audit is consulting on new Standards and that the
next External Quality Assessment will be against revised Standards.

e Three minor actions for improvement were proposed by the external
assessor, asking for action to be taken to improve the response rate to
client surveys, specific consideration of the East Dunbartonshire Leisure
& Culture Trust when preparing the Audit Plan and greater recognition of
best practise within internal audit reports. These actions have been
accepted by the Audit and Risk Manager with a target date of 30 June
2024.

Questions:

SM queried the minor recommendation for the leisure trust. GMcC confirmed
consolidated data on the leisure trust was included in the council account as
part of the larger council group; nevertheless, it was mentioned that further
audit work is not necessary and that assurances might be taken into
consideration.

JF asked regarding the peer review of each council and the potential learning
opportunities? It was indicated other local authorities face similar challenges
and other public sector bodies participate. [IA meetings include private sector
and are attended by representatives from EDC.

JF queried the audit not including the 1JB in the report? It was confirmed while
the audits primary focus was local authority the HSCP was also included in
the process, and both agencies are subject to the same procedures.

IR commented on the stringency and differing perspectives of the peer review
process.

Members of the committee expressed praise and thanks to those involved.

It was resolved:
The content of the External Quality Assessment 2 — A report on Internal Audit
by Glasgow City Council was noted.

HSCP Corporate Risk Register JC

The HSCP Corporate Risk Register was presented for noting and the points
highlighted were:
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¢ Individual Service Risk Registers are reviewed and updated monthly, as
appropriate, by the Operational Leads within the HSCP. These capture a
more detailed picture of individual service risks and include those services
hosted within ED HSCP.

e The Corporate Risk Register is reviewed quarterly by the Senior
Management Team and updated.

e The Risk Register provides full details of all current risks, in particular
high-level risks, and the control measures that are in place to manage
these.

e There are a total of 15 risks included within the HSCP Corporate Risk
register this remains static from the previous report however risk scores
have been updated on a number of these to reflect the challenges faced
by the HSCP in the coming year.

e Of the 15 risks identified within the Corporate Risk register, 10 are high
risk albeit following the risk management actions implemented, this
reduces to 4 (1) high risk area, the rest falling down to medium risks.

e There are a total of 21 service risk registers with 105(74) live/active risks
associated with these registers. Of the 105 risks, 39% are Low risks, 34%
are Medium level risks, 24% are High level risks and 3% are Very High
risks.

Questions:

IR asked regards to point HSCP 10 in the document and any solutions to
support this risk of delayed discharges. Assurances were given work is
ongoing to support delayed discharges from acute in the community.

CSm enquired regarding point HSCP 15 in the document and the potential
outcomes. CSi provided assurances a solution is being sought and
discussions with the NHS GG&C board are ongoing, it is hoped to have a
solution within the year. The impact on patients and staff is being mitigated
by use of other clinical space at varying sites in the meantime.

SM highlighted the scales in both graphs not providing a comparative picture
in point 3.7 or paper 5. This will be resolved for the next report.

JF asked for further clarity and detail to be included in this report for future.

It was resolved:
The content of the HSCP Corporate Risk Register was noted.

HSCP Directions Log Update JC

The HSCP Directions Log Update was presented for noting and the points
highlighted were:

e There have been 15 Directions issued across the 1JB meetings in 2023
the status of the Directions is noted as being:

Current 8
Complete 0
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Superseded 7
Revoked 0
Questions:

JF requested superseded items are to be faded out for future reports.

It was resolved:
The content of HSCP Directions Log Update was noted.

HSCP Annual Delivery Plan Update — Qtr 3 2023/24 JC

The HSCP Annual Delivery Plan Update — Qtr 3 2023/24 was presented for
noting and the points highlighted were:

e There are a total of 24 projects to be delivered within the Delivery Plan for

2023/24:

- 18 (20) are considered at Green status with an expectation that these
will be delivered as planned in year.

- 2 (4) are considered Amber status (at risk), of which 1 is recommended
to be closed related to SCS Workforce review due to changing
parameters related to the funding to support progress on this project —
work is underway with some risk or delay to delivery.

- 4 (0) are considered Red status — not delivered as planned in year.

- These items will be reviewed and added to the coming years annual
delivery plan for further discussion.

Questions:

IR commented on possibility of meeting these project targets in the coming
year. Assurances were given that every effort will be made to meet these
project targets.

JF commented on the various appendix to the document and requested clear
outcomes to be added going forward marking what was achieved.

It was resolved:
The content of the HSCP Annual Delivery Plan Update — Qtr 2023/24 was
noted.

Care Inspectorate - Meiklehill and Pineview Service Inspection October DP
2023

The Care Inspectorate - Meiklehill and Pineview Service Inspection October
2023 was presented for noting and the points highlighted were:

e The HSCP Internal Meiklehill and Pineview services were inspected by
the Care Inspectorate over 3 days in October 2023. This was an
unannounced inspection focusing on two main themes. The dimensions
that were inspected are noted below, along with the corresponding grades
and descriptors awarded by the Care Inspectorate.

Dimensions and Grades two main theme areas:
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- How well do we support people's wellbeing? 5 - Very Good
- How good is our leadership? 5 - Very Good

The overall grades above recognise the main grade for each thematic area —
with the overall grade for each area always being aligned to the lowest score
awarded.

- The service was inspected on 4 specific areas and achieved overall:
Very Good in all 4 areas.

- People experience compassion, dignity, and respect. 5 - Very Good

- People get the most out of life. 5 - Very Good
- People's health and wellbeing benefits from their care and supports.
5 - Very Good
- Quality assurance and improvement is led well. 5 - Very Good
Noted:

Members of the committee expressed praise and thanks to those involved.

It was resolved:
The content of the Care Inspectorate - Meiklehill and Pineview Service
Inspection October 2023 was noted.

9. HSCP PAR Agenda Planner. JC

Areas were identified to be included in the agenda planner for the coming
year to be considered at the next meeting:

TR confirmed the Audit plan will be brought to next meeting.

IR requested Whistleblowing will be brought to next meeting.

10. AOCB ALL
None.
11. Date of Next Meeting: 14" March 2024. ALL
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Pa rtnershlp AGENDA ITEM NO: 03.

EAST DUNBARTONSHIRE HEALTH & SOCIAL CARE PERFORMANCE AUDIT & RISK

COMMITTEE

DATE OF MEETING: 14th MARCH 2024

REPORT REFERENCE: PERF/140324/03

CONTACT OFFICER: GILLIAN MCCONNACHIE, CHIEF INTERNAL

AUDITOR, 0141 574 5642

SUBJECT TITLE: INTERNAL AUDIT UPDATE TO JANUARY 2024

1.0 PURPOSE

1.1  The purpose of this report is to update the Committee on internal audit work completed
in the period since the last Committee.

1.2  The information contained in this report relating to East Dunbartonshire Council or
NHSGGC audits has been presented to the Council's Audit & Risk Management
Committee (A&RMC) and the NHSGGC Audit & Risk Committee (ARC) as
appropriate, where it has received scrutiny. Once noted by these committees, this
report provides details on the ongoing audit work, for information, to the H&SCP
Performance, Audit & Risk Committee and to allow consideration from the
perspective of the H&SCP.

2.0 RECOMMENDATIONS
It is recommended that the Performance, Audit and Risk Committee:

2.1 Note the contents of the report and

e Approve the Internal Audit Planning document for 2024/25.

e Request the Chief Finance & Resources Officer submits performance
monitoring reports detailing progress against Plan and audit results to future
meetings of the Committee.

CAROLINE SINCLAIR
CHIEF OFFICER, EAST DUNBARTONSHIRE HSCP



3.1

3.2

3.3

3.4

3.5

3.6

3.7

3.8

BACKGROUND/MAIN ISSUES

In the period since the last committee update, the Internal Audit Team finalised and
reported on the outputs as shown in Table 1 below. The table below represents a
continuation of the reporting on the Internal Audit work for 2023/24, with Outputs 1 to
6 having previously been completed and reported to committee.

Table 1 — Analysis of Internal Audit Outputs December 2023 to January 2024

Areas High Medium Low

Audit Area and Title Noted Risk Risk Risk

Assurance Audits

7  Interim Care Home Funding 5 3 2 -

Regularity

8 Internal Audit Planning 24/25 - - - -

Two outputs were completed in the period, representing a year-to-date cumulative
achievement of 8 outputs or 80% completion of the 10 outputs planned for the year
2023/24, at 83% through the year.

The audit plan is progressing as expected and there are no concerns about the
completion of the audit plan at this stage.

Auditors have provided the following summary of the audit output completed since
the last monitoring report for Members.

Work in Progress

Audits continue to be progressed in line with the audit plan. Of note is the work on
Social Work Payments and an update on this is provided in the following paragraphs.

Social Work Payments

In July 2022 the HSCP agreed to temporarily amend the process for monitoring of
actual services delivered through Care at Home and Supported Living Providers. This
involved making changes to the authorisation requirements where actual hours
delivered by the providers were less than the planned hours are immediately adjusted.
An authorisation process is still in operation for those where the actual hours are
greater than the planned hours but this has been refined to a global authorisation of all
increases.

The primary objective for changing the process was to mitigate against overpayments
to providers on a monthly basis.

To support this change a revised protocol, documenting the new arrangements, was
developed. Auditors were informed that the revised protocol was implemented in
February 2023.



3.9

3.10

3.11

3.12

3.13

3.14

3.15

3.16

3.17

3.18

Auditors have reviewed the operation of the revised protocol and in a draft report have
concluded that limited assurance can be provided over the effectiveness of the
protocol at present as the process is not operating as intended. Several improvements
should be made as to the current process to provide management with greater
assurances over its operational effectiveness.

There are issues surrounding the implementation of the protocol. The protocol stated
that downward adjustments to hours reported by providers were to be immediately
made in Carefirst but this process is not yet in place, with further communication
between the relevant services being required to agree a revised protocol.

Auditors are in the process of agreeing an action plan with management. Once
agreed, further detail will be provided to this committee.

Assurance Audit
Interim Care Home Funding

The scope of the audit was to examine Interim Care Home Funding with a particular
focus on the regular review of such cases and ensuring monies due to the
Council/HSCP are being collected.

Interim care home funding is a short-term loan agreement provided by the Council to
individuals who have capital assets which would make them liable to pay the full cost
of their care home fees. It is specifically for individuals who are assessed as
requiring to move permanently into a care home, but lack the mental capacity to
manage their financial affairs or where there is not yet a legally appointed guardian
(financial representative) who can make financial decisions on their behalf.

The Council/HSCP will attempt to identify an individual who is able to become their
legal representative, such as a family member, friend, or solicitor. If it is eventually
determined that no suitable person can be found, the Council can apply for Power of
Attorney (POA).

The HSCP will finance the individual’s care home fees until a financial
representative/guardian is legally appointed. Where an individual owns their home,
to ensure that those fees are repaid to the Council, the service can apply via Legal
Services to secure a charge against the individual’s property, until the guardian is
appointed.

Auditors can provide limited assurance over the key controls for Interim Care Home
Funding that were in place at the time of the audit, with several areas requiring
significant improvement. Auditors identified five key actions whereby the process
can be accelerated and improved. This will require a greater organisational focus on
interim funding cases, in proportion to the financial risk associated with Interim
Funding.

The implementation of the agreed action plan should provide a material financial
benefit to the HSCP and improve the assurance that sufficient controls are in place.
The associated high risks are attached at Appendix 1 including the management
actions being taken to mitigate the risks and target dates.

The Medium risks relate to the following:



3.19

3.20

3.21

3.22

3.23

3.24

3.25

Review of historic charging orders

In 2019 a charging order was not placed on a property due to an emailed request to
Legal Services being missed. Since 2021 an improved process has been in place
with a form comprising an instruction to Legal Services being completed to formalise
the process and a four weekly review of cases at a meeting between Shared
Services and Transactional Finance taking place. Auditors identified a risk that whilst
processes have been improved in recent years there remained a risk that there could
be other older charging order requests, made prior to the updated process, which
were not actioned. Shared Services have carried out a review of historic cases since
the audit to ensure that no further cases had a charging order missed and no further
instances were identified. The risk has therefore been mitigated.

Signatories for Council Managed Bank Accounts

Council staff, who were signatories on an individual’'s bank account, left the
employment of the Council without the signatories being changed. The individual
subsequently died and there was no further access to the account to obtain
outstanding monies. Since their death in 2018, there has been ongoing
correspondence with the individual’s solicitor, in an attempt to obtain the final monies
due to the Council.

This is a historic issue and no officers currently hold powers to manage client funds
and so the risk is mitigated in that regard. Nonetheless, a process will be put in place
where officers are managing client funds to ensure powers pass to another officer if
original officer leaves or becomes incapacitated.

Regularity
Internal Audit Planning

An Internal Audit Planning update is included at Appendix 2 to detail planned Internal
Audit activity for 2024/25, for approval by this committee, subject to approval of
available internal audit resources at the Council’'s Audit & Risk Management
Committee.

EAST DUNBARTONSHIRE COUNCIL INTERNAL AUDIT PROGRESS

Work on the Council’s Internal Audit Plan continues. Recent audit work to date has
included work testing for duplicate payments and consultancy advice relating to the
implementation of the Council’s new Oracle Fusion General Ledger and enterprise

system. No high risks were noted during these reviews and points for improvement
or to be taken forward have been agreed with management.

NHSGGC INTERNAL AUDIT PROGRESS

An update on the NHSGGC's internal audit activity has been requested but due to a
change in personnel a full update has not been available since September 2023.
Nonetheless the following high level information has been provided:

At the December NHSGG&C Audit & Risk Committee there were three audit reports
but no RED assessments, with conclusions as follows:

¢ Infection Prevention and Control — Minor improvement required



e Consultant Job Planning — Substantial improvement required

e eHealth Application Access Management — Minor improvement required

3.26 A new individual is now in post and it is expected that a further more detailed update

4.1

4.2

4.3

4.4

4.5

4.6

4.7

4.8

4.9

4.10

411

5.1

6.1

6.2

will be provided at the next committee.

IMPLICATIONS

The implications for the Board are as undernoted.

Relevance to HSCP Board Strategic Plan — None.
Frontline Service to Customers — None.
Workforce (including any significant resource implications) — None.

Legal Implications — Legal risks are presented in the body of internal audit reports with
reference to relevant legislation where appropriate.

Financial Implications — Internal Audit reports are presented to improve financial
controls and aid the safeguarding of physical and intangible assets.

Procurement — Where applicable these are referenced in the body of internal audit
reports with associated management actions for improvement.

ICT — None.

Corporate Assets — None.
Equalities Implications — None
Corporate Parenting — None

Other — None.

MANAGEMENT OF RISK

The risks and control measures relating to this Report are as follows:-

The Risks are highlighted to management in audit reports. The risks are addressed
through agreed action plans, appended to internal audit reports.

IMPACT
STATUTORY DUTY — None
EAST DUNBARTONSHIRE COUNCIL — The risks identified in the internal audit

reports relevant to East Dunbartonshire Council have been highlighted to the Council’s
Audit & Risk Management Committee.



6.3

6.4

7.1

NHS GREATER GLASGOW & CLYDE — The risks relevant to the NHS Greater
Glasgow & Clyde identified in the internal audit reports have been highlighted to the
NHSGGC'’s Audit & Risk Committee.

DIRECTIONS REQUIRED TO COUNCIL, HEALTH BOARD OR BOTH — No Direction
required.

POLICY CHECKLIST

This Report has been assessed against the Policy Development Checklist and has
been classified as being an operational report and not a new policy or change to an
existing policy document.

APPENDICES

Appendix 1 — Interim Care Home Funding - Action Plan High Risk Extract
Appendix 2 - Internal Audit Planning 2024/25
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Appendix 1 — Interim Care Home Funding - Action Plan High Risks Extract
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AGENDA ITEM NO: 03.

Observation Risk and Recommendation Mani?lirzzg ng;s,f;iJCoer;se & TS;%:t
Delays in Care Home Advising Rates High Accepted
In one case sampled by auditors, rD?Iayts wg:lher r:jots|f|$a_t|on of (;hargmg Responsible Officer: Strategic
guardianship was noted by Shared ags 0 3 € elt\."cfhs cg | ; Commissioning Manager
Services in October 2022. After several su Is_eq_uen yresu dm ebe_ ay o bl
attempts to obtain the final charging rates | '¢'&iMINg MONIES due or being unabl€ | process established to ensure
from the care home, the final invoice was | 1© F€claim monies. escalation to the Strategic Feg(;;zry

issued in July 2023, for the sum of
£24,806.

Recommendation —

An escalation process should be
implemented for notifying management
of any cases where rates have not been
established on a timely basis.

Commissioning Manager after two
attempts by Shared Services Finance
to get confirmation of rates from Care
Homes, and to escalate to Care
Home providers’ head office where
necessary.




Observation

Risk and Recommendation

Management Response &
Allocated Officer

Target
Date

Delays in Guardianship Notification

A delay in Social Work notifying Shared
Services of guardianship being awarded
was noted in 3 cases from a sample of
10. This resulted in the Interim Funding
continuing beyond the entitlement period
and an increased financial risk to the
HSCP. In these cases, guardianship was
only confirmed when Shared Services
noted observations on Carefirst and
contacted Social Work for further
information.

High

Delays in the notification of guardianship
to Shared Services can subsequently
result in the delay of reclaiming monies
due or being unable to reclaim monies
where the guardian is then deceased.

Recommendation —

All relevant Social Workers should be
reminded of the importance of notifying
Shared Services as soon as possible
after the appointment of a guardian.

In keeping with good practice, all
processes around Interim Funding
should be documented. This would
serve as a reminder to Social Work staff
of the importance of timely notification of
guardianship to Shared Services.
Additionally, any new members of staff
would have clear written instructions to
follow.

Accepted

Responsible Officer: Joint Services
Manager Adult and Older People
Services

We will undertake a refresh of the
guidance for practitioners re interim
funding, this will include refreshing
procedures where interim funding
relates to pending applications for
guardianship.

A monthly list of interim funding cases
should be sent by Shared Services
finance to Joint Services Manager
Adult and Older People Services to
cross check with care management
teams. There is currently no
automatic means by which social
workers are updated of successful
guardianship applications in all cases.
Where information has been shared
with or is obtainable by Social Work
teams in respect of guardianship
being granted this will be advised to
shared services.

March
2024

January
2024




Observation Risk and Recommendation HEMEEEE! Response & Vel
Allocated Officer Date
Uncompleted forms High Accepted
Once appointed, a guardian failed to Delays in issuing final invoices may Responsible Officer: Joint Services
complete the requested forms to enable result in difficulties obtaining the Manager Adult and Older People
the final invoice to be raised. The repayment of any monies due. Services
guardian subsequently died around nine
months later, and the case has been with | Recommendation - Process to be refreshed to instruct March
the issuing of two letters from shared | 2024

Social Work awaiting a decision on how to

progress.

When guardianship is awarded, there
should be a cut off period set for the
return of the requested forms. Non-
return within a specific period may
require the final invoice to be issued
without the completion of a Financial
Assessment form.

services finance to the individual, with
recourse to issue final full cost invoice
if information not presented.
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HSCP Internal Audit Planning
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Internal Audit Planning 2024/25

Background

The Annual Internal Audit Plan is prepared on an annual basis, detailing the HSCP Internal Audit
work planned for year ahead. Planning the work is important to demonstrate that Internal Audit is
proactive and that the activities are targeted to areas of risk and need. The Plan also has to be

flexible so that Internal Audit can react to events that might happen during the course of the year.

The Annual Internal Audit Plan is prepared and presented to the Performance, Audit & Risk
Committee to allow review and approval of the planned Internal Audit activity for the year ahead.

Plan

The plan for 2024/25 is expected to provide adequate evidence relating to the HSCP’s systems to
enable the Council's Audit & Risk Manager to provide a year-end opinion. This will be closely
monitored and the Performance, Audit & Risk Committee will be kept informed of any change in
the situation, with resources and expected outturn monitored as the year progresses. However,
when determining the focus of the Internal Audit Team the following principles apply:

e The internal audit team will remain flexible and responsive to emerging risks and requests
for assurance over new processes,

e The higher priority audits per Table 1 will remain top priority for completion; and,

e Service demands, audit resource availability, key officer availability and the skills mix of
the individual members of the internal audit team will also be considered when scheduling
audits.

Planning Process

The Plan reflects not only Internal Audit's understanding of systems and controls but also the
HSCP's goals, the national context and current economic climate. Using this understanding the
Audit & Risk Manager discussed potential areas of focus with Senior Management. The following
alternative sources of assurance are also considered at the planning stage: external reports on the
HSCP, the HSCP’s performance, the risk registers, how the HSCP manages its risks and where
improvements are required. For the most part ‘need’ equates to ‘risk’ but consideration is also
given to other aspects such as Internal Audit’s reporting history, expected future HSCP changes
and local demographics.

Having worked through all of the above, Internal Audit have a considerable amount of information
and potential areas for review. Internal Audit cannot cover all areas of risk and we need to make
sure what we plan to do is manageable and balanced.

The Plan for 2024/25 includes 10 areas of need to be reported on, which is consistent with the
planned number of outputs for 2023/24. Audit days are assigned in the Plan to each assignment,
based on an assessment of the relative risks of the audits planned and the expected complexities
involved in undertaking the audit work. The work has been planned to enable us to draw
conclusions on the HSCP.



Internal Audit Plan — Working to a Standard

The above summary is based on the provisions within the Public Sector Internal Audit Standards
(PSIAS). The work of the Internal Audit Team is aligned to these provisions, which are also
reflected in the Internal Audit Manual. For the 2024/25 financial year, the following standards have
been applied with respect to Internal Audit Planning.

The Internal Audit Plan (Public Sector Internal Audit Standard 2010)

The Plan for 2024/25 is based on a documented risk assessment process. The process uses the
HSCP's existing Risk Registers, the expectations of stakeholders and input from Senior Officers
whilst considering the HSCP Performance Management Framework and outcomes.

The HSCP's risk management framework is well established, with auditors placing reliance on the
actions being taken to manage key risks, as well as using the corporate risk register as a source for
identifying areas of potential audit activity.

The Plan takes into account the requirement to produce an annual audit opinion. This opinion is
delivered through the statement on the adequacy and effectiveness of the HSCP’s framework of
governance, risk management and internal controls. This statement is used to inform the
governance statement included in the annual accounts.

The Plan is linked to the internal audit mission statement, charter and strategy, ensuring that
activities are consistent with existing direction, organisational objectives and priorities.

The Internal Audit team also provides consultancy work on the basis that these assignments
improve management of risks, add value and improve the HSCP’s operations. Whilst no consultancy
engagements have been planned for 2024/25, these can be accommodated during the year,
although this may lead to the rescheduling of other planned audit work.

Audit Resources (PSIAS Standard 2030)

The Audit & Risk Manager can confirm that, in her opinion, the planned resources are appropriate
and sufficient and will be effectively deployed to provide the required assurances to stakeholders.

PSIAS provides further definitions of each of the above requirements with appropriate reference to
the mix of knowledge, skills and other competencies needed to perform the Plan. Sufficient refers to
the quantity of resources needed to accomplish the Plan. Resources are effectively deployed when
they are used in a way that optimises the achievement of the approved Plan.

The Plan is developed to ensure that staff availability, qualifications, experiences and skills are
sufficient and appropriate. The process is supported by the Council's Performance Development
Review (PDR) framework providing an ongoing mechanism to assess the effectiveness of staff in
their roles and supporting future developments through training. The Audit & Risk Manager
continually reviews the available resources to ensure that the Plan continues to be achievable. The
impact of uncertain or unanticipated resource changes may need to be reported to Members where
this affects the ability of the team to deliver the plan.

All auditors in the team have an accounting, risk management or internal audit qualification. When
one of our stakeholders reads an Internal Audit Report they can be assured that is has been
prepared with due recognition of the all the best practices, ethics and professional responsibilities,
as is required.

Staff training and coaching are being used to good effect to aid in delivery of the Plan. In addition,
the budgeted allocation for administrative time has been reviewed to ensure that the application of
resources continues to be reasonable.



Policies and Procedures (PSIAS 2040)

The Internal Audit Manual serves as the Internal Audit Team’s policies and procedures. The
Internal Audit Manual is aligned to the provisions of the Public Sector Internal Audit Standards and,
in complying with the manual, the team are demonstrating compliance with the standards.

The Manual is reviewed on an ongoing basis with significant reviews taking place following changes
in guidance, good practice or prevailing standards.

Coordination with External Scrutiny Bodies (PSIAS Standard 2050)

The Audit & Risk Manager is required to share information with other providers of assurance and
consulting services to ensure proper coverage and minimise duplication of efforts.

The Audit & Risk Manager will meet with the External auditors, Mazars to ensure that external
auditors place reliance on Internal Audit's work where possible, to reduce duplication of effort.

Reporting to Senior Management and the Board (PSIAS 2060)

As part of this plan, the Audit & Risk Manager will prepare and present regular update reports to the
Performance, Audit & Risk Committee over the course of the financial year. The internal audit
monitoring reports will review progress against the original plan in the interests of consistency and
accountability. Quarterly performance information will also be captured on the Council’s
Performance Management System ‘Ideagen’. Performance reports will capture the activities of the
Internal Audit Team relative to the original plan.

Ongoing reporting will also highlight specific issues as they relate to risk exposures, control issues,
fraud, governance or any other matters that the Audit & Risk Manager deems appropriate for
consideration by the Committee. Significant issues will also be captured within the annual internal
audit report.

On an annual basis, the Audit & Risk Manager will provide a report that will include the purpose,
authority and responsibilities relative to the plan but also any significant issues noted in the above.

2024/25 Audit Work (PSIAS Standard 2100)

The planned number of days allocated to each audit area and corresponding outputs are shown
below in Table 1.

Internal Audit activity evaluates and contributes to the improvement of governance, risk
management and control processes using a systematic and disciplined approach as outlined in the
Internal Audit Charter.

Planned audit work includes consideration of a number of different types of audit assignments
including systems, regularity, and consultancy. This varied application of audit resources ensures
that different aspects of HSCP business have been subjected to testing, with assurances being
sought over a range of activities.

Overall Opinions (PSIAS Standard 2450)

Following the completion of the audit plan an overall opinion will be issued, taking into account the
strategies, objectives and risks of the HSCP and the expectations of senior management, the
Performance, Audit & Risk management Committee and other stakeholders. The overall opinion
must be supported by sufficient, reliable, relevant and useful information.



Internal Audit Plan — Allocations and Activities

TABLE 1 — Planned Days and Outputs by Audit Area

Outputs Area Review Planned Status Rationale Priority
Days
1 Audit Financial Monitoring 20 New Financial pressures continue as a risk for the HSCP. The 2
audit will review financial monitoring, including consideration of
recharges, with a focus on social work recharges.
2 Audit Provider Uplifts Process 25 New Review of the process for increasing rates paid to social care 2
providers given governance and budgetary risks.
3 Audit Private sector housing grant 25 New Review of processes across Housing, the HSCP and Legal 3
Services with regards to Private Sector Housing Grants.
4 Audit Social Care Contingency planning 10 New Focusing of third-party failure risks facing the HSCP. 1
(incl failure of key providers)
5 Audit Use of self-service technology 20 New Review of use of AskSara technology as a recent change, to 2
(AskSara) ensure that appropriate controls are in place.
6 Regularity Annual Audit Report 1 Recurring Annual report 1
7 Regularity Annual Follow Up 2 Recurring Follow up on previously issued recommendations 1
8 Regularity Annual Governance Statements 2 Recurring Annual requirement for accounts and to support Annual report 1
9 Regularity Interim Follow Up 2 Recurring Follow up on previously issued recommendations 1
10 Regularity Internal Audit Plan 2025/26 2 Recurring Preparation of following year's internal audit plan 1
Total Days 109




East Dunbartonshire Chief Officer
Health & Social Care Caroline Sinclair
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EAST DUNBARTONSHIRE HEALTH & SOCIAL CARE PERFORMANCE AUDIT & RISK

COMMITTEE
DATE OF MEETING: 14TH MARCH 2024
REPORT REFERENCE: PERF/140324/04
CONTACT OFFICER: TOM REID, MAZARS, EXTERNAL AUDIT

DIRECTOR (tom.reid@mazars.co.uk)

SUBJECT TITLE: AUDIT PROGRESS REPORT — EAST
DUNBARTONSHIRE 1JB

1.0 PURPOSE

1.1 The purpose of this report is to set out progress on the 2023/24 external audit of East
Dunbartonshire Integration Joint Board (1JB).

2.0 RECOMMENDATIONS

It is recommended that the Performance, Audit and Risk Committee:

2.1 Note the contents of the report.

CAROLINE SINCLAIR
CHIEF OFFICER, EAST DUNBARTONSHIRE HSCP



3 BACKGROUND/MAIN ISSUES

3.1 A copy of the Audit Progress report by Mazars is included as Appendix 1.

4 IMPLICATIONS

The implications for the Board are as undernoted.

4.1 Relevance to HSCP Board Strategic Plan — None.

4.2  Frontline Service to Customers — None.

4.3  Workforce (including any significant resource implications) — None.
4.4  Legal Implications — None

4.5  Financial Implications — None

4.6  Procurement — None

4.7 ICT — None.

4.8 Corporate Assets — None.

4.9  Equalities Implications — None

4.10 Corporate Parenting — None

4.11 Other — None.

5 MANAGEMENT OF RISK

The risks and control measures relating to this Report are as follows:-

5.1 The relevant risks are set out in the progress update.

6 IMPACT
6.1 STATUTORY DUTY — None

6.2 EAST DUNBARTONSHIRE COUNCIL — Assurance will be required from the partner
bodies to inform the audit process for the 1JB.

6.3 NHS GREATER GLASGOW & CLYDE — Assurance will be required from the partner
bodies to inform the audit process for the 1JB.

6.4 DIRECTIONS REQUIRED TO COUNCIL, HEALTH BOARD OR BOTH — No Direction
required.



7.1

POLICY CHECKLIST

This Report has been assessed against the Policy Development Checklist and has
been classified as being an operational report and not a new policy or change to an
existing policy document.

APPENDICES
Appendix 1 —ED 1JB Audit Progress Report — Mar 2024
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Appendix 1 — Interim Care Home Funding - Action Plan High Risks Extract

Chief Officer

Caroline Sinclair
AGENDA ITEM NO: 04.

Observation Risk and Recommendation Mani?lirzzg ng;s,f;iJCoer;se & TS;%:t
Delays in Care Home Advising Rates High Accepted
In one case sampled by auditors, rD?Iayts wg:lher r:jots|f|$a_t|on of (;hargmg Responsible Officer: Strategic
guardianship was noted by Shared ags 0 3 € elt\."cfhs cg | ; Commissioning Manager
Services in October 2022. After several su Is_eq_uen yresu dm ebe_ ay o bl
attempts to obtain the final charging rates | '¢/&iMINg MONIES due or being unabl€ | process established to ensure
from the care home, the final invoice was | 1© F€claim monies. escalation to the Strategic Feg(;;zry

issued in July 2023, for the sum of
£24,806.

Recommendation —

An escalation process should be
implemented for notifying management
of any cases where rates have not been
established on a timely basis.

Commissioning Manager after two
attempts by Shared Services Finance
to get confirmation of rates from Care
Homes, and to escalate to Care
Home providers’ head office where
necessary.




Observation

Risk and Recommendation

Management Response &
Allocated Officer

Target
Date

Delays in Guardianship Notification

A delay in Social Work notifying Shared
Services of guardianship being awarded
was noted in 3 cases from a sample of
10. This resulted in the Interim Funding
continuing beyond the entitlement period
and an increased financial risk to the
HSCP. In these cases, guardianship was
only confirmed when Shared Services
noted observations on Carefirst and
contacted Social Work for further
information.

High

Delays in the notification of guardianship
to Shared Services can subsequently
result in the delay of reclaiming monies
due or being unable to reclaim monies
where the guardian is then deceased.

Recommendation —

All relevant Social Workers should be
reminded of the importance of notifying
Shared Services as soon as possible
after the appointment of a guardian.

In keeping with good practice, all
processes around Interim Funding
should be documented. This would
serve as a reminder to Social Work staff
of the importance of timely notification of
guardianship to Shared Services.
Additionally, any new members of staff
would have clear written instructions to
follow.

Accepted

Responsible Officer: Joint Services
Manager Adult and Older People
Services

We will undertake a refresh of the
guidance for practitioners re interim
funding, this will include refreshing
procedures where interim funding
relates to pending applications for
guardianship.

A monthly list of interim funding cases
should be sent by Shared Services
finance to Joint Services Manager
Adult and Older People Services to
cross check with care management
teams. There is currently no
automatic means by which social
workers are updated of successful
guardianship applications in all cases.
Where information has been shared
with or is obtainable by Social Work
teams in respect of guardianship
being granted this will be advised to
shared services.

March
2024

January
2024




Observation Risk and Recommendation HEMEEEE! Response & Vel
Allocated Officer Date
Uncompleted forms High Accepted
Once appointed, a guardian failed to Delays in issuing final invoices may Responsible Officer: Joint Services
complete the requested forms to enable result in difficulties obtaining the Manager Adult and Older People
the final invoice to be raised. The repayment of any monies due. Services
guardian subsequently died around nine
months later, and the case has been with | Recommendation - Process to be refreshed to instruct March
the issuing of two letters from shared | 2024

Social Work awaiting a decision on how to

progress.

When guardianship is awarded, there
should be a cut off period set for the
return of the requested forms. Non-
return within a specific period may
require the final invoice to be issued
without the completion of a Financial
Assessment form.

services finance to the individual, with
recourse to issue final full cost invoice
if information not presented.
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1. Audit Progress

This report sets out progress on the 2023/24 external audit of East Dunbartonshire Integration Joint Board (the 1JB).

2023/24 Audit

Status of the audit

Our detailed planning work for the 2023/24 audit will start in March 2024. However, as part of our initial planning, we have considered experience gained from our 2022/23 audit and have met with
finance officers to discuss the timetable for the audit. We will continue to have regular catch-up meetings with members of the finance team as the audit progresses.

We intend to bring our Annual Audit Plan to the next meeting of the Performance, Audit and Risk Committee. However, we felt that members of the Committee would benefit from an early view of
the draft timeline and indicative risk assessment for the 2023/24 audit.

We anticipate carrying out our final fieldwork in August and September 2024.

Audit progress

mazars 4



1. Audit Progress

Annual Accounts 2023/24
Draft timetable

Planning (March 2024) Interim (May 2024)

* Planning meeting and developing our understanding of the IJB » Wider scope risk assessment

+ Initial opinion risk assessments » Reassessment of audit plan and revision if necessary.

» Considering proposed accounting treatments and accounting
policies

» Developing the audit strategy and planning the audit work to be
performed

» Agreeing timetable and deadlines
* Preliminary analytical review

Completion (September 2024)

e Final review and disclosure checklist of financial
statements

* Final Engagement Lead review

» Agreeing content of letter of representation

* Reporting to the Performance, Audit and Risk Committee
* Reviewing subsequent events

+ Signing the auditor’s report

Audit progress

Fieldwork (August to September 2024)
* Reviewing the draft financial statements
* Reassessment of audit plan and revision if necessary

» Executing the strategy starting with significant risks and high
risk areas

+  Communicating progress and issues
* Clearance meeting

mazars 5



1. Audit Progress

Whilst our planning and risk assessment procedures remain at an early stage for 2023/24, Summary risk assessment

our initial planning work has identified relevant risks to the audit of financial statements. o ) ) ) L .
The risks identified are categorised as significant, enhanced or standard. The definitions of Our initial indicative summary risk assessment, illustrated in the table below, highlights those risks
the level of risk rating are given below: which we anticipate being significant and other enhanced risks in respect of the IJB. We have

summarised our expected audit response to these risks on the next pages.

Significant risk

A significant risk is an identified and assessed risk of material misstatement that, in the - 1
auditor’s judgment, requires special audit consideration. For any significant risk, the auditor &
shall obtain an understanding of the entity’s controls, including control activities relevant to ‘ 1. Management override of controls
that risk.

o
Enhanced risk 5

(2]
An enhanced risk is an area of higher assessed risk of material misstatement (‘RMM’) at g
audit assertion level other than a significant risk. Enhanced risks require additional 3
consideration but does not rise to the level of a significant risk, these include but may not 2
be limited to: -
+ key areas of management judgement, including accounting estimates which are material

but are not considered to give rise to a significant risk of material misstatement; and -

[e]

» other audit assertion risks arising from significant events or transactions that occurred )

v

during the period.
Low Likelihood High

Standard risk

This is related to relatively routine, non-complex transactions that tend to be subject to
systematic processing and require little management judgement. Although it is considered
that there is a risk of material misstatement (RMM), there are no elevated or special factors
related to the nature, the likely magnitude of the potential misstatements or the likelihood of
the risk occurring.

Audit progress

Key: . Significant risk

mazars 6



1. Audit Progress

Specific identified audit risks and planned testing strategy

We have presented below in more detail the reasons for the initial risk assessment highlighted on the previous page and also our testing approach with respect to the significant and enhanced
risks. An audit is a dynamic process, should we change our view of risk or approach to address the identified risks during our audit, we will report this to the IJB’s Performance, Audit and Risk
Committee.

Significant risks

1 Management override of controls We plan to address the management override of controls risk by:
Management at various levels within an organisation are in a * reviewing the key areas within the financial statements where
unique position to perpetrate fraud because of their ability to Y o @) management has used judgement and estimation techniques and
manipulate accounting records and prepare fraudulent financial consider whether there is evidence of unfair bias;
statements by overriding controls that otherwise appear to be * examining accounting policies;
operating effectively. Due to the unpredictable way in which such » testing the appropriateness of journal entries recorded in the
override could occur there is a risk of material misstatement due general ledger and other adjustments made in preparing the
to fraud on all audits. financial statements; and

» considering and testing any significant transactions outside the
normal course of business or otherwise unusual.

Audit progress

mazars 7



1. Audit Progress

Consideration of risks related to revenue and expenditure recognition

» As set outin International Standard on Auditing (UK) 240: The auditor’s responsibilities relating to fraud in an audit of financial statement, there is a presumed risk of fraud over the recognition of
revenue. There is a risk that revenue may be misstated resulting in a material misstatement in the financial statements. We consider the risk of fraud to be low because the 1JB is almost wholly
funded by NHS Greater Glasgow and Clyde and East Dunbartonshire Council. Therefore, as in 2022/23, we have rebutted this risk.

+ Practice Note 10: Audit of financial statements and regularity of public sector bodies in the United Kingdom highlights that, as most public-sector bodies are net spending bodies, the risk of
material misstatement due to fraud related to expenditure may in some cases be greater than the risk relating to revenue recognition. We have not recognised an increased risk in relation to
expenditure on the basis that all the IJB’s transactions are processed by the partner bodies, NHS Greater Glasgow and Clyde and East Dunbartonshire Council, rather than the 1JB directly.

» Therefore, at this stage, we are not proposing to include specific work in our audit plan in these areas over and above our standard audit procedures. We have presented below in more detail
the reasons for the risk assessment highlighted above, and also our testing approach with respect to significant risks. An audit is a dynamic process, should we change our view of risk or
approach to address the identified risks during the course of our audit, we will report this to the Performance, Audit and Risk Committee.

Protocol for Auditor Assurance 2023/24

» The IJB depends on information for its financial reporting which is provided by systems hosted by NHS Greater Glasgow and Clyde and East Dunbartonshire Council (constituent authorities).

+  We will therefore need to obtain sufficient appropriate audit evidence which may not be held by the IJB. In line with Audit Scotland’s Protocol for Audit Assurance 2023/24: Integration joint
boards we will request assurances from the auditors of each constituent authority.

Audit progress

mazars 8



1. Audit Progress

Materiality

Materiality is an expression of the relative significance or importance of a particular matter in
the context of financial statements as a whole.

Misstatements in financial statements are considered to be material if they, individually or in
aggregate, could reasonably be expected to influence the economic decisions of users taken
on the basis of the financial statements.

Judgements on materiality are made in light of surrounding circumstances and are affected by
the size and nature of a misstatement, or a combination of both. Judgements about materiality
are based on consideration of the common financial information needs of users as a group and
not on specific individual users.

We consider materiality whilst planning and performing our audit based on quantitative and
qualitative factors.

Whilst planning, we make judgements about the size of misstatements which we consider to be
material and which provides a basis for determining the nature, timing and extent of risk
assessment procedures, identifying and assessing the risk of material misstatement and
determining the nature, timing and extent of further audit procedures.

The materiality determined at the planning stage does not necessarily establish an amount
below which uncorrected misstatements, either individually or in aggregate, will be considered
as immaterial.

We will revise materiality for the financial statements as our audit progresses should we
become aware of information that would have caused us to determine a different amount had
we been aware of that information at the planning stage.

Our planning materiality will be based on the audited 2022/23 accounts and will be set based
on a benchmark of total expenditure. We will identify a figure for materiality but identify
separate levels for procedures design to detect individual errors, and also a level above which
all identified errors will be reported to the I1JB’s Performance, Audit and Risk Committee.

We consider that total expenditure represents the key focus of users of the financial statements
and, as such, we base our materiality levels around this benchmark.

Materiality Amount (£°000s)

Financial statement materiality 4,700
This is the figure we calculate to assess the overall impact of audit

adjustments on the financial statements. It has been set at 2% of total

expenditure for the year ended 31 March 2023 based on the latest

audited financial statements for 2022/23 (rounded to the nearest

million).

Performance materiality 3,200
This acts as a trigger point. If the aggregate of errors identified during

the financial statements audit exceeds performance materiality, this

would indicate that further audit procedures should be considered.

Using our professional judgement, we have assessed performance

materiality at 70% of planning materiality.

Reporting threshold (i.e., clearly trivial) 138
We are required to report to those charged with governance on all
unadjusted misstatements more than the ‘reporting threshold' amount.

Specific items 1
We assess the Remuneration Report as sensitive given users’ interest

in this specific area. We are proposing to set materiality in this area at

£1,000.

Audit progress

mazars

9



1. Audit Progress

Wider scope and Best Value - Identified risks of significant weaknesses in arrangements

Audit Scotland’s guidance requires us to carry out work at the planning stage to understand the IJB’s arrangements and to identify any significant weaknesses that may exist. We have not yet
fully completed our planning and risk assessment work.

On completion of our risk assessment, we will report any risks to the IJB’s Performance, Audit and Risk Committee.

Audit progress

mazars 10



Contact

Mazars
Director: Tom Reid Manager: Ishana Singh
Email: Tom.reid@mazars.co.uk Email: Ishana.singh@mazars.co.uk

Mazars is an internationally integrated partnership, specialising in audit, accountancy, advisory, tax
and legal services*. Operating in over 90 countries and territories around the world, we draw on the
expertise of 40,400 professionals — 24,400 in Mazars’ integrated partnership and 16,000 via the
Mazars North America Alliance — to assist clients of all sizes at every stage in their development.

*where permitted under applicable country laws.

www.mazars.com

mazsars

Follow us:

Linkedin:
www.linkedin.com/company/Mazars

Twitter:
www.twitter.com/MazarsGroup
Facebook:
www.facebook.com/MazarsGroup

Instagram:
www.instagram.com/MazarsGroup

WeChat:
ID: Mazars
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Health & Social Care Caroline Sinclair
Partnership AGENDA ITEM NO: 05.

EAST DUNBARTONSHIRE HEALTH & SOCIAL CARE PERFORMANCE, AUDIT & RISK

COMMITTEE

DATE OF MEETING: 14" MARCH 2024
REPORT REFERENCE: PERF/140124/05
CONTACT OFFICER: JEAN CAMPBELL, CHIEF FINANCE &

RESOURCES OFFICER (07583902000)
SUBJECT TITLE: HSCP CORPORATE RISK REGISTER UPDATE
1.0 PURPOSE
1.1 The purpose of this report is to provide an update on the Corporate Risks and how

2.0

2.1

they are mitigated and managed within the HSCP.

RECOMMENDATIONS

It is recommended that the Performance, Audit & Risk Committee:

Consider and approve the Corporate Risk Register attached as Appendix 1.

CAROLINE SINCLAIR
CHIEF OFFICER, EAST DUNBARTONSHIRE HSCP



3.0
3.1

3.2

3.3

3.4

3.5

3.6

3.7

3.8

BACKGROUND/MAIN ISSUES

The Corporate Risk register reflects the HSCP Board’s Commitment to a culture of
improved performance in the management of Corporate Risks.

Individual Service Risk Registers are reviewed and updated on a monthly basis, as
appropriate, by the Operational Leads within the HSCP. These capture a more
detailed picture of individual service risks and include those services hosted within
ED HSCP. This aligns to the policy requirements which states that all high and very
high service levels risks should be reviewed monthly to ensure the risk in being
managed with lower level risks reviewed quarterly.

The Corporate Risk Register is reviewed quarterly by the Senior Management Team
and updated. It captures the high level risks across the HSCP and the hosted
services.

The Risk Register provides full details of all current risks, in particular high level risks,
and the control measures that are in place to manage these.

There are a total of 14(15) risks included within the HSCP Corporate Risk register.
This represents a decrease in the number of risks for the HSCP of one from that
previously reported. This movement relates to the deletion of the risk related to the
delivery of oral health services and the lack of an infection control doctor to provide
advice on actions to enable access to three clinical areas following flooding which
was reducing capacity to deliver clinical interventions. This issue has now been
resolved.

There have been no changes to the risk scores this period, however there has been
a review of the nature of the risk HSCP 02 in the context of the recent Adult Support
& Protection (ASP) inspection which highlighted that training in this area is adequate
and of a high standard. It was highlighted that the focus on this area has been at the
expense of other quality aspects in relation to ASP and the risk narrative has been
changed to reflect this.

Additional management actions have been included for risks HSCP01, HSCPO04,
HSCPO05, HSCP06, HSCP09 and HSCP13 which will seek to mitigate the risk score
to achieve the target risk scores set for these organisational risks.

Of the 14 risks identified within the Corporate Risk register, 9 are considered to be
high risk albeit following the risk management actions set out, this reduces to 4 (1)
high risk area, the rest falling down to medium risks. The remaining high risk areas
relate to: inability to achieve financial balance; risk of failure to achieving
transformational change and service redesign plans within necessary timescales;
failure to deliver on actions to support the implementation of the Un-scheduled Care
Commissioning Plan and inability to support early, effective discharge from hospital;
inability to secure appropriate accommodation in the West Locality to deliver effective
integrated health and social work services in that area. There are a number of
management actions identified which seek to mitigate the risks.
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3.9 The majority of risks on the corporate risk register can be categorised as risk to
service delivery.

Risk Appetite Types - Corporate Risks

= Financial

= Health & Safety

= Data Protection

= Business Continuity

= Service Delivery




3.10

3.11

3.12

3.13

4.0

4.1

4.2

A copy of the HSCP Corporate Risk Register is included as Appendix 1.

In terms of horizon scanning, there are a number of emerging risks for the HSCP,
however the likelihood that these events may occur and the extent to which they will
have a negative or positive impact on the HSCP is still under review. These relate to:

e The Scottish Government Covid enquiry is ongoing

e The implementation of safe staffing legislation — emerging information from the
application of common staffing tools suggest that we may be under resourced
in some areas.

e Impact of financial position on service delivery

The HSCP also has a number of service risk registers in place provides a systematic
and structured method to support the risk management process. Information forming
the risk register will be captured using the Datix system. The risks included are of a
more operational nature, service specific and tend to be more fluid in how they appear
on the register the risk score attached and the management actions to mitigate the
risks. There are a total of 21 service risk registers with 96(105) live/active risks
associated with these registers. The movement relates to the numbers of risk being
managed throughout the period and refinement related to the introduction of our new
governance processes with a focus on improving risk management across the HSCP
and reporting of risks through the service risk registers. Of the 96 risks, 33%(39%)
are Low risks, 42%(34%) are Medium level risks, 23%(24%) are High level risks and
2%(3%) are Very High risks.

The process for escalation to the corporate risk register will depend on a number of
factors such as risk score, ability to continue to manage risk at a service level or
where risk have an impact across the HSCP and are not solely within one service
area.

IMPLICATIONS

The implications for the Board are as undernoted.

Relevance to HSCP Strategic Plan 2022-2025 Priorities;-

Empowering People

Empowering Communities

Prevention and Early Intervention
Public Protection

Supporting Carers and Families
Improving Mental Health and Recovery
Post-pandemic Renewal

Maximising Operational Integration

NGO RAWNE

Frontline Service to Customers — None.



4.3

4.4

4.5

4.6

4.7

4.8

4.9

4.10

411

5.0

5.1

6.0

6.1

6.2

6.3

6.4

7.0

Workforce (including any significant resource implications) — there are particular
workforce issues highlighted throughout the risk register, particularly related to the
challenges in recruitment and retention of staff into key frontline services and
managing ongoing absence across critical services. Workforce issues will be
addressed through the HSCP Workforce Strategy.

Legal Implications — The HSCP Board is required to develop and review strategic
risks linked to the business of the Board twice yearly.

Financial Implications — There are key high level risks to the HSCP which will have a
financial impact going forward and where there will require to be a focus on the
delivery of transformation and service redesign to support financial sustainability and
the delivery of financial balance in future years.

Procurement — None.

ICT — None.

Corporate Assets — None.

Equalities Implications — None

Sustainability — None.

Other — None.

MANAGEMENT OF RISK

The risks and control measures relating to this Report are as follows:-

This risk register is an aggregate of all service specific Risk Registers and control
measures must be reviewed and updated regularly to reduce risk.

IMPACT
STATUTORY DUTY — None

EAST DUNBARTONSHIRE COUNCIL — The HSCP Board Risk Register contributes
to East Dunbartonshire Council Corporate Risk Register and ensures the
management of the risks with robust control measures which are in place.

NHS GREATER GLASGOW & CLYDE — The HSCP Board Risk Register contributes
to NHS GG&C Corporate Risk Register and ensures the management of the risks
with robust control measures which are in place.

DIRECTIONS REQUIRED TO COUNCIL, HEALTH BOARD OR BOTH — No
Direction Required.

POLICY CHECKLIST




7.1

8.0
8.1

This Report has been assessed against the Policy Development Checklist and has
been classified as being an operational report and not a new policy or change to an
existing policy document.

APPENDICES
Appendix 1 - HSCP Corporate Risk Register March 2024




EAST DUNBARTONSHIRE HEALTH & SOCIAL CARE PARTNERSHIP

C leted b Date created/
ompieted by Jean Campbell updated

Risk is the chance of something happening which will cause harm or detriment to the organisation, staff or patients.
It is assessed in terms of likelihood of an event occurring and the severity of its impact upon the organisation, staff or
patients.

The Integration Joint Board has adopted the following scoring system which enables risks to be prioritised.

Likelihood (L) Consequence (C) Risk (LxC) = Priority

Almost certain 5 Extreme 5 20-25 = Priority 1: VERY HIGH
Likely 4 Major 4 12 - 16 = Priority 2: HIGH
Possible 3 Moderate 3 6-10 = Priority 3: MEDIUM
Unlikely 2 Minor 2 1-5 = Priority 4: LOW

Rare 1 Negligible 1

The Boards Shared Risk Register comprises those risks that have been assessed as being high or very high.




Risk Appetite/Tolerance matrix

Likelihood

Consequence /Impact

Almost Certain - 5

Likely - 4

Possible - 3

Unlikely-2

Rare -1

1 - Negligible 2 - Minor 3 - Moderate

4 - Major

5 - Extreme
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Risk Reference Risk Event Cause Effect Category of risk Control Measures Residual Residual | Risk Score | Priority | Strategy for [Risk Management Actions Acceptable Acceptable Target Risk Score Priority Risk Lead [Risk Owner
Likelihood Impact | (Equals H*) Risk Likelihood Impact (Equals N*O)
HSCP1 Inability to achieve recurring financial balance Rising demand for services due to demographics, new legislation, new national |Reduced ability to maintain service levelsleadingto  [Financial Annual budget setting process undertaken in discussion with 4 4 Treat Continued liaison with other Chief Finance Officers 3 4 Jean Chief Officer
policy, changing societal profile due to economic downturn, post covid service [service reductions / cessation ; potential risk of poor finance leads for Council and Health Board. Specific investment network / engagement with SG. Monitoring of delivery] Campbell,
demand impacts, increasing complexity of demand, increasing public expectations [ service / harm to individuals; inability to offer from SG to support HSCP strategic objectives and system of efficiency plans for the coming year through the CFRO
re service provision, public service financial challenges resulting in requirements to | competitive rates to service providers with potential pressures. Annual Delivery Plan incorporating dis-investment / HSCP Annual Delivery Plan board. Development of a
make financial efficiencies. Cost of living price increases across in house and  |loss of provider/risk to provider sustainability locally; savings options developed and delivering. medium term financial plan to support longer term
commissioned services. SG funding settlements not as expected / non recurring |cuts to staffing numbers in post; reputational risk to Internal Budget controls/Management systems and regular financial sustainability updated annually to reflect current
nature of funding, challenging budget settlements from partner organisations. the HSCP, negative impact on performance and meetings with Council and NHS finance leads. Programme of financial landscape. Ongoing review / re designation
meeting set targets. efficiency plans established for coming year. Reserves Strategy in of earmarked reserves. Budget working group to be
place with reserves balances compliant with prudent levels set within established including staff partnership to review
strategy. budget savings options through the financial year.

HSCP2 Failure to ensure adult support and protection statutory Quality assurance capacity in professional roles is limited due to focus on other Some adults at risk may not receive the structured Service Delivery Delivery of the action plan arising from the Joint Inspection of Adult 3 4 Treat Business case developed to in-source ASP training 2 4 8 3 David Aitken, [Protection Chief
processes are adequately and robustly followed in all areas of work including provision of ASPtraining statutory intervention and support thatthey require. Support and Protection Services through recruitment of additional social work capacity| Head of Adult |Officers' Group
appropriate cases Impact on outcome of inspection. creating more capacity at the same cost as current Services

arrangements. Requires consideration by Council
through HR processes.Recurring funding identified.

HSCP3 Failure to comply with General Data Protection Regulations - loss | Structural changes require new and more sophisticated forms of data Breach of Information management legislation. Harm |Data Protection Professional Codes of Practice 3 3 Treat SMT implements and reviews governance 2 3 6 3 Vandrew  [Chief Officer
of sensitive personal data (this risk and mitigation relates to management. or reputational risk to individuals whose data is lost or Procedures are in place on all sites for use/release of data. arrangements to comply with legislative requirements. McLean,
personal data held which is the data controller responsibility of |Lack of understanding and awareness of Data Protection legislation inappropriately shared. Monitoring of Information Governance Standards and agencies' Action plan in place to manage staff's adherence to HSCP
NHS GG&C or ED Council) Increasing demand and competing priorities cause workers to have decreased Financial penalty Security Policy, Caldicott Guardian responsibilities, NHSGGC-wide GDPR including Information Asset register and Corporate

awareness and lessened regard for Information Security. Increased external scrutiny Information Governance Steering Group. Information Management Liaison Officer (IMLO) role. Business
Inadequate training for staff and use of technologies. Reputational damage to NHS GG&C, ED Council or Information Sharing Protocol (endorsed by the Information Digital GDPR training now mandatory for staff with Manager
the HSCP Commissioner) in place for HSCP. An on-going programme of network access along with specific training delivered
Litigation awareness and training will continue. by Information Governance Leads for NHSGG&C.
Policies updated to reflect GDPR and new e-mail policies in place to
meet government's secure email standards. All laptops (now
including University equipment) encrypted.
Extended use of electronic records. A programme of work re the
systematic audit of access to electronic records is being extended
beyond the Emergency Care Summary includes the Fair Access
process.
Access to health records is controlled via a role based access
protocol signed off by senior clinicians and the Caldicott Guardian.

HSCP4 Failure to comply with General Data Protection Regulations - Lack of understanding and awareness of Data Protection legislation, increasing  |Breach of Information management legislation. Data Protection A programme of work to catalogue, assign destruction dates to, and 4 2 8 3 Treat New retention and destruction protocols for social 2 2 Vandrew  [Chief Officer
failure to destroy records in line with schedule of destruction demand and competing priorities cause workers to have decreased capacityand |Financial penalty destroy records has been developed but not yetimplemented due to work records (integrating paper and electronic McLean,
dates lesser regard for record destruction requirements. Volume of information assets/ |Increased external scrutiny staff capacity issues. IMLO reports to SMT on status of work. Delays records) being rolled out. Review of staffing position to HSCP

recordsis significantand duplicated across shared drive. Classification of records |Reputational damage to NHS GG&C, ED Council or in delivery due to Covid which has compounded position. Record prioritise task. Development of an approach for Corporate
is cumbersome and clunky and difficult to understand. the HSCP Management Plan in place for HSCP with actions for continuous delivery for 2024-25.Review of file classification and Business
Litigation improvement. rationalisation of number of information assets Manager

continuing.

HSCP 5 Failure in service delivery through failure of business continuity | Poor/ineffective Civil contingencies planning, Reputational damage Business Continuity Regular testing and updating of emergency plans (multi-agency 2 5 10 3 Tolerate  |Business Continuity plans. Multi agency working. 2 5 Alan Cairns, [Chief Officer
arrangements in the event of a civil contingency level event Lack of suitably trained resource, Legislative requirements not being complied with. response) and Business Continuity Plans; Comprehensive plans for Compliance with national alerts. Civil contingency. Planning,

Disjointed partnership working. Disruption to services. Loss of life or injury to public a Pandemic outbreak, and updated PARD / Critical Persons List. Prevent training. Winter planning. Performance

and or staff across the HSCP. We do not fully meet & Quality
the requirements of the Civil Contingency (Scotland) Covid-19 specific business continuity approach with Management
act 2005. transition and recovery / remobilisation planning at Manager

service and overarching levels, regularly refreshed and

now embedded in business continuity approach

generally. Development of a plan to support power

supply restrictions and power blackout. Engagement

in Council / NHS business continuity planning to

ensure alignment across partneragencies.

HSCP 6 Failure to secure effective and sufficient support services from |Limited resources across NHS GG&C and ED Council to manage increasing Failure to effectively and securely store and retrieve ~ |Service Delivery Engaged in Board wide process to ensure proportionate allocation. 3 3 9 3 Tolerate  |Ongoing collaborative work and engagement with 3 3 9 3 Jean Chief Officer
NHS GG&C and EDC to plan, monitor, commission, oversee |demands and competing priorities records - case management systems become Chief Officer attends constituent body CMT / SMT meetings. NHS GG&C and ED Council to share understanding Campbell,
and review services as required including functions delivered by | HSCP reliance on NHS GG&C and EDC IT infrastructure and systems, outdated; inability to effectively and timeously share of support requirements and reach agreement as to CFRO
business support services. performance reporting support, finance. HR, information governance etc. information; inability to be effective in digital how this is delivered in the most efficient manner.

Frequency of change demands for CareFirst and NHS GG&C systems such as |development and communication (e.g. arranging Streamline and prioritise processes where
EMIS high and outwith our control, arising from new reporting requirementsand | meetings, integrated systems); inability to meet appropriate.
changing legal/policy etc underpinning requirements. Tightening budgets resultin |statutory reporting requirements; inability to deliver
focus on efficiencies within support functions. Commissioning Strategy; inability to progress service
reviews / redesign to meet budget requirements for
savings

HSCP 7 Inability to recruit and retain the appropriate numbers of trained | Risk reflects national and local workforce pressures. The reduction in numbers of |Failure to accurately assess and respond to risk. Service Delivery Local workforce plan in place. Vacancy management process in 4 3 Treat Develop and regularly review workforce plan for 2022- 3 3 9 3 HOS Chief Officer
staff to meet requirements resulting in reduction in service or  |registered staff in post. Ageing workforce able to retire, limited numbers of staffin |Unable to provide/arrange care services place. Business case developed for MHO remuneration. Work with 2025 in line with HSCP Strategic Plan. Revised
failure to meet statutory duties. Specific workforce pressure training to take up post requiring a secondary qualification, lack of remuneration |Inability to meet statutory requirements/duties Chief Nurse to raise concerns corporately and nationally re recruitment protocol in place to support SMT overview
areas are Mental Health Officers, qualified Social Workers, for specialist qualifications (MHOs) leading to inability to retain staff after training. |Service is reduced or reliance on agency cover at community nursing and health visiting workforce and make ongoing of workforce issues. Funding from SG to support
Personal Carers, Health Visitors, Psychologists and General  |Local pay and grading comparable to other areas, low rates of pay for care at [premium cost. representation for funding allocation to East Dunbartonshire. additional social work and mental health officer
Practitioners (independent contractors). home staff with year on year increases limited to SLW increases. High caseloads |Fragmented services, increased complaints, service Progress innovative methods for recruitment of staff across the workforce capacity to be progressed and

within health visiting service compared to other areas across GG&C. National |user detriment, reputational damage. HSCP but particularly promoting a rolling programme of recruitment implemented. Review options for 'market forces'
shortage of social care workforce. National recruitment and retention challenges |Inability to support the shift in the balance of care for care at home staff. Increase staff supervision, prioritise high risk / review of pay and grading. Further amalgamate health
in relation to GPs. between secondary and primary care. complex cases. Support national conversation re GP recruitment visiting contacts, consider skill mix where appropriate

Inability to support the transformational change and retention. and other mechanisms for delivery of services.

agenda in relation to GMS contract, unscheduled

care.

Poorer patient/service user outcomes. Reduction /

consolidation in the number of steps within the health

visiting pathway.

HSCP 8 Failure of external care providers to maintain delivery of services |Uncontrollable market forces (recruitment /retention, Brexit, increasing cost Service continuity disrupted / ceases. Home Service Delivery Contract Management Framework 3 4 Treat Enhanced support and monitoring across care home 2 4 8 3 Derrick Chief Officer
particularly related to care home and care at home provision. pressures associated with living wage and wider cost of living crisis, capacity /accommodation at risk, large scale / volume Enhanced Risk Assessment (RAG's) / monitoring & oversight of services, daily /weekly checks via Turas, RAG rating, Pearce, Head

implications due to Scottish Living Wage (SLW) / benefit cap), Increasing Care |reprovisioning required in event of care home closure, Care Home sector Provider Forums, dedicated Officer support, of Health &
Inspectorate /Public Health demands, limits on public sector finances to meet  |impacton any other local related homes. Reduction in Regular checks / audits of Business Continuity Plans Assurance Established Sector Lead, Weekly oversight via ORG, Community
uplifts in provider costs. Challenging contractual discussions related to the NCHC  |available capacity across care at home sector to meet Visits Established early notification alerts via SXL & Network groups, Care
/ SXL contracts and affordability. current/ future demand. Fragmented services. Care Home sector lead to help support oversight arrangements process for review of provider sustainability and

Increased risk of assessed needs not being met, ClI Regulation/Inspection framework adequacy of rates for service delivery.

service user detriment through lack of services or SXL team - providing national oversight of providers , Strategic

timely intervention. Unable to meet statutory Commissioning Officer post / dedicated support to care homes /

requirements & duty service user detriment through care home support team

lack of services or timely intervention. Increased

complaints

Reputational risk to the HSCP

HSCP 9 Risk of failure to achieving transformational change and service  |Lack of capacity within HSCP services and those supporting transformational  |Significantly negative impact on ability to delivery Service Delivery Development and scrutiny of annual delivery plans including actions 4 4 Treat Early collaborative planning with ED Counciland NHS 3 4 Jean Chief Officer
redesign plans within necessary timescales and at the pace change to deliver full change programme. Options for delivering transformation [medium to long term organisational outcomes as per forinvestment/ dis investment. HSCP Delivery Plan Board oversees GG&C re support requirements. Work through staff Campbell,

the Strategic Plan. Inability to achieve financial progress. Annual Business Plan in place. Performance reporting and leadership teams to identify further efficiency and CFRO

required.

through efficiency/ cost reduction diminishing without significantimpact on levels
of service delivery and performance. Scale of financial challenge is growing.

balance. Increased risks to patients / service users
who may wait longer for access to services. Negative
impact on performance targets with increased waiting
lists / times.

framework established to support tracking of progress. Support
through Council and NHS transformation teams to progress
priorities where these are significant organisational change.

redesign options to bring forward inyear.
Fundamental shift in how service are delivered with a
medium / longer term focus. Review of reserves to
support redesign / smooth in any change programme.
Budget working group to be established including
staff partnership to review budget savings options
through the financial year.
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Risk Reference Risk Event Cause Effect Category of risk Control Measures Residual Residual | Risk Score | Priority | Strategy for [Risk Management Actions Acceptable Acceptable Target Risk Score Priority Risk Lead [Risk Owner
Likelihood Impact | (Equals H*) Risk Likelihood Impact (Equals N*O)
HSCP 10 Failure to deliver on actions to support the implementation of the |Lack of recurring funding to deliver on key actions. Increasing absence / Unscheduled care plan supports reduction in bed day |Service Delivery Identification of non recurring funding streams. Staff re-directed to 4 4 Treat Consider as part of financial planning consideration / 3 4 Derrick Chief Officer
Un-scheduled Care Commissioning Plan and inability to support |recruitment difficulties across SW workforce to undertake assessments for those |usage and delayed discharges, therefore noimproved hospital assessmentteam to ensure sufficientassessment function budget process - consider virement/ prioritisation and Pearce, Head
early, effective discharge from hospital within a hospital setting, increasing number of admissions placing increasing performance would be seen in this area. Individuals to meet demand, working closely with care providers to determine re direction of funding to support this area. of Health &
demands on discharge planning, capacity and ability of care homes to take remain inappropriately placed within an acute bed, real time capacity to supportdischarge, commission additional care Representation to SG to financially support agenda Community
individuals pressure on care at homes services to support individuals to remain reduces capacity within hospitals to manage home places to meet demand, monitoring absence and enhancing through transitional funding. Review further options for Care
safely athome. Demands for complex care at home packages outstrips abilityto  |increasing volume of admissions, individuals health capacity within care at home services to support discharge home. increasing capacity within care home provision and
supply through in house / commissioned providers. AWI legislation impacts ability |and rehabilitation opportunities decline placing further care at home through recruitment drive and further re-
to move individuals and those exercising choice and awaiting preferred care pressure on statutory services into the future. direction of staff. Additional investment through Adult
home. Clunky new electronic referral process from hospital to care at home. Incomplete referral information through electronic Winter Planning funding to increase capacity across
referral resulting in delays to discharge chasing the HSCP in direct care services to support early and
missing information. effective discharge.
HSCP 11 Failure of some or all of General Practice to deliver core services. | Demand levels rise above available capacity within existing General Practice(s) or |Local population no longer able to access appropriate |Service Delivery Escalation offering limited practice level flexibility to non urgent work 2 4 Treat In addition, HSCP taking a proactive approach to 2 3 Derrick Clinical Director
staffing levels fall below a level where General Practice(s) can safely operate to |safe level of medical and nursing care within their streams with further escalation guidance in place if required. liaising with local practices to offer early support with Pearce, Head
deliver urgent and/or vital services. Failure to retain / recruit GPs. Increased usual General Practice setting and delay in access to Strengthening of Business Contingency Plans by each East redeployment of staff or assisting buddying of Health &
workload created to longer waiting times for specialistassessment/interventionin |specialist level assessment and treatment. Potential Dunbartonshire Practice, with confirmed ‘Buddy’ arrangements. arrangements including the redeployment of HSCP Community
acute sector leading to increased numbers of enquiries and complex increase in all cause morbidity and mortality and Discussion and agreement on General Practice consolidation at PCIP staff where possible. Care
consultations within the community. increase reliance on acute sector at a time when they cluster level and HSCP level 4 planning around potential single point
are already likely to be overwhelmed. of GP level care. Pathway in place for practices to seek support via
buddy practice, cluster group or wider HSCP if required.
HSCP 12 Failure to deliver the MOU commitments within the Primary Care |Lack of adequate funding to support full delivery of the core MOU commitments, |Failure to deliver contractual requirements, financial |Service Delivery Prioritisation of MOU commitments, maximise use of reserves to 3 4 Treat Representation to SG for funding to support full extent 2 4 8 3 Derrick Chief Officer
Improvement Plan inability to recruit the required staff, lack of accommodation to support additional ~ |[implications to meet contract defaults in the form of meet commitments where appropriate and non recurring, of MOU commitments, prioritisation of current funding Pearce, Head
staffing. Cost of Vaccination Programme(VTP) greater than funding allocation |transitionary payments, continued pressure on GPsto accommodation strategy to expand space capacity. allocation to core contractual commitments where of Health &
available. deliver non specialist functions identified to be met appropriate Community
through other professional staffgroups. Care
HSCP 13 Inability to secure appropriate accommodation in the West Lack of suitable options and capital funding available to progress development of  {Lack of integrated working and limited service delivery |Service Delivery NHSGG&C Primary Care Property Strategy under development 4 4 Treat Progression of actions within ED HSCP Property 3 4 Jean Chief Officer
Locality to deliver effective integrated health and social work an integrated solution, competition / prioritisation of need across NHSGGC and  |offering due to lack of available space to which will set out board priorities for primary care accommodation, Strategy and in particular revisit the business case for Campbell,
services in thatarea. other HSCP priorities taking precedence, inability to effectively evidence needin  [accommodate all service demand, lack of delivery on ED HSCP Property Strategy in place and regular engagement with an Integrated Health & Care Centre in the West CFRO
context of NHSGGC priority matrix ie deprivation. Options for refurbishment/  [key strategic priorities eg PCIP, GPs remain in dated colleagues within the Council / NHS board to scope options for Locality, continue to apply pressure locally and with
extension across HSCP and GP premises in the area very limited due to nature premises with little / no options for expansion to progressing strategic priorities, GG&C HSCP Capital Planning the NHS Board for re-prioritisation of this option,
and location of current estate. Tightening capital funding available to support accommodate increasing demand related to housing / Group established to review board wide HSCP priorities. explore opportunities for creation of capital funding
future developments across partnerbodies. care home developments in the area, risk of GP within the HSCP and in collaboration with partners.
Practice closure due to nature of tenure within the Explore alternative solutions to address capacity within
area with no ability of HSCP to respond. Lack of HSCP accommodation. Continue to explore all
space to accommodate acute functions moving into accommodation options within the west locality.
the community eg Phlebotomy.
HSCP 14 Failure to secure an alternative system to Carefirst for Social Completion of business case, reliance on Council prioritisation of project in Current system not fit for purpose to meet the needs |Service Delivery Business case in development to support new system solution for 3 4 Treat Escalation of business case to ensure prioritised for 2 4 Jean Chief Officer
Work case management and provider financial payments context of competing priorities across other Council services, lack of resources of system users. New cloud based systems in SW caseload management and financial payments to care progression, planning of resource requirements Campbell,
within the HSCP and Council support functions to progress implementation. development and industry moving on leaving HSCP providers. Carefirst updates through HSCP Digital Board in place to through carefirst steering group. CFRO. HOS
with out of date system and no opportunity for any support collaborative working across HSCP and Council services
further development. Lack of support in the event and promote importance and requirement for new system.
system malfunctions as system becomes obsolete. Continued engagement with current system provider to ensure
Limits opportunity for service redesign and efficiencies continued support available.
in working practices.
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1.0 PURPOSE

2.0

2.1

2.2

The purpose of this report is to inform the Performance, Audit and Risk Committee of
progress made against an agreed suite of performance targets and measures,
relating to the delivery of the HSCP strategic priorities and national health and
wellbeing outcomes, for the period October to December 2023 (Quarter 3).

RECOMMENDATIONS

It is recommended that the Performance, Audit and Risk Committee:
Note the contents of this report; and

Consider the contents of the Quarter 3 Performance Report 2023 - 2024 at
Appendix 1.

CAROLINE SINCLAIR
CHIEF OFFICER, EAST DUNBARTONSHIRE HSCP



3.0

3.1

3.2

3.3

4.0

4.1

4.2

4.3

4.4

4.5

4.6

4.7

4.8

4.9

4.10

BACKGROUND/MAIN ISSUES

The HSCP Quarter 3 Performance Report 2023-24 at Appendix 1 contains a range
of information, most of which is available and complete for the full reporting period.

There are routine delays with the publication of some data, particularly with validated
data by Public Health Scotland, due to incomplete hospital-derived data in Section 3
of the report and the timing of certain waiting times data publications. In order to
provide an indication of up to date performance in these areas, Greater Glasgow and
Clyde Health Board’s own hospital-derived activity data has been included. These
are presented in a way that also permits summary comparison of our performance
against targets and with other HSCP areas across the Health Board area. The
methodology of local Health Board data differs in aspects from national data
publications, so is not precisely comparable. However it provides accurate proxy data
while waiting for published national figures.

The HSCP Board is invited to consider performance across each of the indicators

and measures, which are aligned to the delivery of the national health and wellbeing
outcomes and the HSCP strategic priorities.

IMPLICATIONS

The implications for the Board are as undernoted.

Relevance to HSCP Strategic Plan 2022-2025 Priorities;-

Empowering People

Empowering Communities

Prevention and Early Intervention
Public Protection

Supporting Carers and Families
Improving Mental Health and Recovery
Post-pandemic Renewal

Maximising Operational Integration

NG RAWNE

Frontline Service to Customers — The report reflects on delivery of front line services
to customers and patients.

Workforce (including any significant resource implications) — None
Legal Implications — None.

Financial Implications — None.

Procurement — None.

ICT — None.

Corporate Assets — None.

Equalities Implications — None

Sustainability — None.
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5.0

5.1

6.0

6.1

6.2

6.3

6.4

7.0

7.1

8.0
8.1

Other — None.

MANAGEMENT OF RISK

The risks and control measures relating to this Report are as follows:-

None.

IMPACT

STATUTORY DUTY — None

EAST DUNBARTONSHIRE COUNCIL — The report includes indicators and
measures of quality and performance relating to services provided by the Council,
under Direction of the HSCP Board.

NHS GREATER GLASGOW & CLYDE — The report includes indicators and
measures of quality and performance relating to services provided by NHS Greater
and Clyde, under Direction of the HSCP Board.

DIRECTIONS REQUIRED TO COUNCIL, HEALTH BOARD OR BOTH — No
Direction Required.

POLICY CHECKLIST

This Report has been assessed against the Policy Development Checklist and has
been classified as being an operational report and not a new policy or change to an
existing policy document.

APPENDICES
Appendix 1 — HSCP Quarter 3 Performance Report 2023 - 2024
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SECTION 1

Introduction

This HSCP Quarterly Performance Report provides an agreed suite of measures that
report on the progress of the priorities set out in the Strategic Plan. Information is reported
from national and local NHS sources and East Dunbartonshire Council sources to provide
the most up to date information available. For clarity and ease of access, the data are set
out in defined sections in accordance with where the data are sourced and reported.
However, all the indicators set out in Sections 3-5 are inter-dependant; for example, good
performance in social or health care service targets can contribute to improved
performance elsewhere across the whole system.

Each indicator is reported individually. Charts and tables are provided to display targets,
trend data, and where available, improvement trajectories. A situational analysis is
provided to describe activity over the reporting period, and improvement actions are
provided for all indicators that are below target.

The sections contained within this report are as listed and described below.
Section 2: Performance summary

This section provides a summary of status of all the performance indicators provided in
this report by indicating which indicators have improved and which have declined.

Section 3: Health & Social Care Delivery Plan

The data for unscheduled acute care reported in this document is provided by National
Services Scotland for the Ministerial Steering Group for Health & Social Care (MSG). This
section provides the latest available data for those indicators identified as a priority by the
MSG.

Section 4: Social Care Core Indicators
This is the updated report of the Social Care core dataset, provided by EDC Corporate
Performance & Research team.

Section 5: NHS Local Delivery Plan (LDP) Indicators

LDP Standards refer to a suit of targets set annually by the Scottish Government, and
which define performance levels that all Health Boards are expected to either sustain or
improve.

Section 6: Children’s Services Performance
This is the updated report of Children’s Services performance, provided by EDC Corporate
Performance & Research team.

Section 7: Criminal Justice Performance
This is the updated report of the Criminal Justice performance, provided by EDC
Corporate Performance & Research team.

Section 8: Corporate Performance
Workforce sickness / absence, Personal Development Plans (PDP) & Personal
Development Reviews (PDR) are monitored, and reported in this section.

l|Page



SECTION 2

Performance Summary

This section of the quarterly report ranks each of the performance indicators and
measures that feature in the report against a red, amber and green (RAG) rating, reflecting
activity against targets and improvement plans.

As a result of the Covid-19 pandemic, presenting need, demand, service activity,
performance and impact have been significantly affected in ways that affect the metrics
and interpretations that are normally used to measure performance.

We have re-introduced the pre-Covid summary RAG rating (below), but caution should
continue to be applied to interpretation. Full information on the impacts on performance is
set out for each individual measure within the report.

@ Positive Performance (on target) improving

@ Positive Performance (on target) declining

».¢ Negative Performance (off target) improving

v ¢ Negative Performance (off target) declining

D)

@ Positive Performance (on target & maintaining/improving)

3.4 | Number of accident and emergency attendances (all ages)

4.1 | Number of homecare hours per 1,000 population 65+

Percentage of people aged 65+ with intensive needs receiving care

4.2 at home

4.3 | Percentage of service users aged 65+ meeting 6 week target

Percentage of adults in receipt of services who have had their personal outcomes

4.6 fully or partially met

5.1 | Percentage of people waiting less than 3 weeks for drug and alcohol treatment

5.2 | Percentage of people waiting less than 18 weeks for psychological therapies

Percentage of people newly diagnosed with dementia receiving post diagnostic

53
support

5.4 | Total number of Alcohol Brief Interventions (ABIs) delivered

Percentage of young people seen or otherwise discharged from the CAMHS
waiting list who had experienced a wait of less than 18 weeks

Percentage of Initial Child Protection Planning Meetings taken place within Child
Protection national guidance

5.6

6.2
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Percentage of first Child Protection review conferences taking place within 6

6.3 months of registration

6.6 | Percentage of children receiving 27-30 months assessment

Percentage of individuals beginning a work placement within 7 days of receiving a

[ Community Payback Order

7.2 | Percentage of Criminal Justice Social Work reports submitted to court on time

Percentage of Court Report Requests allocated to a Social Worker within 2

7.3 working days of receipt

@ Positive Performance (on target but declining)

4.5 | Percentage of Adult Protection cases where timescales are met

6.1 | Percentage of Child Care Integrated Assessments for SCRA completed within 20
days

Negative Performance (below target but maintaining/improving)

3.2 | Number of unscheduled hospital bed days

3.3 | Quarterly number of delayed discharge bed days

5.5 | Smoking quits at 12 weeks post quit in the 40% most deprived areas

6.4 | Percentage of children being looked after in the community

8.5 | NHS Knowledge & Skills Framework

Negative Performance (below target and declining)

3.1 | Number of unplanned acute emergency admissions

Percentage of first Looked After and Accommodated Children (LAAC) reviews
taking place within 4 weeks of accommodation

3|Page



SECTION 3

Health & Social Care Delivery Plan

The following targets relate to unscheduled acute care and focus on areas for which the
HSCP has devolved responsibility. They are part of a suite of indicators set by the Scottish
Government, and all HSCPs were invited to set out local objectives for each of the
indicators. They are reported to and reviewed quarterly by the Scottish Government
Ministerial Strategic Group for Health & Community Care (MSG) to monitor the impact of
integration. Delays can occur with completeness of hospital-based data, so these tables
and charts are based upon the most recent reliable data relevant to the reporting period
(minimum 95% complete).

3.1 Emergency Admissions

3.2 Unscheduled hospital bed days; acute specialities
3.3 Delayed Discharges

3.4  Accident & Emergency Attendances

3.1 Emergency Admissions

Rationale: Unplanned emergency acute admissions are focussed on reducing
inappropriate use of hospital services and shifting the focus from a reliance
on hospital care towards proactive support in the community setting (aim to
minimise).

Table 3.1: Quarterly Number of Unplanned Acute Emergency Admissions

(OX] Q4 Q1 Q2 Q3 Target
2022-23 2022-23 2023-24 2023-24 2023-24 (2023-24)
Q3 not
2,763 2,695 2,753 2,763 available 2,351

*Based on availability of complete data for quarter at time of report — subject to update.
**Targets remain as those set by MSG in 2020/21 as no new targets have been set although the baseline has shifted significantly

Figure 3.1a: Rolling Year Number of Unplanned Emergency Admissions*

Emergency Admissions Performance Against Target (aim = to minimise)
(Monthly figures are rolling year)
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*Based on availability of complete data at time of report — subject to update
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Figure 3.1b: Unplanned Emergency Admissions by Age Group

Number of Emergency Admissions by Age-Group
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Situational Analysis:

The number of people being admitted unexpectedly to hospital is a key indicator of how
well we are doing to maintain people in their own homes, particularly later in life. It is also a
proxy indicator of the level of complexity being managed in the community, and how much
of a burden of disease is potentially being experienced by our residents.

Monthly admission levels are at pre-pandemic levels and have largely plateaued over
2022/23 and 2023/24. The HSCP has not met its target for admissions since May 2021,
but it should be noted that targets remain as those set by MSG in 2020/21 although the
baseline has shifted significantly.

Improvement Actions:

The HSCP’s Unscheduled Care improvement activity includes the ongoing development of
the Home First Response Service at the Queen Elizabeth University Hospital (QEUH), with
corresponding extended, enhanced and advanced core services in the HSCP to assist in
the prevention of admission and expedite discharge from acute services. Two HSCP
Frailty Practitioners work in collaboration with Frailty Practitioners situated in the
emergency department at the QEUH. The Frailty Practitioners are working with a limited
number of GP practices to carry out focused improvement work and assess its impact. We
have now embedded a community frailty pathway across GG&C. The HSCP continues to
expand falls prevention work in care homes and community and has increasing access to
advanced clinical decision making in community services through our Advanced
Practitioner cohort. We also have a test of change in place to support care homes to avoid
unnecessary admission of residents at weekends. Key to all of this this work is ensuring
that behind these trends, people are receiving effective, timely access to assessment,
diagnosis and treatment. Identifying individuals with complex needs through the locality
practitioner groups enables more proactive care planning to reduce need for crisis
resolution and transfers of care.
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3.2 Unscheduled hospital bed days; acute specialities

Rationale:

Unscheduled hospital bed days are focussed on reducing
inappropriate use of hospital services and shifting the focus from a

reliance on hospital care towards proactive support in the community
setting (aim to minimise).

Table 3.2: Quarterly number of Unscheduled Hospital Bed Days (all ages)
Q4

(OK]

2022-23

26,252

2022-23

25,803

Q1
2023-24

24,151

Q2

2023-24

21,524

(OK]

2023-24

Q3 not
available

Quarterly

Target

(2023-24)

20,181

*Based on availability of complete data for quarter at time of report — subject to update.

**Targets remain as those set by MSG in 2020/21 as no new targets have been set although the baseline has shifted significantly

Figure 3.2a: Rolling year number of Unscheduled Hospital Bed Days

Unscheduled Bed Days Against Target
(aim to minimise)
(-3% of 2018-19 baseline. Monthly figures are rolling year)
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e==ge== Actual | 81973 | 86556 | 77554 | 87083 | 99894 (100306|101008|101028|100719| 99527 | 97730
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Figure 3.2b: Number of Unscheduled Admissions/Hospital Bed Days by Age Group *

Emergency Admissions & Unscheduled Bed Days
by age group*®
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*Based on most recent complete 3 month data period (July 23 — September 23, >=95% complete)

Situational Analysis:

This indicator describes the number of bed days in secondary care used by patients who
have had an unplanned admission. Fig 3.2a illustrates what was a challenging trend away
from the target trajectory over the years to 2019/20, the short term impact of the pandemic
significantly reversed this trend during 2020/21. The “bounce-back” during 2021/22, which
has been sustained into quarter 2 of 2023/24, has taken emergency bed days to above
pre-Covid levels and significantly off-target. This is linked to the increasing complexity and
frailty of people from East Dunbartonshire admitted as an emergency, and their
suitability/safety for immediate discharge home. However, the number of unscheduled bed
days has gradually decreased over the first two quarters of 2023/24.

Improvement Actions:

Our primary focus continues to be on prevention of admission, where possible, so that
unnecessary accrual of bed days and the potential harm to people of a hospital stay, is
avoided. This continues to be an important component of managing hospital capacity.
There is senior level daily scrutiny of emergency admissions and proactive work with
identified wards to facilitate safe discharge. Proactive work to support people currently in
our services who are at greatest risk of admission via activity such as falls prevention,
polypharmacy management and future care planning continues, as does work to support
the turnaround of patients who present to emergency departments who can be supported
towards a planned rather than emergency episode of care by tailoring community support
at home, or to provide this as soon after an avoidable admission as possible. Targeted
work continues to proactively link with secondary care to support earlier discharge through
primary/secondary care clinician discussions.
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3.3 Delayed Discharges

Rationale: People who are ready for discharge will not remain in hospital

unnecessarily (aim to minimise).

Table 3.3: Quarterly Number of Delayed Discharge Bed Days (18+)*

Q3 Q4 Q1 Q2 Q3 Quarterly
2022-23 2022-23 2023-24 2023-24 2023-24 Target
(2023-24)
1,618 2.187 1,674 1,834 Q3 not 1,210
! ! ! ! available :

*Based on availability of complete data for quarter at time of report — subject to update.
**Targets remain as those set by MSG in 2020/21 as no new targets have been set although the baseline has shifted significantly

Figure 3.3a: Rolling year number of Delayed Discharge Bed Days (18+)

Delayed Discharge Bed Days - Rolling Year (aim = to minimise)
(performance against target trajectory)
9000
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P~ by
7000 // T
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2018//2019/|2020/|2021/{2022/| Apr- | May- | Jun- | Jul- | Aug- | Sep- | Oct- | Nov- | Dec- | Jan- | Feb- | Mar-
19 20 21 22 23 23 23 23 23 23 23 23 23 23 24 24 24
— Target trajectory | 3870 | 4838 | 4838 | 4838 | 4838 | 4838 | 4838 | 4838 | 4838 | 4838 | 4838 | 4838 | 4838 | 4838 | 4838 | 4838 | 4838
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Figure 3.3b: Number of Delayed Discharges by Age and Reason

Delayed Discharge by Age Group & Reason*
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*Based on most recent complete 3 month data period (July to September 2023)
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Situational Analysis:

Facilitating discharge from hospital when a patient is clinically fit to return home is an
important component of the health and social care whole system. This ensures that people
are supported safely at home where possible, reduces the loss of independence and
“deconditioning” that can occur while an inpatient, and allows hospital resources to be
used for people in need of hospital based care. Complete national data is only available to
September 2023, but figure 3.3a illustrates the very challenging circumstances that
continue to be experienced nationwide in relation to patients delayed in their discharge.

The HSCP is confident in all efforts in relation to delayed discharges but there remain
stubborn challenges regarding complex cases (particularly where patients are subject to
Adults with Incapacity legislation), and placement or care package availability at times,
particularly for people under 65 or who require complex care.

Improvement Actions:

Use of electronic operational activity dashboards continues to enable local oversight of
community patients who have been admitted to hospital so that a response can be made
quickly, prior to these patients being deemed fit for discharge. The HSCP can also see
patients who have been admitted who are not currently known to us, again allowing early
intervention. In addition, all of the actions described in the previous indicator around
prevention of admission are relevant to avoiding delayed discharges. Home for Me
continues to coordinate admission avoidance and discharge facilitation work (including
discharge to assess). Attempts to expand the care at home component of the service have
prevailed, where recruitment continued to be a challenge. The HSCP works closely with
care homes and continuously develops our Care Homes Support team, and has attempted
to increase our use of interim placement in line with Scottish Government expectations.
Acceptance of a move to interim care remain at the choice of the individual and their
family, however, and cannot be mandated by the HSCP.

3.4 Accident & Emergency Attendances

Rationale: Accident & Emergency attendance is focussed on reducing inappropriate
use of hospital services and changing behaviours away from a reliance on
hospital care towards the appropriate available support in the community
setting (aim to minimise).

Table 3.4 Quarterly Number A&E Attendances (all ages)*

Q3 Q4 Q1 Q2 Q3 Quarterly
2022-23 2022-23 2023-24 2023-24 2023-24 Target
(2023-24)
6,736 5,958 6,843 6,774 Q3 not 6,740
available

*Based on availability of complete data for quarter at time of report — subject to update.
**Targets remain as those set by MSG in 2020/21 as no new targets have been set although the baseline has shifted significantly
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Figure 3.4a: Rolling year number of A&E Attendances

A&E Attendance Rolling Year (aim to minimise)
Performance against target trajectory
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Figure 3.4b: A&E Attendances Admitted to Hospital by Age Group

A&E Attendance / Admissions by Age Group
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*Based on most recent complete 3 month data period, July to September 2023 (>=95% data completeness)

Situational Analysis:

East Dunbartonshire had the lowest level of emergency department attendances, per
1,000 population, across Greater Glasgow and Clyde during 2022/23. These lower than
average emergency attendance levels by area have continued into 2023/24, with
attendances below target for 2023/24, to date.

The data at 3.4b shows the proportion of those who attended A&E who were subsequently
discharged without admission, suggesting that a significant number of those in the younger
age-groups attending A&E could have had their needs met in the community or via self-
care. In order to address this on a national level “Right Care, Right Place” continues to
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operate across Scotland. Scotland’s new approach to urgent care has those with non-life
threatening conditions who would usually visit an emergency department first, asked to call
NHS 24 day or night on 111 through the NHS Board’s Flow Navigation Hub. People can
also continue to call their GP practice for urgent care or access help online from NHS
Inform.

Improvement Actions:

From an HSCP perspective we continue to progress all developments supporting the
transformation of patient access to the right advice and support from the appropriate
professional and/or alternative community resources. Locally we continue to upskill core
services supported by senior clinical decision makers, to prevent avoidable admissions.
Additionally, as referenced above, we are improving our response to people attending
hospital following emergency conveyance or self-presentation.

3.5 Local Data Updates and Benchmarking

As indicated at the start of this section, the data reported in this report is provided as part
of a national publication by Public Health Scotland (PHS). Data linkage and verification
results in a time-lag, which explains why the most recent reporting month is August 2023
for a number of these core indicators.

In order to provide a local update to these figures, the table below is included here. This
table is populated with NHSGGC data, which applies a slightly different methodology to
PHS but is accurate for use as proxy data to show more recent figures. The table
compares our performance for the reporting year to date against target and against other
HSCP’s in Greater Glasgow and Clyde.

East Dunbartonshire HSCP Unscheduled Care (NHSGGC data sources)
Data Summary: April to September 2023

Actual (Yearto | Target (Year to Target AL Se
Measure (most recent
Date) Date) RAG*
month)

Emergency Dept. Attendances (18+) 13,863 14,756 2
Emergency Admissions (18+) 7,151 7,052 2
Unscheduled bed days (18+) 71,383 60,542 4
Delayed discharge bed days (all ages) 5,567 3,629 4

* RAG rating used:
Green: equal to or ahead of target (ahead of target is ‘positive’)
Amber: off-target by less than 10% (off-target is ‘negative’)

Red: off target by 10% or more
**Targets remain as those set by MSG in 2020/21 as no new targets have been set although the baseline has shifted significantly

(Source: NHSGGC - East Dunbartonshire HSCP Analysis)
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SECTION 4

Social Care Core Indicators

This section provides an updated report of Social Care core dataset and includes data
collated by East Dunbartonshire Council’'s Performance & Research Team. Although
reported separately from the Health and Social Care data, the following indicators are
integral to achieving the targets set out in the Health and Social Care Annual Delivery Plan
and HSCP Unscheduled Care Plan.

4.1 Homecare hours per 1,000 population aged 65+yrs

4.2 People aged 65+yrs with intensive needs receiving care at home
4.3 Community assessment to service delivery timescale

4.4 Care home placements

4.5 Adult Protection inquiry to intervention timescales

4.1 Homecare hours per 1,000 population aged 65+yrs
Rationale: Key indicator required by Scottish Government to assist in the
measurement of Balance of Care (aim to maximise in comparison to
support in institutional settings).

Figure 4.1: No. of Homecare Hours per 1,000 population 65+ (IHSC-89-LPI-6)

550 —
e —* —

500 T
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Q3 (22/23) Q4 Q1 (23/24) Q2 Q3

== Actual 492.69 511.17 526.51 525.97 541.95
e—Target 389 389 389 389 389

Situational Analysis:

This indicator was first established nationally to measure the extent of community-based
support, in comparison with institutional care. The number of homecare hours per 1,000
population over 65 has steadily increased in recent quarters and continues to be ahead of
target in quarter 3 of 2023/24. Whilst this demonstrates success in supporting people in
the community, the increase also indicates rising demand and complexity. Our analysis on
the reasons for this rising demand point to the disproportionate increase in people aged
85+ in East Dunbartonshire, which has been the highest in Scotland over the past 10
years at +5% per year. We are projected to continue to have the fastest growing increase
over the next 10 years. People aged 85+ overall have the greatest level of need in terms
of volume and intensity of older people’s health and social care services. Approximately
40% of people 85+ are in receipt of at least one social/personal care at home service.
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Improvement Action:

Care at home is a cornerstone service in the community health and social care landscape.
Performance in relation to maintaining people in their own home, facilitating people to die

in their preferred place of care and reducing the number of people living in long term care

are all dependant on care at home.

The service continues to experience a sustained demand for service from customers who
are presenting with more complex needs or whose needs have escalated or significantly
changed. Both in house and commissioned services continued to stretch capacity and
work flexibly to meet the demand challenges that present. Demand pressures are being
actively managed by the service and monitored by the HSCP Operational Response
Group (ORG).

4.2 People Aged 65+yrs with Intensive Needs Receiving Care at Home
Rationale: As the population ages, and the number of people with complex care

needs increases, the need to provide appropriate care and support

becomes even more important. This target assures that home care and

support is available for people, particularly those with high levels of care
needs (aim to maximise).

Figure 4.2a: Percentage of People Aged 65+yrs with Intensive Needs Receiving Care
at Home (aim =to maximise) (HSCP-SOL-SW3)
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Situational Analysis:

This indicator is above target for quarter 3 of 2023/24. The indicator measures the number
of people over 65 receiving 10 hours or more of homecare per week, which is a historic
measure of intensive support. Our policy is to support people with intensive care needs in
the community as far as possible. Traditionally the aim has been to maximise this value.
However we also have to be mindful of the need to maximise independent living using “just
enough” support rather than creating over-dependency and afford people the opportunity
to regain physical function through reablement as much as possible.
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Improvement Action:

Our intention is to maintain good, balanced performance in this area, addressing capacity
challenges and maximising rehabilitation and reablement opportunities wherever possible
for customers. The HSCP continue to experience challenges in meeting all demand for
care at home services in house and through our commissioned provider partners.
Workforce pressures remain the most common reason for capacity shortages. The service
continue to meet excellent performance standards in undertaking reviews to ensure that
optimum levels of care are provided, reducing packages where appropriate thus enabling
care to be freed up for others. The in-house service continues to operate with higher than
desirable levels of overtime use due to ongoing high numbers of vacancies across the
service.

4.2b Systems supporting Care at Home

Rationale: The following indicators contribute partly to support the previous indicators.
They are important in improving the balance of care and assisting people to
remain independent in their own homes, but do not have specific targets.

4.2b (i): Number of people taking up SDS options
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Situational Analysis:

The indicators measure the number of people choosing Self Directed Support Options to
direct their own support package. Their choice will be dependent upon the amount of
control and responsibility that the customer or their family wish to take in arranging the
delivery of care. None of the options are considered inferior to the other options and the
statistics reflect customer choice. Note that if service users choose more than one support
option (as per option 4), they will also be added to the total of each option that applies.

This quarter has seen an increased uptake in options 1, 3 and 4. The national recruitment
and retention issues for social care staff are still having a significant impact across options
1 and 2. However, there continues to be an increase in the number of Option 1 customers
purchasing support from persons who are registered as self-employed, after confirming
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acceptance of the risks associated with purchase, which may be having a positive effect
on the uptake of Option 1.

Option 1 — The service user receives a direct payment and arranges their own support
Option 2 — The service user decides and the HSCP arranges support

Option 3 — After discussing with the service user, the HSCP decides and arranges support
Option 4 — The service user uses a mixture of options 1-3.

Improvement Action:

We will ensure that we provide Self Directed Support training to Social Work and Health
practitioners to instil confidence and knowledge about the options amongst the workforce.
We will continue to work in partnership with the Third Sector to raise awareness about self-
directed support to local communities, customers and carers to ensure that the benefits
associated with each option are fully explained and recognised. We will also continue to
encourage the flexible use of Direct Payment budgets.

4.2b (ii): People Aged 75+yrs with a Telecare Package (aim to maximise)
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Situational Analysis:

There continues to be a gradual increase in the number of people aged 75 and over with a
telecare package. This is in line with expectations, as the population of people in East
Dunbartonshire aged 75+ increases and telecare opportunities are maximised.

Improvement Action:

We continue to implement the actions of our Digital Health and Social Care Action Plan,
seeking to link traditional telecare with telehealth monitoring and technology enabled care.
The specification for a shared alarm receiving solution across all 32 local authorities has
been finalised, with a go-live date of early 2024 for East Dunbartonshire, which includes a
shared dataset for monitoring and reporting. Work is well underway in preparation for the
go-live date.
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4.3 Community Care Assessment to Service Delivery Timescale

Rationale The HSCP has a duty to undertake community care assessments for those
in need, and are responsible for developing packages of care to meet
identified need. The national standard is to operate within a six week period
from assessment to service delivery, which encourages efficiency and
minimises delays for service-users (aim to maximise).

Figure 4.3: Percentage of service users (65+yrs) meeting 6wk target (Aim =to

maximise) (HSCP-06-BIP-6)
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Situational Analysis:

The HSCP generally reports consistently high levels of compliance against this indicator.
Indeed, many people receive services well within the 6 week target from the completion of
their community care assessment. In each of the quarters since Q2 of 2022/23,
performance has been above target with 100% within target in Q2 and Q3 of 2023/24.

Improvement Action:
The focus is to continue to deliver high levels of performance in this area.

4.4 Care Home Placements
Rationale: The focus of the HSCP is to maximise opportunities for people to live
active, independent lives for as long as possible which will prevent

avoidable long term care placement (aim to monitor care home placement
numbers/maintain baseline).

16 |Page



Figure 4.4a Number of People Aged 65+yrs in Permanent Care Home Placements

(snapshot) (HCP-14-LPI-6)
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Figure 4.4b Number of Care Home Admissions and Discharges (including deaths)
(HCP-13-LPI-6 & HSCP-AS-LPI-1)
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Situational Analysis:
Care home admissions are determined at an individual level, based upon an assessment
of support needs and with consideration to the balance of care and cost thresholds. The
HSCP policy is to support people in the community for as long as possible, which is
generally the preference of the individual concerned. National and local policy is also
geared towards carefully balancing the use of placements in long term care. Increases in
care at home provision to older people demonstrates that this has been successful, but
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demand pressures continue across all service sectors and we have experienced an
increase in cases where long term care need is indicated.

The availability of care home admission and discharge data is generally subject to time
lag, due to transactional processes and recording, so the most recent data relates to
Quarter 2.

Improvement Action:

Work continues to analyse intelligence relating to care home admissions, taking into
account the potential consequences, both personal and organisational, of long term care
decision-making. Intensive support and assurance work is being provided by the HSCP to
care homes in the area, enhanced by the input of our integrated care homes support team.

4.5 Adult Support & Protection Inquiry to Intervention Timescales

Rationale: The Health & Social Care Partnership have a statutory duty to make inquiries
and intervene to support and protect adults at risk of harm. It is crucial that
such activities are carried out in a timely and effective fashion. This indicator
measures the speed with which sequential Adult Support & Protection
actions are taken against timescales laid out in local social work procedures
(aim to maximise).

Figure 4.5 Percentage of Adult Protection cases where timescales were met (Aim =
to maximise) (HSCP-05-BIP-6)
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Situational Analysis:

Quarters 2 and 3 continued to see above target performance despite continuing high
levels of demand, fluctuating pressures on workforce capacity, and an inspection from the
Care Inspectorate. Business continuity measures continue to be applied as and when
required.

Improvement Action:

Continue to pursue achievement of compliance with target timescales. Performance is
regularly scrutinised by the Adult Protection Committee to identify improvement
opportunities and these are progressed where possible.
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4.6 Adult Social Work: Service User Personal Outcomes

Rationale: When preparing a support plan, social workers agree with service users the
personal outcomes that and care and support should be aiming to meet. As
a minimum, these should be designed to reduce risks from a substantial to a
moderate level, but the arranging of informal support may additionally
contribute to improving quality of life outcomes. When services are reviewed
(at least annually), social workers consider with service users the extent to
which these personal outcomes have been fully or partially met, or not met.
This measure reports on the extent to which personal outcomes have been
fully or partially met, with data on all reviews being collated for the period
(aim to maximise).

Figure 4.6 Percentage of adults in receipt of services who have had their personal
outcomes fully or partially met (Aim =to maximise) (HSCP-BIP-10)
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Situational Analysis:

Quarter 3 has reported strong performance again for this indicator, at 99%, well above the
target of 90%. 70 people with a completed review of support plan form had their needs
fully or partially met during Q3.

Improvement Action:

The aim is that social work assessment and support management remains focused and
specific on improving agreed outcomes for the people we support. This data is also
produced at a team level, to permit examination at a more granular level on how effectively
support is being targeted towards measurably reducing risks and also improving quality of
life by maximising the potential benefits of informal as well as formal supports options.
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SECTION 5

Local Delivery Plan (Health) Standards

LDP Standards refer to a suit of targets, set by the Scottish Government, which define
performance levels that all Health Boards are expected to either sustain or improve. This
section reports on the Standards delivered by, or relevant to, the HSCP.

5.1 Drugs & Alcohol Treatment Waiting Times

5.2  Psychological Therapies Waiting Times

5.3 Dementia Post Diagnostic Support

5.4  Alcohol Brief Interventions

5.5 Smoking Cessation

5.6 Child & Adolescent Mental Health Services Waiting Times

5.1 Drugs & Alcohol Treatment Waiting Times

Rationale: The 3 weeks from referral received to appropriate drug or alcohol
treatment target was established to ensure more people recover from drug
and alcohol problems so that they can live longer, healthier lives, realising
their potential and making a positive contribution to society and the
economy. The first stage in supporting people to recover from drug and
alcohol problems is to provide a wide range of services and interventions
for individuals and their families that are recovery-focused, good quality
and that can be accessed when and where they are needed.

Figure 5.1: Percentage of People Waiting <3wks for Drug & Alcohol Treatment (aim =
to maximise)

100% &
80%

70%
60%
50%

Q2 (22/23) Q3 Q4 Q1 (23/24) Q2
=== Actual (%) 88.0% 85.0% 81.0% 96.0% 100.0%
e Target 90.0% 90.0% 90.0% 90.0% 90.0%

Situational Analysis:

Quarter 3 waiting time performance data has not yet been published at the time of this
report. Performance in Quarter 2 exceeded the target with all 103 waits within the 3 week
target timescale.

Improvement Action:

The Alcohol and Drugs Recovery Team continues to strive to improve waiting times
performance. There remains substantial pressure on the service who are seeing continued
increases in referrals.
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5.2 Psychological Therapies Waiting Times

Rationale: Timely access to healthcare is a key measure of quality and that applies
equally in respect of access to mental health services.

Figure 5.2: Percentage of People Starting Treatment <18wks for Psychological
Therapies (aim =to maximise)

100% +

95%

90%

85%

80%

Q3 (22/23) Q4 Q1 (23/24) Q2 Q3
=== Actual (%) 99.6% 99.6% 97% 98% 98%
=——=Target 90% 90% 90% 90% 90%

Situational Analysis:

This data brings together performance across the Community, Primary and Older People’s
Mental Health Teams. The performance standard is measured as the percentage of
people seen within 18 weeks from referral to delivery of service. The service has delivered
comfortably above target by this measure for the past year.

Improvement Action:

The mental health teams have learned from the pandemic and continue to offer support in
a variety of ways, including maximising digital methods where this works for patients.

5.3 Dementia Post Diagnostic Support

Rationale:  This Standard supports the improvement of local post-diagnostic services as
they work alongside and support people with a new diagnosis of dementia,
and their family, in building a holistic and person-centred support plan.
People with dementia benefit from an earlier diagnosis and access to the
range of post-diagnostic services, which enable the person and their family
to understand and adjust to a diagnosis, connect better and navigate through
services and plan for future care including future care planning.
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Figure 5.3: Percentage of People Newly Diagnosed with Dementia Accessing PDS
(aim =to maximise)
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Q3 (22/23 Q4 Q1 (23/24) Q2 Q3

=== Actual (%) 0% 0% 100% 100% 100%
e Target 90% 90% 90% 90% 90%

Situational Analysis:

This indicator examines how many patients are accessing PDS within 12 weeks of new
diagnosis. The service is now delivered entirely in house and the success of this can be
clearly seen in quarters 1, 2 and 3 of 2023/24, with all patients being seen within 12 weeks
of being diagnosed.

Improvement Action:
Work will be focused on sustaining good performance in this area.

5.4 Alcohol Brief Interventions (ABISs)

Rationale:  To sustain and embed alcohol brief interventions in the three priority settings
of primary care, A&E and antenatal. This standard helps tackle hazardous
and harmful drinking, which contributes significantly to Scotland's morbidity,
mortality and social harm. Latest data suggests that alcohol-related hospital
admissions have quadrupled since the early 1980s and mortality has
doubled.

Figure 5.4: Total number of ABIs delivered (aim =to maximise)
200

150
100 _.//\ —*

0

Q3 (22/23) Q4 Q1 (23/24) Q2 Q3
=== Actual (no.) 71 86 143 55 124
=—Target 122 121 122 122 122

Situational Analysis:
Fig 5.4 shows that the delivery of ABIs was above target during quarter 3, following below
target delivery in quarter 2.
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Improvement Action:

Recovery plans continue to be used to inform the return to previous levels of service.
Alternative engagement methods will be maximised, such as use of digital technology and
rebuilding capacity within GP surgeries.

5.5 Smoking Cessation

Rationale: To sustain and embed successful smoking cessation attempts at 12 weeks
post quit, in the 40% most deprived SIMD areas. This target sets out the key
contribution of NHS Scotland to reduce the prevalence of smoking, still
recognised as one of the biggest leading causes of preventable ill health and
premature death. Smoking continues to be a key factor in health inequalities,
estimated to be attributable to in the region of 8,260 deaths per year and
many hospital admissions.

Figure 5.5: Smoking quits at 12 weeks post quit in the 40% most deprived areas (aim
=to maximise)

ORr NWRUOON
4

Q1 (22/23) Q2 Q3 Q4 Q1 (23/24)
=== Actual (no.) 5 3 1 3 3
= Target 5 5 5 6 5

Situational Analysis:

The Quit Your Way service is delivered centrally by NHS GG&C and targets for smoking
cessation are set centrally too. Data reporting is generally at least three months behind, so
Fig 5.5 shows the most recent data available. After exceeding targets throughout 2021/22,
performance in 2022/23 was below target each quarter after Q1. The service continues to
face difficulties due to the continued lack of availability of some nicotine replacement
therapy products, and significant capacity constraints experienced across community
pharmacy and the wider service.

Improvement Action:

To support reinstatement of face-to-face service delivery, the Quit Your Way teams have
been liaising with key partners and stakeholders to scope potential venues, and to raise
the profile of QYW Cessation Services. A blended approach to service delivery continues
while efforts continue to identify suitable NHS and community venues. Plans to re-instate
pre-pandemic face-to-face support within KHCC, by means of a twilight/evening clinic, are
underway with a planned start date of 29 January 2024. Public Health Pharmacy have
recommenced pharmacy training sessions to increase capacity and efficiency, and have
also introduced an additional nicotine replacement therapy to the suite of options available,
in place of products that remain unavailable. The impact of mitigating/improvement actions
are expected to be observed over the coming quarters.
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5.6 Child & Adolescent Mental Health Services (CAMHS) Waiting Times

Rationale: 90% of young people to commence treatment for specialist Child and
Adolescent Mental Health services within 18 weeks of referral. Timely
access to healthcare is a key measure of quality and that applies equally in
respect of access to mental health services. Early action is more likely to
result in full recovery and in the case of children and young people will also
minimise the impact on other aspects of their development such as their
education, so improving their wider social development outcomes.

Figure 5.6: Percentage of Young People seen or otherwise discharged from the
CAMHS waiting list who had experienced a wait of <18wks (aim =to

maximise)
100%
90% +— —
80% — —
70%
60%
50%
40%
30%
20% Q3 (22/23) Q4 Q1 (23/24) Q2 Q3
. Actual (%) 79% 74% 70% 67% 93%
=@ GG&C Trajectory to Target 75% 83% 84% 90% 90%
National RTT Target 90% 90% 90% 90% 90%

Situational analysis:

NHSGGC Children & Adolescent Mental Health Services (CAMHS) aims to prioritise
improvement in the Referral to Treatment (RTT) performance in a managed way that
acknowledges the considerable task of balancing demand and capacity. Long-term and
ongoing increases in demand, and increases in complexity of cases since the pandemic,
have had a significant impact on clinical capacity. CAMHS are working to resolve this as
efficiently and safely as possible. This has meant the service is now meeting the RTT
targets in East Dunbartonshire.

For quarter 3 in East Dunbartonshire, 92.8% of children who have had their first
appointment, were seen in less than 18 weeks. Across quarter 3 in East Dunbartonshire,
97.3% of children who were still waiting for their first appointment, had waited less than 18
weeks.

CAMHS continue to focus on ensuring those children who have waited longest are seen,

and this means that in early January 2024, the service had just 3 children waiting over 18
weeks, out of a total of 85 children waiting in East Dunbartonshire.
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Improvement Actions:
The following improvement actions are in progress to address demand on the service:

Focus on waiting list and RTT targets continues. First treatment appointment activity
levels are being maintained, as the number of children waiting has reduced and
NHSGGC Board has reached the national RTT target. Activity will now shift to
providing return appointments.

CAMHS Planning & Performance Group continues to meet to oversee plans to utilise
Mental Health Recovery and Renewal Phase 1 funding to improve waiting times in
CAMHS, deliver the full revised CAMHS service specification, and increase the
transition timescales up to age range 25 years for targeted groups. Workforce planning
and recruitment for Phase 1 of MHRR funds is ongoing.

Regular performance updates are supplied to CAMHS management and teams to
ensure the most effective use of clinical capacity for the waiting list and open caseload.
Regular monitoring of CAMHS clinical caseload management available to the service
on a monthly or as required basis.

Learning and development plan refreshed, Core Competency Frameworks developed
for CAMHS Nurses at B5, B6 & B7, Care Bundles launched, and Q&A sessions offered
to support implementation of standardised care bundles for CAMHS. These actions will
ensure evidence based programmes are adopted and new and existing staff are well
inducted and developed.

Refresh of CAPA, including provision of team level quarterly reports, to improve
throughput and to move to a full booking position where children are allocated a case
manager and next appointment at onset of treatment.

Delivery of online therapeutic group work for children, young people and parents on
allocation lists continues to be developed. A range of informational videos have been
produced for the NHSGGC YouTube channel to help families understand what the
different groups involve and thus encourage engagement.

Development and implementation of Neurodevelopmental pathway is ongoing.

Single management structure implemented, this will provide greater flexibility across
the system.

Scottish Government funding has been provided to HSCPs for the development of
community mental health and wellbeing Tier 1 and 2 resource for children and young
people.

Agreed Trajectory until March 2024

The targets for 2023/24 are included in the table below. Please note that this trajectory is
for NHS GGC CAMHS and not specific to East Dunbartonshire. Specialist Children’s
Services leadership and CAMHS management monitor this closely and aim to keep the
service on track to maintain the recent return to achieving the national RTT target.

Figure 5.6a National & Revised NHSGGC Targets for CAMHS

% NHSGGC
CAMHS patients
seen < 18 weeks

81.3%

88.9%

92.3%

91.4%

91.1%

92.7%

97.4%

97.9%

97.8%

NHSGGC
Projection/Target

84.0%

83.0%

84.0%

86.0%

88.0%

90.0%

>90%

>90%

>90%

>90%

>90%

>90%

National RTT
Target

90.0%

90.0%

90.0%

90.0%

90.0%

90.0%

90.0%

90.0%

90.0%
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SECTION 6

Children’s Services Performance

This section provides an updated report performance against key Children and Families
indicators. The indicators reported are:

6.1 Child Care Integrated Assessments for Scottish Children Reported
Administration timescales

6.2 Initial Child Protection Case Conferences timescales

6.3 First Child Protection review conferences timescales

6.4 Balance of care for Looked After Children

6.5 First Looked After & Accommodated reviews timescales

6.6 Children receiving 27-30 month Assessment

6.1 Child Care Integrated Assessments (ICA) for Scottish Children
Reporters Administration (SCRA) Timescales

Rationale: This is a national target that is reported to (SCRA) and Scottish

Government in accordance with time intervals (aim to maximise).

Figure 6.1: Percentage of Child Care Integrated Assessments (ICA) for SCRA
completed within 20 days (aim = to maximise) (HSCP-01-BIP-3)
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=== Actual (%) 88% 89% 93% 100% 94%
= Target (%) 75% 75% 75% 75% 75%

Situational Analysis:
Quarter 3 demonstrates continued performance above target, with 16 of 17 reports
submitted to SCRA arriving within the target timescale.

Improvement Action:
Maintain good performance.
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6.2 Percentage of Initial Child Protection Planning Meetings taking

place within Child Protection National Guidance target timescales
(previously referred to as Initial Child Protection Case Conferences)

Rationale: Local standard and timescales set by East Dunbartonshire Child
Protection Committee (aim to maximise).

Figure 6.2: Percentage of Initial Child Protection Planning Meetings taking place
within 28 days of concern being raised, as per Child Protection National Guidance.
(aim =to maximise) (HSCP-94-LPI-3)

100% / . &
25% \/
90%

85%
80%

Q3 (22/23) Q4 Q1 (23/24) Q2 Q3
== Actual (%) 93% 91% 100% 100% 100%
—Target (%) 90% 90% 90% 90% 90%

Situational Analysis:
Performance in Quarter 3 is above target at 100% compliance, with all four Initial Child
Protection Planning Meetings held within the target timescale during this period.

Improvement Action:
To continue to maximise performance at or above target levels.

6.3 First Child Protection Review Conferences Timescales

Rationale: Local standard and timescales set by East Dunbartonshire Child
Protection Committee (aim to maximise).

Figure 6.3: Percentage of first review conferences taking place within 6 months of
registration (aim =to maximise) (HSCP-02-BIP-3)

100% * & & & &
95%
90%
85%
80%
Q3 (22/23) Q4 Q1 (23/24) Q2 Q3
== Actual (%) 100% 100% 100% 100% 100%
——Target (%) 95% 95% 95% 95% 95%

Situational Analysis:
Performance in Quarter 3 continues to be above target at 100%, with all five Child
Protection Reviews held within the target timescale during this period.
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Improvement Action:
Service and Team Managers will continue to maximise the achievement of Review Case
Conferences timescales.

6.4 Balance of Care for Looked After Children

Rationale: National performance indicator reported to Scottish Government and
monitored by Corporate Parenting Bodies. Aim = to maximise

Figure 6.4: Percentage of Children being Looked After in the Community (aim =to
maximise) (HSCP-SOL-CHN?9)

100%
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80% * — .
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Q3 (22/23) Q4 Q1 (23/24) Q2 Q3
=@=Actual (%) 83% 83% 80% 78% 79%
e Target 89% 89% 89% 89% 89%

Situational Analysis:

Performance in Quarter 3 has improved slightly from the previous quarter and continues to
remain off-target. During this period, there was an increase in community placements and
no change in residential placements, leading to an increase in the balance of care. The
overall number of Looked After Children has increased by 5% from the previous quarter.

Improvement Action:
Work continues to redress the balance of care by reviewing out of authority placements
and continuing the Foster Carer recruitment campaign.

6.5 First Looked After & Accommodated (LAAC) Reviews Timescales

This is a local standard reflecting best practice and reported to the Corporate
Parenting Board

Rationale:

Figure 6.5: Percentage of first LAAC reviews taking place within 4 weeks of
accommodation (aim =to maximise) (HSCP-04-BIP-3)
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Situational Analysis:

Performance in Quarter 3 is below target, with 9 of 12 first LAAC Reviews taking place
within the target timescale. All reviews were scheduled to take place within schedule.
However, three reviews were rescheduled to accommodate and ensure attendance for all
agencies and family.

Improvement Action:
To achieve and maintain high levels of performance.

6.6 Children receiving 27-30 month Assessment

Rationale: The central purpose of the 27-30 month contact is to seek parental
concerns to identify children whose social, emotional and behavioural
development puts them at risk of adverse life course outcomes.

Having identified these children, interventions must be put in place to
optimise child development in preparation for education. The plan is that
wherever possible, children’s needs should be met in time for them to
benefit from universal nursery provision at the age of 3.

The Scottish Government target is for at least 85% of children within each

SIMD quintile of the CPP will have reached all of their developmental
milestones at the time of their 27—30 month child health review.

Figure 6.6: Percentage of Children receiving 27-30 month assessment (aim =to

maximise)
100%
95% v —— ¢
90%
85%
80%
75%
Q3 (22/23) Q4 Q1 (23/24) Q2 Q3
=== Actual (%) 97% 92% 96% 94% 94%
—Target (%) 85% 85% 85% 85% 85%

Situational Analysis:

This indicator relates to early identification of children within the SIMD quintiles with
additional developmental needs. Where additional needs are identified, children are
referred to specialist services. Uptake of the 27-30 month assessment across East
Dunbartonshire HSCP has been consistently high and above target. Quarter 3
performance continues to be well above target.

Improvement Action:

Monitor and continue to maximise performance. Data reports are monitored on a monthly
basis at team meetings to support early identification of variances and allow improvement
plans to be developed where required.
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SECTION 7

Criminal Justice Performance

This section provides an updated report performance against key Criminal Justice
indicators. The indicators reported are:

7.1 Percentage of individuals beginning a work placement within 7 days of
receiving a Community Payback Order

7.2 Percentage of CISW reports submitted to Court by due date

7.3 Percentage of Court report requests allocated to a Social Worker within 2
Working Days of Receipt

7.1 Percentage of Individuals Beginning a Work Placement within 7
Days of Receiving a Community Payback Order

Rationale: The CJSW service must take responsibility for individuals subject to a
Community Payback Order beginning a work placement within 7 days.

Figure 7.1: Percentage of individuals beginning a work placement within 7 days (aim
=to maximise) (HSCP-08-BIP-6)

100% — > <> L 4
90%
80%
70%
60%
Q3 (22/23) Q4 Q1 (23/24) Q2 Q3
=== Actual (%) 97% 100% 100% 100% 100%
e—Target 80% 80% 80% 80% 80%

Situational Analysis:
25 people were due to begin work placements during Quarter 3 and all of these started
within timescale.

There is a challenge with full compliance on this performance metric, because service
users may be unable to commence due to a further conviction, ill health with GP note,
employment contract clashing with immediate start or if they are subject to an existing
order which means the new order cannot commence until the original one is completed.
These factors are outwith the control of the service.

Improvement Action:
To maintain good performance.

7.2 Percentage of CJSW Reports Submitted to Court by Due Date

Rationale:  National Outcomes & Standards (2010) states that the court will receive
reports electronically from the appropriate CJSW Service or court team
(local to the court), no later than midday on the day before the court
hearing.
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Figure 7.2: Percentage of CJSW reports submitted to Court by due date (aim =to
maximise) (HSCP-07-BIP-6)

Rationale: National Outcomes & Standards (2010) stresses the importance of providing
reports to courts by the due date, to facilitate smooth administrative support arrangements.
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Situational Analysis:
Performance in Quarter 3 continues to be above target. 54 reports were submitted to Court
and all were submitted within the target timescale.

Improvement Action:
Monitor and improve performance.

7.3 Percentage of Court Report Requests Allocated to a Social Worker
within 2 Working Days of Receipt

Rationale: National Outcomes & Standards (2010) places responsibility on Criminal
justice service to provide a fast, fair and flexible service ensuring the
offenders have an allocated criminal justice worker within 24 hours of the
Court imposing the community sentence.

Figure 7.3: Percentage of Court report requests allocated to a Social Worker within 2
Working Days of Receipt (aim =to maximise) (HSCP-CS-LPI-3)
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e Target 100% 100% 100% 100% 100%

Situational Analysis:
Performance continues to be on target with all 88 requests allocated within the target

timescale.

Improvement Action:

The service will continue to maximise performance levels.
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SECTION 8

Corporate Performance

e Workforce Demographics

e Sickness / Absence Health Staff and Social Care Staff

e Knowledge & Skills Framework (KSF) / Personal Development Plan
(PDP) / Personal Development Review (PDR)

8.1 Workforce Demographics
Employer Headcount WTE
Dec 22 | Jun 23 | Sept 23 | Dec 23 | Dec 22 | Jun 23 | Sept 23 | Dec 23
NHSGGC 375 388 403 404 321.7 | 331.21 | 3433 343.1
EDC 598 585 595 TBC 512.78 | 504.36 | 506.4 TBC
Total 973 973 998 TBC 834.48 | 835.57 | 849.7 TBC

The picture for the NHS workforce within the HSCP shows an increase overall since
December 2022 of 29 staff, with an overall increase of 21.4 WTE staffing. Council data for
quarter 3 of 2023/24 is not yet available.

8.2 HSCP Staff by Age profile

Council data for quarter 3 of 2023/24 is not yet available. Therefore, only data reflecting
the age profile of NHS staff within the HSCP workforce is detailed below.

Age Distribution at Dec 2023
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8.3 Gender Profile

The gender ratio of female to male
employed staff has remained constant
since the 4th Quarter of 2021-22, with
86% of staff being female. Council data

' for quarter 3 of 2023/24 is not yet
available.

Gender Balance at 30 September 2023

= Male = Female

8.4 Sickness / Absence Health and Social Care Staff

Average sickness absence within the HSCP has seen a slight
increase amongst NHS staff. Managers are working closely with
absent staff to help them return. Sickness absence data for

quarters 2 and 3 of 2023/24 is not yet available for Council staff. Jan-23 6.47
, . . Feb-23 5.25
EDC absence figures are Working Days Lost to sickness per Mar-23 523
Full Time Equivalent in line with the Local Government _ :
Benchmarking Framework: April 23 4.8
May 23 5.27
June 23 5.14
Q3 (22/23) 6.53 July 23 >.83
Q4 596 Aug 23 5.56
Q1 (23/24) 4.69 Sept 23 4.49
Q2 Not yet available Oct 23 4.55
Q3 Not yet available Nov 23 5.87
Average over 12 Not yet available Dec 23 6.26
months Average 5.39

There is a notional absence threshold of 4% across both East Dunbartonshire Council and
NHSGGC. All absence is managed in line with policy.

8.5 Knowledge & Skills Framework (GG&C)

Actual % | 61 62 61 60 58 54 54 56 57 59 59 66
Target % | 80 80 80 80 80 80 80 80 80 80 80 80

KSF (Knowledge & Skills Framework) is the NHS staff review process to ensure that staff
are competent to undertake the tasks associated with their role and have the appropriate
learning and development planned across the year. Work continues to promote the KSF
conversation and ensure that staff wellbeing is a key component of the conversation.
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8.6 Performance Development Review (Council)

Quarter % recorded Target %
Q3 (22/23) 19.30 80
Q4 25.30 85
Q1 (23/24) 4.48 65
Q2 Not yet available 75
Q3 Not yet available

PDR (Performance Development Review) is East Dunbartonshire Council’s process for
reviewing staff performance and aligning their learning and development to service
objectives.

Operationally, formal PDRs have not taken place in all areas; however, shorter term
objective setting conversations have taken place. Further targeted work is still required
around the PDR paperwork and process structure. Where formal PDRs have not been
completed, managers have been encouraged to undertake wellbeing and shorter term
objective setting conversations.

Data for quarters 2 and 3 of 2023/24 are not yet available.
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1.0

11

2.0

2.1

PURPOSE

The purpose of this report is to update the Committee on activity undertaken to
highlight the processes to be followed by staff if they wish to raise a concern using the
Whistleblowing procedures as set out in Standard 8 of the national Whistleblowing
Standards.

RECOMMENDATIONS

It is recommended that the Performance, Audit and Risk Committee:
Note the contents of the report and seek

2.1.1 Regular updates on number of Whistleblowing claims made to either EDC,
NHSGGC or the HSCP about services delivered by the HSCP.

2.1.2 Copies of information provided as part of National Speak up week in Oct
2024, and confirmation of how this information has been delivered across the
HSCP and its Hosted services.

CAROLINE SINCLAIR
CHIEF OFFICER, EAST DUNBARTONSHIRE HSCP



3.1

3.2

3.3

3.4

3.5

3.6

3.7

3.8

4.1

4.2

BACKGROUND/MAIN ISSUES

The report sets out the legislative parameters that relate to staff and services working
for East Dunbartonshire HSCP and the supports available to staff.

The Employment Rights Act 1996 highlights the protections available to staff who
raise a complaint under Whistleblowing, to which East Dunbartonshire Council and
NHSGGC as the employer of staff must comply. In addition NHSGGC is also covered
by the 9 Whistleblowing Standards as set out by the Independent Whistleblowing
Officer, including Standard 8 which is specific to the working of HSCPs.

Information on Whistleblowing is available on our HSCP website, which will direct
you to both the East Dunbartonshire Council guidance including how to contact
Public Concern at Work (A charity that offers support to staff) and the NHSGGC
guidance including access to the “Speak up” pages that provide information about
confidential contacts.

Currently there are no recorded Whistleblowing concerns having been raised through
either East Dunbartonshire Council, NHSGGC or the HSCP directly.

It is important to remember that the HSCP has a number of other initiatives in place
which give staff the opportunity to raise complaints and or concerns, these include
annual Personal Development Reviews and TURAS appraisal which encourage staff
to talk about their experience in the last year.

In addition all staff will receive regular supervision, on average between 6- 8 weekly
which again provides opportunity to talk about concerns and issues

The HSCP has participated in the annual iMatter staff survey since its inception and
has continually rated well in areas of staff communications —

e Well Informed — 82%

e Involved in Decisions — 76%

e Treated Fairly with Dignity and respect in an environment where Diversity is
values — 82%

e Provided with a safe working environment — 82%

e | feel appreciated for the work | do — 80%

e My work gives me a sense of achievement — 85%

Whistleblowing is included in our Induction Booklet since Jan 2024, including access
to the “Raisin” booklet from Care Inspectorate and the “Speak up” booklet form
NHSGGC.

IMPLICATIONS

The implications for the Board are as undernoted.

Relevance to HSCP Board Strategic Plan — none

Frontline Service to Customers — none



4.3  Workforce (including any significant resource implications) — staff are well supported
and informed on how to make use of the appropriate whistleblowing policies within
their respective employing organisations.

4.4  Legal Implications — Compliance with Standard 8, of the National Whistleblowing
Standards

4.5  Financial Implications — none
4.6  Procurement — none

4.7 ICT —none.

4.8 Corporate Assets — none.

4.9  Equalities Implications — none
4.10 Corporate Parenting — none

4.11 Other —none.

5 MANAGEMENT OF RISK

The risks and control measures relating to this Report are as follows:-

5.1  The risks are no risks to this report.

6 IMPACT

6.1 STATUTORY DUTY — None

6.2 EAST DUNBARTONSHIRE COUNCIL — none

6.3 NHS GREATER GLASGOW & CLYDE - none

6.4 DIRECTIONS REQUIRED TO COUNCIL, HEALTH BOARD OR BOTH — No Direction

required.

7 POLICY CHECKLIST

7.1 This Report has been assessed against the Policy Development Checklist and has
been classified as being an operational report and not a new policy or change to an
existing policy document.

8 APPENDICES

Appendix 1 — National Whistleblowing Standards (NHS)
https://inwo.spso.org.uk/national-whistleblowing-standards

Appendix 2 — Link to HSCP Website for Whistleblowing guidance Whistleblowing
Guide | East Dunbartonshire Council



https://inwo.spso.org.uk/national-whistleblowing-standards
https://eur01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.eastdunbarton.gov.uk%2Fhealth-and-social-care%2Fwhistleblowing-guide&data=05%7C02%7CTom.Quinn%40ggc.scot.nhs.uk%7Ccccb61f188ea495b14c508dc33937a26%7C10efe0bda0304bca809cb5e6745e499a%7C0%7C0%7C638441955720355736%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C0%7C%7C%7C&sdata=e8xaEnVG0Y4rTiaDyCEqmu%2B1yTHH8FfU4NRZryS0LCQ%3D&reserved=0
https://eur01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.eastdunbarton.gov.uk%2Fhealth-and-social-care%2Fwhistleblowing-guide&data=05%7C02%7CTom.Quinn%40ggc.scot.nhs.uk%7Ccccb61f188ea495b14c508dc33937a26%7C10efe0bda0304bca809cb5e6745e499a%7C0%7C0%7C638441955720355736%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C0%7C%7C%7C&sdata=e8xaEnVG0Y4rTiaDyCEqmu%2B1yTHH8FfU4NRZryS0LCQ%3D&reserved=0

Appendix 3 — Care Inspectorate guidance on Whistleblowing RAISIN~1.PDF
(careinspectorate.com)

Appendix 4 — NHSGGC - Speak Up Campaign Speak Up! - NHSGGC



https://www.careinspectorate.com/images/documents/5051/RAISIN%7E1.PDF
https://www.careinspectorate.com/images/documents/5051/RAISIN%7E1.PDF
https://www.nhsggc.scot/staff-recruitment/staff-support-and-wellbeing/speak-up/
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1.A

2.A

3.A

These Standards set out how theA
Independent National WhistleblowingA
Officer (INWO) expects all NHSA
service providers to handle concernsA
that are raised with them andA

which meet the definition of aA
‘whistleblowing&oncern'. A

The Standards are underpinned byA
a suite of supporting documents,A
which provide instructions on howA
the INWO expects concerns to beA
handled. Together these documentsA
form a framework for the deliveryA
of the NationalWhistleblowingA
Standards. A comprehensive list of A
the documents is provided onA
pages 5 and 6.A

The Standards consist of: A

3.1. Whistleblowing principles
3.1.1. These underpin the approachA
that must be taken to handlingA
any concerns raised by staff orA
those working in NHS services; A
andA

3.1.2. They include definitionsA
of AvhistleblowingAndA
whistleblower (see Part 1).A

3.2. Procedure overview

3.2.1. This provides definitions andA
an explanation of what is aA
whistleblowing concern, whoA

can raise a concern, and a briefA

description of the procedureA

for handling these concernsA
(see Part 2).A

4.A

5.A

5.1.

3A

3.3. Supporting information

3.3.1. This sets out how the INWOA
expects the procedure to beA
applied, AogetherAvith theA
governance arrangementsthatA
must be in place (see PartsA
3-10).A

The aim is to provide a suite ofA
documents and guidance whichA
enable you to refer readily to theA
parts you most often use. The tableA
of sontentsdnAvages 5 and 6 of thisA
document gives an overview of whatA
each document contains.A

TheseAtandardsAreApplicable A
across all NHS services. This meansA
they must be accessible 1o anyone
workingto deliveran NHS service, A
whetherAlirectly drAndirectly. AhisA
includes current (and former) A
employees, bank and agencyA
workers,AontractorsAincludingA

third sector providers), trainees andA
stfudents, volunteers, non-executiveA
directors,And anyoneAvorkingA
alongside NHS staff, such as those inA
health and social care partnerships.A
SpecificAnstructionsAreforovided for:A

NHS service providers (both primaryA
care services and contfractedA
services):A

5.1.1. Part 7 sets out what the INWOA
expects of these providers andA
how this should be achieved.A



5.2. Health and social care partnershipsA

(HSCPs):A

5.2.1. Part 8 sets out expectationsA

inAelationAocAoint AvorkingA

arrangements between localA

authority and NHS staff.A

5.3.A0rganisationsAnvolved inArovidingA
student and trainee placements:A

5.3.1. Part 9 sets out expectationsA

relating to students andA
tfraineesAaqising&Aoncerns.A

5.4. Arrangements forvolunteers:A

7.A

8.A

5.4.1. Part 10 sets out how volunteersA
should be given access to theseA 9.A

Standards.A

6.A To ensure effective leadershipandA
oversight, the INWO has developedA

4A

governance requirements forboards, A
both in relation to their own internalA
processes (Parts 4 and 5) and inA
relation to management of theirA
primary care and other contractualA
servicesAPartA).A

Further information about theA
INWO and additional resources forA
implementationAf theAStandardsAvillA
be available on www.inwo.org.uk.A

It is anticipated that the StandardsA
will be reviewed three yearsA
afterAmplementation, AoAdentify A

any potential improvementsArA
amendments.A

Text marked in[square brackets]A
indicates a link or development thatA
will be available in the final versionA
of the Standards, but which is stillA
currently under development. A


http://www.inwo.org.uk.a/

The National Whistleblowing Standards — Contents

*AOpenA

* AFocused on improvementA

* AObjective, impartial and fairA

* AAccessibleA

* ASupportive to people who raise aA
concernandallpeopleinvolvedintheA
procedureA

* ASimple and timelyA

* AThorough,Aoroportionate And consistentA

* ADefinitionsA

* ASupportAand protection through theA
procedureA

* AOverview of the procedure for raisingA
concernsA

* Alnitial actionsA

* AConfidentiality and anonymityA

* AThe difference between a grievanceA
and a concernA

* AConcerns raised with malicious intentA

* AAnnex A: Contact details for supportA
agencies, regulators and professional A
bodiesA

* AAnnex B: Examples to help toA
distinguish betweenAvhistleblowingAndA
grievance/bullying & harassment issuesA

* AOverview of the procedureA

* AStage 1: Early resolutionA

* AStage 2: InvestigationA

* AIndependent external reviewA

* AAnnex A: Further guidance for thoseA
receiving concerns on exploring theA
iSSUESA

* ARole ofthe Board of DirectorsA

* AThe whistleblowing championA

* AThe role of NHS staffA

* ATrainingA

* AHandling concerns about senior staffA

* AWorking with other organisationsA

* AOverview of the procedureA

* AStage 1: Early resolutionA

* AStage 2: InvestigationA

* AlIndependent external reviewA

* AFurther guidance on exploring the A
concernA

* ATheimportance ofrecording andA
reportingA

e AlT systemsA

* AWhat to recordA

* AKey performance indicatorsA

* ALearning from concernsA

* AAnnual reporting and monitoringA
performanceA

* ASharing the learningA

S5A



* ARequirement toAneet the StandardsA

* ABoard oversightA

* AEnsuring compliance through confractsA

* NHS boardsand integration joint boardsA

* AWorking with higher educationA
institutionsA

* AWorkingwith voluntary sectorprovidersA

* AProviding a confidential contactA

* APromoting raising concernsA

* ARequirement tomneet the StandardsA

* AHow to raise concerns; options forsmallA
organisationsA

* AlInforming staffA

* ARecording of concernsA

* AMonitoring, reporting and learning fromA
concernsA

* APromoting raising concernsA

* ARequirement tomeet the StandardsA

* AEnsuring equity for staffA

* AHow to raise concernsA

* ARecording of concernsA

* AMonitoring, reporting and learning fromA
concernsA

* AStudentandtrainee accesstotheA
StandardsAnd the INWOA

* AStudentsraisingconcernswithin NHS A
servicesA

» AStudents raising concerns throughA
courseAdvocatesA

* ARecording student concernsA

* ASupport for the studentA

* ASignposting to the INWOA

* AVolunteers’ accesstothe StandardsandA
the INWOA

* AVolunteers raising concerns within NHSA
servicesA

* AVolunteers raising concerns through theA
charity'sAepresentativeA

* ARecordingAolunteersoncernsA

* ASupport for the volunteerA

* ASignposting to the INWOA

6A
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Whistleblowing
principles for the NHS

These principles underpin how NHSA
servicesAnust approach concerns that areA
raised by staff, students and volunteersA
about healthAervices.A

An effective procedure for raisingA
concerns (whistleblowing) is:A

1.
2.
3.
4,
5.

N o

open
focused on improvement
objective, impartial and fair
accessible

supportive to people who raise a
concern and all people involved
in the procedure

. simple and timely, and

thorough, proportionate and
consistent.

Handle concerns openly and
transparently throughout theA
process. At the same time, recogniseA
and respect that everyone involvedA
has the right to confidentiality A

Have cleargovernance arangementsA
that make sure someone is accountableA
for putting in place the procedure forA
raising concerns, and for monitoringA
and reviewing thatprocedure. A

Following an investigation, makesureA
that any lessons learned are shared
locally and more widely across the A
organisation. This should includeA
telling people what improvementsA
have been made as a result of theA
investigation.A

8A

22,

23.

24,

25.

Actively encourage staff, studentsA
and volunteers to report anyA
concerns about patient safety orA
malpractice.Encourage themto doA
this as part of their day-to-day work, A
even before the start of any formalA
procedure.A

The procedure for raisingconcernsA
should reflect and promoteA
excellence in providingservices.A

Use the outcomes of concernstoA
identify and demonstrate learning
and improvement andAhareAestA
practice, bothin providing servicesA
and in the procedure itself. A

Have systems in place to makeA
sureAllAeportedAvhistleblowingA
concerns areinvestigated quickly andA
appropriately, and to monitor howA
they are handled.A

Use information from cases whereA
concernshave beenraisedto:A

* Aguide the organisation’sA
performance, targets andA
standards; andA

* Aidentify tfrends and highlightA
problems, with the overall purposeA
of Aontinuously improving theA
way services are provided andA
concerns are handled.A



3l.

32

33,

34,

41,

42,

43,

Procedures for raising concernsA
should be objective, based onA
evidence anddrivenbythefactsandA
circumstances. They should not beA
based on assumptions. This shouldA
be clearly demonstrated. A

Gatherrelevantfactsand confirmA
these in an objective, confidential
and sensitive way.A

Staff investigating concerns shouldA
e impartial, independent and
accountable. They must not beA
involved in investigationsAvhere theyA
have a conflict of interest, or may beA
seen to have a conflict of interest.A

Procedures for raising concernsA
should be fair to the person raisingA
the&oncern, people investigatingA
concerns, and anyone elseinvolvedinA
the investigation.A

Communicate the procedures
forraising concerns clearly. The
proceduresshouldbe easyto
understand and accessible to
everyone.A

Senior staff must welcome concernsA
and make sure they are handled byA
people who have the appropriateA
skills and knowledge to investigateA
the concern and are authorised toA
take action.A

Make sure the NationalA
Whistleblowing StandardsAnd theA
organisation'sAorocedures for raisingA
concerns are well-publicised. A

44,

Procedures for raising concernsA
should be written in plain, clearA
language. Avoid jargon and technicalA
terminology as faras possible. If youA
needtousetechnicalterms, makeA
sure they are explained. ProceduresA
should be clear to all staff andAhere
should be no doubt about how
whistleblowing and whistleblowers
are supported. A

5.1.A Offer support and protection toAllA

5.3.

5.4.

5.5.

2A

staff, students and volunteers whoA
raise a concern orwho are directlyA
involvedin a concern, at all stages ofA
the process.A

When someone raises a concern,A
listen to them, support them, freatA
them with dignity and respect, andA
be sensitive and professional. A

Offer alternative methods to peopleA
who may not want to raise concernsA
with their line manager. This shouldA
include accesstoaconfidentialandA
impartial&ontact.A

As far as the law allows, respect the A
confidentiality of any person whoA
raises a concern, unless they agreeA
that you do not have to.A

Make staff, studentsand volunteersA
aware of all forms of support andA
guidance that are available topeopleA
involved inAvhistleblowing.A



5.6. People who raise a concern must notA

6.l.

6.2.

be victimised or suffer detrimentalA
tfreatment as a result of raising aA
concern. This includes bullyingA

and harassment, inappropriate useA
of policies, breaking the terms ofA
their contract, financial loss andA

reputational or professional domage.A 9

Procedures for raising concernsA

should keep to the NationalA
Whistleblowing Standards.A

Timescales should be clearlyA 73
publishedAandAanetAvherever possible. A

63.  Alnvestigations into a reportedA

concern should be thorough. InA
particularly complex cases this mayA
mean it is not possible to keep toA
published timescales. If timescalesA
are not met for a good reason, tellA
the person who raised the concernA
(and any otherrelevant person) theA
reason, and give them a revisedA
fimescale forsompleting theA
investigation.A

/4.

15.

18.

10A

Procedures for raising concerns shouldA
provide good-quality outcomes through a
thorough butAoroportionate A
investigation.A

There should be detailed, well-
publicised quality standards forA
handling concerns, and these shouldA
be supported by a clearexplanationA
of what action will be taken if theA
standards are not met.A

AlnvestigationAethodsAndApproachesA
to handling concerns should beA
thorough and consistent, but
proportionate and appropriate tO theA
circumstancesAf theAase. A

All concerns should be treated seriously. A

Findings and conclusions shouldA

be based on analysing evidenceA

and weighing up the facts andA
circumstances. Decisions should explainA
your reasons and show clearly howA
findings and conclusions wereAvsed.A

The outcomes of investigations shouldA
be appropriate to the findings, andA
should set out what actions will be A
taken, or have been taken, to putA
things right or improve practice.A
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Definitions

1.A Whistleblowing is defined in theA

Public Services Reform (the ScottishA
Public Services Ombudsman)A
(Healthcare AV histleblowing) OrderA
2020As:A

when a person who delivers services
or used to deliver services on behalf
of a health service body, family health
service provider or independent
provider (as defined in section 23

of the Scottish Public Services
Ombudsman Act 2002) raises a
concern that relates to speaking up,

in the public interest, about an NHS
service, where an act or omission has
created, or may create, a risk of harm
or wrong doing.

2.A This includes an issue that:A

21. has happened, is happening orA
is likely fo happen; andA

22, affects the public, other staffA
or the NHS provider (theA
organisation) itself.A

3.A People also often talk aboutA

‘raisingAoncerns’' ArAspeakingA
up'.Ahese termsAanAlsoAeferA
toAvhistleblowing. The issue justA
needstomeetthe definition above, A
whateverlanguageisbeing used toA
describe it.A

4 A Risks can relate to a wrongdoing, A

patient safety or malpractice whichA

theArganisation overseesAr isA
responsibledrAccountable for. INAA
health setting, these concerns couldA
include, for example:A

4.1 A patient-safety issues;A

4.2 A patient-care issues;A

4.3. poor practice;A

4.4 A unsafeAvorkingAonditions; A

4.5. fraud (theft, corruption, briberyA
orAmbezzlement);A

4.6. changing or falsifyingA
information about performance;A

4.7.A breakingAny legal obligation;A

48. abusing authority; orA

49. deliberately trying to coverupA
anyAf theAbove. A

5.A A whistleblowing concern is differentA

to a grievance. A grievance isA
typically a personal complaint aboutA
an individual's own&mploymentA
situation. There is more informationA
about raising concerns and bullyingA
and harassment in Annex B.A

6.A Healthcare professionals may have aA

professional duty to report concerns. A
Managers and all staff (includingA
students and volunteers) must beA
aware of this, asit can affect how andA
when concerns are raised. However,A
the processes for handling concernsA
should be the same for any concernA
raised.A
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10.A It is important for everyone involvedA
in this procedure to be aware thatA
some people may feel at greaterriskA
than others as a result of raising aA
concern. Foraxample:A

7.A  Anyone Who provides servicesA
forthe NHS can raise a concern, A
including current (and former) A
employees, agencyworkers (andA
others on short or insecure contractsA
such as locums and bank staff), A
contractors (including third-sectorA
service providers), frainees andA
students, volunteers, non-executiveA
directors,And anyoneAvorkingA
alongside NHS staff, such as those inA
health and social-care partnerships. AA
person raising a concern has usuallyA
withessed an event, but they mayA
have no direct personal involvementA
in the issue they are raising.A

10l.  employeeswhose employmentA
may be less secure, such asA
agency staff orthose who needA
a visa to work in the UK;A

102 students and others who areA
due to be assessed on theirA
work; rA

103, people from any of theA
recognised&qualitiesAgroups.A

11.A Some people may considerA
themselves to be more likely to beA
treated unfairly as a result of raisingA
a concern, particularly if they are inA
more than one of the above groups.A
It is particularly important to makeA
sure people are aware of the supportA
available through this procedure, A
and that any concerns they raise are A
tfreatedAeriously.A

8.A Ifthe person does not wantto useA
this procedure, see the section onA
confidentiality at paragraph 58 forA
more information.A

9.A More than one person can raise theA
same concern, either individually orA
together. AnyonereceivingaconcernA
must make sure they understand whoA
wants to achieve what, and whetherA
everyone wants to be kept informedA
and updated on the progress of anyA
investigation.A

12.A If the person is raising a concernA
about a service that is not theirA
employer, for example, a districtA
nurse working in a GP service, aA
locum pharmacist working for anA
agency, or a care assistant workingA
within an HSCP service, they mustA
be able to raise concerns eitherA
direct with their&mployerArAvithinA
the service itself, and they mustA
have full access to the NationalA
Whistleblowing Standards (theseA
Standards).A

13A



Support and protection
through the procedure

17.A Nobody should be treated unfairlyA
as a result of raising a concern,A
havingAAvhistleblowingAllegationA
made againstthem, or co-operatingA
with any investigation. If staff areA
victimised as a result of beingA
involved inAAvhistleblowingA&ase, A
this must be treated as a disciplinaryA
matter.A

13.A These Standards are designed toA
work with, not repeat or replicate, A
NHS processes and procedures thatA
staff use every day to report whatA
is happening in local areas. TheseA
processesandproceduresare calledA
‘businessaisaisual’ in the Standards.A

14.A People mayreportormentionissuesA
through businessAisAisual processesA
which could meet the whistleblowingA
definition. To avoid duplication andA
confusion, the procedure set out inA
these Standards should normally onlyA

if:A
be usedi 18.A It can be stressful and isolating toA

raiseAAsoncern, AutAvhensAomeoneA
does raise a concern, they areA
trusting the organisation and givingA
it an opportunity to put right aA
wrongdoing or reduce risk. TheA
organisation must repay this trust byA
protecting the person throughoutA
the process and making sure theyA
do not suffer any harm as a result ofA
speakingAIp.A

141, no other procedure orA
processes are beingAised;A

142, an existing procedure orA
process has been used but hasA
not resulted in the outcomeA
the personraising the concernA
expected;ArA

143, the person asks for the A
whistleblowing procedure tobeA
used.

15.A See below formoreinformationA 19.A Anyone receiving a concemA

- . must:A
obou’rAnO\/'mg from busmess@?A 191.  thankthe personforraisingtheA
usualto this procedure forraisingA
concern;A

A
concerns 92 listen to them carefully:A

193.  take the concern seriously; andA
194, reassure them that:A
—-Athe concernwillbe handledA

16.A People should raise concerns withinA
six months of first becoming aware ofA
the issue the concern relates to. ForA

. . . sensitively; A
f t this, Part 3A .
more information on this, see Part 3 _Athey have done the rightA
of the Standards.A . .
thing by raising the concern;A
andA

—Athey will not be treatedA
badly, evenifnorisks are A
identified.A

14A



20. Aln some cases, it will be enough toA

thank the personraising the concern, A
and provide regular feedback onA
any resulting investigation. In otherA
cases, the person may need moreA
specialistAupport. AnyoneAeceivingA
concerns must ask what support the A
person raising the matter may needA
and how this can be provided, whenA
they first raise the concern. If supportA
needs are identified, the appropriate A

214, considering, with the personA
who has raised a concern, A
range of actionstoreduce anyA
consequencestheyarefacingA
(or think they may face) as aA
result of raising the concern.A
These actions may includeA
making changes at work orA
putting in place temporaryA
arrangements to reducerisk. A

resources must be provided whereverA 22.A Anyone raising a concern may wantA

possible, ANnd the personAnust beA
given contact details for supportA
providers.A

21.A The support that is available mayA

include:A

211, access to a confidential contactA
who can provide informationA
and advice on the procedureA
for raising concerns, as well asA
support during the process;A

212, counselling or psychologicalA
supportAervices for peopleA
suffering fromAtress becauseA
they are involved in thisA
procedure; A

213, occupationalhealthservicesA
which take account of theA
stress involved inAaisingAaA
concern;AndA

to have someone to support them atA
meetings, or throughout the process.A
This could be a union representative, A
friend or colleague. If it is a friend, A
relative or colleague, their role isA

to support the person raising the A
concern rather than to representA
them or respond on their behalf.A
Unionrepresentativescanbe moreA
involved in discussions, although itisA
bestifthe personraisingthe concernA
openly shares theinformationA

they have. It is worth noting thatA
the personAorovidingAupportAnayA
alsoface somerisks through beingA
involvedinthe process.The personA
the concern was raised with shouldA
discussthiswiththem, and provideA
appropriateAupport. A
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23.A Employers have a duty of care toA
their employees and must take allA
reasonable steps to protect theirA
health, safety and well-being. TheyA
must do everything that is reasonable A
in the circumstances to keep theirA
employees safe from harm. They alsoA
have a moral and ethical duty not toA
cause, or fail to prevent, physical orA
psychological injury.A

24. AUnder their duty of care, employersA
may have to:A

241, ensure, so far as isreasonablyA
practicable, a safe workA
environment; andA

242, provide adequate training so thatA
employees can safely carry outA
their designated role.A

25.A Employees also have a responsibility A
totakereasonable care fortheirownA
health and safety at work. Forexample, A
they should be able to refuse to do workA
that would be unsafe for them, withoutA
fearing disciplinary action. AnemployeeA
also has a duty to take reasonableA
care for the health and safety of otherA
employeeswhomay be affectedbytheirA
acts or omissions at work.A

26.A In the context of raising concerns, thisA
means that the organisation shouldA
have systems in place to protectA
anyone who raises a concern fromA
detriment.A

27 AlfitbecomesclearthatapersonwhoA
hasraised a concernisbeing (ormayA
be) treated unfairly or victimised,A
managersmusttake action. ThismayA
include informal action or formalA
disciplinary procedures. In most cases,A
removing the person who has raised aA

16A

concern from their workplace, eitherA
byrelocating orsuspending them, isA
notan appropriateresponse, as thisA
reinforces the atfitude that it is risky A
toraise concernsandshowsthattheA
organisation does not support peopleA
to speak up.A

28.A The Public Interest Disclosure ActA

1998 (PIDA) is often called theA
‘whistleblowing law’. It is there toA
protect all ‘workers’ (as defined in theA
Employment Rights Act 1996 — thisA
classification is broader than, butA
includes all employees), who haveA
made a ‘protected disclosure’ fromA
being treated unfairly as a result ofA
raising a concern. Protection againstA
discrimination on the grounds ofA
beingAAvhistleblower, ArAppearingA
to be a whistleblower, is also given toA
applicants for work with some NHSA
employers (including NHS boards).A

29.A A concernis considered a ‘protectedA

disclosure’ when it meets this legal test:A
the person raising it must reasonably
believe that it is in the public interestA
to raise a concern, and that theA
information available shows that theA
followinghashappened,ishappeningA
orislikely fo happen. Forexample:A

21, acriminal offenceA

22 anactthat creates arisk toA
health andAafety A

N3, anactthat damages theA
environmentA

4. a miscarriage of justiceA

25 abreachofanyotherlegalA
obligation not being metA

06 concealmentofanyoftheA
above beingAoveredApA



30.AA fulllistis available in the legislationA

here:Attp:/ www.legislation.gov.uk/A
ukpga/1998/23/section/1A

31.A It isimportant to note that making aA

‘protecteddisclosure’ doesnotmeanA
that the concern must beraisedA

or investigated in a certain way. ItA
provideslegal protectionforworkersA
who suffer detriment after raisingA
concerns. If a worker is unfairlyA
dismissed or tfreated unfairly as aA
result ofraising a concern, they canA
claim compensationunderPIDA atanA
employment tribunal. A

32.A PIDA encourages workers to makeA

the ‘protected disclosure’ to theirA
employer first, if possible. However, A
this is not essential as it recognisesA
thatworkers mayhave goodreasonA
for raising a protected disclosure A
outside their workplace (eitherbeforeA
orafterreportingthe concerntotheirA
employer). PIDA lists the ‘prescribed A
persons’ with whom workers canA
raise a concern with, beyond theirA
own employer, and still have theirA
employment protected.A

33. A The Independent NationalA

Whistleblowing Officer (INWO)A

[is being added] to the list ofA
organisations, Ao NHS &mployeesA
[willbe] able toraise their concernsA
direct. The INWO will approach eachA
case on the basis thatitis better forA
the organisationinvolvedtoidentify A
the learning and improvements thatA
are needed. However, they can agreeA
toacceptconcernsdirectiftheydoA
not feelitisreasonable to expectA
the person to use theiremployer’sA
whistleblowing procedure. TheyA

will decide whether to do thisA

case by case, but could take intoA
account, forexample, whethertheA
organisationis very small or the issue A
involves very senior staff. In limitedA
circumstances the INWO may beA
abletohelpmakesure concernsare A
dealt with appropriately. This mayA
include monitoring the progress ofanA
investigation.A

Overview of the
procedure for raising
concerns

34. AThe procedure for raising concernsA

aims to provide a quick, simple andA
streamlined process for making sureA
concerns are dealt with early andA
locally by capable, well-trained staff.A
It also includes actions to makesureA
people whoraise aconcernreceiveA
any support they may need, so thatA
the process allows people to shareA
informationAafely.A

35. A This overview summarises the A
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mainpoints,and providesfurtherA
informationto explaineachstage.A
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Raising a concern
Anyone can raise a concernA
with their ine managerA
oridtherAppropriateAontactA

Isit appropriate forA
business asusual?z A

A
l L/

Has aA
businessA
asusualA
processA
alreadyA

beenAised?A

P

ContinueA
withA
businessA
as usualA
processesA

Progress to
stage 1:
EarlyA
resolutionA

*OL

@

w—]

want to raise A
their&AoncernA
under theA

whistleblowingA

procedure?A

P

Whistleblowing

concern:
Receipt andA

initial A
assessmentA

l

forAheA

®

* AExplain why it is notA
whistleblowing, in writing (unlessA
agreed with the whistleblower) A

* ASignpost to the INWOA

* Alsthe concernmore appropriate A
for HR or other procedure2A

e Alf the concern is for a differentA

organisation, AliscussAhisAvith theA

person raising the concern andA
engage with the organisationA

Does the personA

@

ISAt appropriate A

whistleblowingA
procedure?A

Business as usual

e AConcernsraisedaspartofeverydayA
processesforensuringsafe delivery of A
NHS servicesA

* ANot part of formal whistleblowingA
procedures but an important precursorA
toAheAdrocessA

* AMay be resolved on the spot or throughA
longer proceduresA

e AActive pursuit of resolutionA

* APersonraising it contentto pursueinA
thisAvayA

¢ Alf fhe issue of concern has not beenA
resolved, and safe service deliveryA
concerns still exist:A

—ABe clear about the benefits of A
whistleblowing, especially theA
support and protection available A

—Alf they do not want to use thisA
procedure but action is needed, A
inform them that action will be takenA
to resolve the issue, but do notA
record the concern as whistleblowingA

e Alfitraises otherissues that should be A
pursued through another process,A
signpostAiccordinglyA

* AThe whistleblowercan contacttheA
INWO directly at this stageA

* Als the concern from someone who canA
whistleblow?2A

* AWhat exactlyisthe concern about? InA
particular:A

—AWhat outcome is the person seeking$g

—Als it a whistleblowing concerngA

—Als it within the remit of yourA
organisationeA

—Als it raised in time or are there goodA
reasons to extend the time limitg A

¢ Alf more than one concern has beenA

A

raised each one needs to be assessedA

L
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Stage 1 and 2 overview

Stage 1: Early resolution

AnyoneAaisingA
a concern can come toA

the INWO at any point in thisA
process, and the INWO can provideA
informationAnd adviceAcA
support the processA

Five working daysA

What to expect at stage 1
* AOn-the-spot explanation and/or actionA
to resolve the matter quickly, in fiveA
working days or lessA

* AExtend timescales with agreement ifA 0
there are exceptionalcircumstancesA Closing the case at stage 1:
*AHandled by member of staffA information for case handlers

receiving the concern OR referredA
toAppropriateAdersonAorA&arly A
resolution (within five working days)A
OR progressed to stage 2 (within five A
working days)A * AReflect on how the concern wasA
handled:whatwentwellandwhatA
could beAmprovedA

e ARecord details of the concern,A
outcomes and actionstaken (orA
planned)A

If the whistleblower is not satisfied withA
theresponse atstage 1, oragreed actionA
has not been taken, they can take theirA

concernAoAtage 2: Investigation

Closing the case at stage 2:
information for case handlers

* ARecord details of the concern,A
Stage 2: Investigation L outcomes and actions taken (orA
20 working days for definitive responseA planned)A

* AUse the concern and outcome toA
improve services and patient safetyA
What to expect at stage 2 L
* ARespondin20workingdaysfollowingA
thoroughAnvestigationdfAoncern(s)A 0
* AExtend timescalesto achieve qualityA Information about the INWO
investigationAnd outcomesA
* AResponses signed-off by seniorA
managementAandAustAignpostAcAhe A
INWO, AncludingAimescalesA

* AConcerns that have completedA
the process will either have beenA
thoroughly investigated or willhaveA
beenrefused by the organisationA
atinitialassessment; these mustbeA

. signposted to the INWOA
Action taken as agreed to resolveA

issue of concern and avoid anyrepeatA * AINWO may assessA
—Ahowthe concernwashandled byA
theArganisationA
If the whistleblower is not satisfied withA —Awhether the organisation’sA
the response they have received toA decisions about the concernA
stage 2, they can bring their concern toA wereAeasonableA
e INWO for independent external revie —Ahow the whistleblower wasA

freated through the processA
—Ahow the organisation supports aA
INWO consideration culture of speaking upA
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36. ANHS boards and other NHS serviceA
providers must have arrangements inA
place to make sure the organisationA
supports people whoraise a concern,A
takesAllAppropriate Actions, ANdA
recordsAndAegularlyAeportsAnA
these concerns. They must also showA
they have learnt from any concernsA
that have been raised by putting inA
place service improvements, andA
share this learning with their staff andA
stakeholders.A

1. reporting short staffing on DATIXA
(a system used for recording aA
range of incidents and reports byA
NHS boards), and action beingA
taken to deal withthis;A

2 raising an issue during a teamA
meeting or handover, leadingA
to an investigation or action (orA
both);ArA

3 anissue being investigatedA
through an existingsafe-practiceA
review or audit.A

40. Alt’snot possible for these StandardsA

Initial actions

37.A All concerns are important to theA
organisation,and mustbe acted onA
to provide safe and effective careA

toapplytoeveryactionthatistakenA
through businessAisAisual processes.A
These Standards willonly apply if the A
personraising the concern asks foritA
to be handled under this procedure.A

and treatment. A 41 .AHowever, people whoraise aconcernA

38. AThe Accessing the Standards flowA
diagramAbove works throughA
whetherAAoncern isAppropriate forA
this procedure. The section belowA
gives more information about how toA
make that decision.A

should not necessarily need to knowA
these Standards. Managers shouldA
identify issues which would beA
appropriate to handle under theseA
Standards,And tell theAversonAboutA
the procedure. This might apply, forA
example, if the person is worriedA
about theirconcern not being actedA
on or if they are worried they mightA
be victimised by colleagues orA
management as aresult of raising the A
concern.A

39. A People regularly identify risks orA 42.A Organisations should have serviceA

harm, and speakup to getthemdealtA
with. This isAisuallyAeryAuccessful, A
with no repercussions for the personA
raising the concern. This is ‘businessA
asAvsual' and describes everydayA
processes or actions that dealA

with an issue or concern, includingA
formal processes for identifyingA

and improving patient safety. SomeA
examplesAvould be:A
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standards in place for their variousA
businessAisAisual processes. WhateverA
the issue and however it is raised, the A
organisation isaxpected toAespondA
appropriately toAoncerns, AndAnustA
not tolerate victimisation of anyoneA
who raises a concern. How the personA
is treated through businessAisAisualA
processes, and the organisation’sA
response to the concern, can form partA
of any subsequent investigation by theA
INWO.A



43. AThere should always be severalA

options forAaisingAoncerns.A
£1.  people can raise a concernA
with their line manager or teamA
leader;A

they can raise their concernA
with a more senior managerA

if circumstances mean thisisA
moreAppropriate; A
organisations should haveA

a confidential contact thatA
people canraise concernswithA
(insome places there may alsoA
beApeak-up ambassadorsArA
advocates);A

large organisations should alsoA
provide asingle phone numberA
and email address for raisingA
concerns.A

432

3.

434,

44, AWhoever receives it, each concernA

must be taken seriously and handledA
in line with the Standards.A

45. AAny organisation that provides NHSA

services in Scotland must provideA
access to a confidential contact. A
This could be a contact within the A
board, with another service provider, A
orthroughanindependentserviceA
with which the organisation has aA
contfract.A

46. AEach board must have clearA

arrangementsinplacesopeopleA
know who to approach if theyA
have any concerns about seniorA
management or board membersA
(see Part 4 of the Standards). TheseA
arrangements must be agreed withA
the whistleblowing champion, andA
must be available to staff, includingA
through their confidential contact.A

47 A Anyone who wants toraise a concernA

about senior management must beA
able to discuss the most appropriate A
course of action with the board’sA
confidential contact or other speak-
up representative. They will be ableA
to suggest the appropriate action toA
take, orpass onthe concern, basedA
on theirAissessmentAf the situationA
andthe approachthe personwouldA
prefer to take.A

48. AThe arrangementswithinprimaryA

care (seePart7 oftheStandards), A
and forstudents (see Part ) andA
volunteers (see Part 10), may beA
slightly different.A

49. AConcerns about fraud within the A
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NHS can be raised directly with NHSA
Counter Fraud Services (CFS). ThereA
ismore information about thisserviceA
athttps:/cfs.scof.nhs.uk/. However, A
if someone with a concern aboutA
fraud wants to ensure access to these A
Standards they should first raise itA
with their confidential contact, orA
otherappropriate manager. Details of A
any potentialfraud mustbe passedA
ontothe board’sfraudliaison officerA
within two working days (in line withA
existingArrangements between theA
CFS and NHS boards). The fraudA
licison officer will pass on theseA
concerns to NHS CFS.A



50. AlInformation and advice about whatA
options are available, whether it isA
appropriate to deal with a concernA
under this procedure, or what toA
expect, are available from:A

50.1. the board’s confidential contactA
for raising concerns or other
speak-up representative; A

50.2. the INWO (phone 0800 008 6112A
or email INWO@spso.gov.scof),
whoAan provide information
and advice about how a
concern should be handled,And
canAorovide support through
the process;A

50.3. AunionAepresentatives; A

50.4.Aprofessional bodies; A

50.5.Auniversity representatives (for
students);

6. NHS Education Scotland (for
trainee doctors and dentists);
and

7. volunteer coordinators (for
volunteers)A

51.A Anyone raising a concern may alsoA
be able to get support from otherA
organisations,AuchAs: A

* Atheir employer’s occupational healthA
service;A

« AemployeeAissistanceArogramme; A

* Achaplaincy services; andA

* AProfect.A

52.ASee Annex A for contact details forA
several relevant agencies.A
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53. AOnce a concernhasbeenraised (inA

writing, in person or by phone), thereA
needs to be some discussion aboutA
whether the concern can behandledA
under this procedure. This shouldA
include:A

1. considering whether the issueA
fitsthe definitionofaconcernA
suitable for this procedure; A

52 considering whether the issueA
isAeing handled throughA
businessAisAisual; A

53.  Aconsidering whether the personA
wants the issue to be handledA
through this procedure, andA
receive the support andA
protection that is available A
through it;A

54.  directing the person to anyA
otherAppropriateoroceduresA
(for example, HR procedures);A

35 consideringissuesrelatingtoA
confidentiality; AndA

56.  considering what supportA
would be helpful for the person.A

54. Alf the person does not want to useA

this procedure, they can raise theirA
concern without giving theirnameA
(see the section on anonymousA
and unnamed concerns below).A
The organisation can choose howA
to investigate the concern, butA
good practice would be to followA
theAvhistleblowing principles, AnNdA
investigate the concernin line withA
the Standards, particularlyif existingA
businessAisAisual procedures haveA
notbeenabletodealwiththeissueA
successfully.A


mailto:INWO@spso.gov.scot
https://protect-advice.org.uk/

55. Alf the organisation decidesa concernA

cannot be handled under thisA
procedure (for some or all of theA
issues raised), even if the personA
raisingthe concernhasaskedforthisA
procedure to be used, it must recordA
thisdecisionandtellthe person howA
to refer the matter to the INWO.A
Both sides must agree whether aA
writtenresponseisneeded, and thisA
agreementmustalsoberecorded. A
If possible, the organisation shouldA
tellthe person face-to-face oroverA
the phone thatitwon’'t be followingA
this procedure. It is important toA
record fulland accurate details of the A
decision not to consider the concernA
through this procedure, and to makeA
sure thatthe personunderstandsthisA
decision. If there is information thatA
the organisation cannot share withA
the person, it should explain why.A

56. Alf the organisationis not responsible A

for the issue of concern, the personA
receiving the concern should signpostA
to the appropriatedrganisation,ArA

contact the INWO directly to makeA
sure the concern is passed on andA
actedonappropriately.RemembertoA
keep the person’s details confidential. A

57.A If someone raises a concern thatA

needsimmediate actionto avoid anyA
further risk to patient safety, action
must be taken. This is likely to involveA

referring the matter to an appropriate A

seniormanager, but it willdependA
on the situation. The person raisingA
the concern must also be told thatA
this will happen, and why. AnyA
confidentiality concerns must beA
taken into account and discussionsA
should cover all the same issues asA
the initial discussion (above).A

Confidentiality and
anonymity

58. AcConfidentiality refers to theA

requirement not to disclose A
information about the personraisingA
aconcern, unlessthe lawsaysthatA
it can or must be disclosed. ThisA
includes anyone else involvedin the A
process,Auch asdtherAvitnesses.A

59. A Anonymity refers toAAituationA

when nobody knows the identity ofA
the member of staff who raised the A
concern.A

60. AConfidentiality must beAnaintainedA

as far as possible in all aspects of A
the procedure forraising concerns.A
Staffneedtoknow thattheiridentityA
willnotbe sharedwithanyone otherA
thanthe peopletheyhaveagreedA
canknowit, unless the law says thatA
it can or must be. The name of the
person raising the concern must

not be routinely or automatically
shared at any point, either during
the investigation or afterwards.
ThereAre, however, timesAvhenA
information about the person raisingA
a concern will become clear toA
others, or when it will be necessaryA
to share this information in order toA
put things right or contfinue with anA
investigation.A

61.Altisimportant that allaspectsA

of confidentiality are discussedA

when the person firstraises the A
concern, asnotdoingso mayleadA

to therganisation breaking data-
protection law. The person should beA
given clear information by the personA



that is applying the Standards andA
processing their personal dataA
(or personal information) aboutA
what might or will happen to thisA
data and about the lawful basis forA
processing it.A

62. AThe discussion should include:A

621.  recordingthe concern,andA
who will have access tothisA
information; A

622.  who the concern willbe sharedA
with andAvhy; A

623.  who the person raising the A
concern is happy for theirA
identity to be shared with, andA
in what circumstances;A

624.  who else might need to knowA
their identity and why; A

625, if there is a high risk that theirA
identity could become clearA
to others, are there ways ofA
reducing that risk; andA

626.  what action could be taken toA
limit the number of people whoA
are made aware of the concern,A
whileAtill takingAppropriate A
action.A

63. Alt is important that all of the issuesA

raised in the investigation are treatedA
confidentially unless thereis alawful A
bbasis or requirement for sharingA
informationAvith others.A

64. ATo protect the identity of the personA

raising the concern, managers andA
clinical leads should look for waysA
to investigate the concern withoutA
making others suspicious. ForA
example,aaking the investigationA
appear like carrying out businessAisA
usual or a randomspot check.A

65. AThere is more informationin PartA

5 ofthe Standards— Governance:
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from recording to learning lessons,
on theArganisation's responsibilitiesA
in relation to data protection andA
informationAharing.A

66. AAN anonymous concern is oneA

that has been shared with the A
organisation in such a way thatA
nobody knows who provided theA
information.A

67.A Alternatively, someone may raise aA

concernwiththe organisationbutA
not be willing to have their nameA
or personal details recorded. ThisA
isknownasan ‘unnamedconcern’A
(someoneisaware of theiridentity, A
soitisnotcompletely anonymous).A

68. AWhile the organisation must respectA

the person'sAequest for theirAoncernA
to be unnamed, it must also make itA
clear to the person that if their nameA
is not recorded, their concern cannot
be handledAinder the StandardsAndA
they cannoft refer the matter to theA
INWO.A

69. AThe organisation should make it clearA

to all staff that they willnot have theA
same level of protectionif theyraise A
ananonymous orunnamed concernA
as they would if their details wereA
shared and recorded confidentially. A
RaisingananonymousorunnamedA
concern limits:A

©.1. Athelegal protections available A
to the person raisingit; A

€2 the organisation’s ability foA
provide feedback and offerA
support; andA

3. the person’s ability to ask theA
INWO to consider the matter.A



70. Alf other staff guess the identity of A The difference between a

the person who hasraised concerns,A grieva nce and a concern
that person may be atrisk ofA
unfairtreatment if they don’'t haveA
the protectionAr support theseA
Standards provide.A

74.A A person raising a concern isusuallyA
a witness and may have no directA
personalinvolvementinthe concernA
they are raising. They are simplyA
trying to tellmanagement aboutA
the risks they have identified. TheseA
concernsAsuallyaffectdther people;A
they are not only about matters thatA
have a personal effect on the personA
raising the concern.A

71.A Raising an anonymous orunnamedA
concern may also mean theA
concern cannot be investigated andA
handled effectively, astheremaybeA
significant gaps in the informationA
needed for the investigation. A

75.A When a person raises a grievanceA
orAnakesAanAllegationAboutAdeingA
subject to bullying or harassment, A
this relates to their own employmentA
situation, employment rights or howA
they have been freated. A

72.A If an anonymous or unnamedA
concern is raised, managers shouldA
record as much information asA
possibleAndAarry dutAnAppropriate A
investigation. TheArganisationA
can choose how to investigate theA
concern, and sometimes will needA
totakeimmediate actiontoreduceA
risks. Good practice would be toA
follow theAvhistleblowing principlesA
andinvestigatethe concerninlineA
with the Standards, particularly ifA
existing businessAisAisual proceduresA
have already been attempted.A

76.AExamples of a grievance include ifA
the person:A

761, is not satisfied with their payA
andAvorkingAonditions; A

762.  disagreeswith theirterms of A
employment or workplaceA
rules;A

763, claimsthey are being tfreatedA
unfairly at work; A

764 claims they are being bullied orA
harassed; orA

765 has a disagreement with aA
colleague.A

73.A Although it is good practice, theA
organisation is notrequired to followA
these Standards.A

77.ASee Annex B forexamples of A
whistleblowing, grievancesAdrA
bullyingAnd harassment.A

78.A Sometimes a person may raise issuesA
whichA&ontain bothAvhistleblowingA
and grievance concerns. These issuesA
need to be dealt with separatelyA
through the appropriate policiesArA
procedures.A
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79 .AIlf someone raises a combination

of grievance and whistleblowing
issues, the organisation must
discuss all their concerns with them,
and must tell them about all the
options available to them, including
services that may be able to support
them.

80.Alf a concern of public interest orA

patient safety is raised throughA

a grievance procedure, theA
organisationAustAisk the person ifA
they want the concern to be raisedA
through these Standards, Avith theA
protection they provide. A

81.A Issues relating to employmentA

rights may also have a wider publicA
interest (for example, if poor workingA
conditions are having a damagingA
effect on the service provided). IfA
itis not clearwhetheranissue isA

a grievance or a whistleblowingA
concern, the manager (or confidentialA
contact) should find out what theA
person raising the concern wantsA
to achieve (for example, a solutionA
for them personally or a solutionA

for patients, the organisation ortheA
public). It may be that, whateverA
outcome the person is hopingA

for, in the interests of providingA

a safe service, the public inferestA
issue needstobe considered andA
investigated. The concern must not
be recorded as whistleblowing if the A
personraising it does not want it foA
be. A

82

If someone raises a concern and,A
atthe same time, claims they haveA
been treated unfairly as a result ofA
raising this&Aoncern through businessA
asAvsual, the initial discussionA

must identify what outcomes theA
person would like to achieve. TheA
organisationmustalsodirectthemA
to anyAppropriate HR proceduresA
tomake sure thiscanbe handledA
appropriately.Itis also particularly A
important toAmakeAureAppropriate A
support is in place to prevent anyA
further unfair freatment. If the A
organisation does not do this, itA
would be failing fo meetits duty ofA
care to itsemployee.A

Concerns raised
maliciously

83.AEvery concern should be consideredA
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fully and properly, whatever othersA
may say about why it has beenA
raised. However, if a full investigationA
reveals that a concern was knowinglyA
based on inaccurateinformationA

in order to create difficulties for aA
colleague, theArganisation shouldA
takeAppropriate disciplinaryActionA
againstthe personwhoraised the A
concern.A



Annex A: Contact details for support agencies,
regulators and professional bodies

Allied Health Professions Federation
Phone: 0131 226 5250A

Email: admin.ahpfs@ahpf.org.ukA
Website:Avww.ahpf.org.uk/Contact.htmA

British Dental Association

Phone: 01786 476040A

Email: enquiries@bda.orgA
Website:Avww.bda.org/contact-usA

British Medical Association
Phone: 0300 123 1233A
Website:Avww.bma.org.uk/contact-bmaA

Care Inspectorate

Phone: 0345 600 9527 A

Email: enquiries@careinspectorate.comA
Website:Avww.careinspectorate.com/A
index.php/contact-usA

Dental Defence Union
Phone: 0800 374 626A
Website:Avww.theddu.com/A

General Dental Council (currently unable
to provide support to their registrants)
Phone: 020 7167 6000A
Website:Avww.gdc-uk.org/confact-usA

General Medical Council (currently
unable to provide support to their
registrants)

Phone: 0161 923 6602A

Email: gmmc@gmc-uk.orgA
Website:Avww.gmc-uk.org/contact-usA

General Pharmaceutical Council
Phone: 020 3713 8000A
Website:Avww.pharmacyregulation.org/A

General OpticalCouncil
Phone:02075803898A
Website:Avww.optical.org/A

Health and Care Professions Council

Phone: 0300 500 6184A
Welbsite:Avww.hcpc-uk.org/contact-us/A

Healthcare Improvement Scotland

Phone: 0131 623 4602A
Email:hcis.respondingtoconcerns@nhs.netA
Website:Avww .healthcareimprovementA
scotland.org/our_work/governance_and_A
assurance/responding_to_concerns.aspxA

INWO Advice and Information LineA
Phone: 0800 008 6112A

Email: INWO@spso.gov.scotA

Web: https://inwo.spso.org.uk/A

Medical and Dental Defence Union of
Scotland

Phone: 0333 043 444A
Website:Avww.mddus.com/A

Medical Defence Union
Phone: 0800 716 646A
Website:Avww . themdu.com/A

Medical Protection Society

Phone; 0800 136 75%9A
Website:Avww.medicalprotection.org/uk/A
homeA

Mental Welfare Commission for Scotland
Phone: 0131 313 8777A

Email: enquiries@mwcscot.org.ukA
Website:Avww.mwcscot.org.uk/confact-usA

NHS Education Scotland
Phone: 0131 656 3200A

Website:Avww.nes.scot.nhs.uk/contact-us.AispxA

NHS Scotland Counter Fraud Services
Phone: 01506 705200A

Website:Avww .cfs.scot.nhs.uk/contact-us. AispxA
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mailto:gmc@gmc-uk.org
http://www.gmc-uk.org/contact-us
http://www.pharmacyregulation.org/A
http://www.optical.org/A
http://www.hcpc-uk.org/contact-us
mailto:hcis.respondingtoconcerns@nhs.net
mailto:INWO@spso.gov.scotA
https://inwo.spso.org.uk/
http://www.mddus.com/A
http://www.themdu.com/A
http://www.medicalprotection.org/uk
mailto:enquiries@mwcscot.org.ukA
http://www.mwcscot.org.uk/contact-us
http://www.nes.scot.nhs.uk/contact-us
http://www.cfs.scot.nhs.uk/contact-us

Nursing and Midwifery Council
Phone: 020 7637 7181A
Website:Avww.nmc.org.uk/contact-us/A

Optometry Scotland

Phone: 0141 2020610A

Email: info@optometryscotland.org.ukA
Website:Avww.optometryscotland.org.uk/A
contact-us/contact-usA

Office Of The Uk Information
Commissioner — Scotland
Phone: 0303 123 1115A
Email: Scotland@ico.org.ukA
Website:Avww.ico.orgA

Protect

Phone: 020 3117 2520A
Website:Avww.protect-advice.org.uk/A
contact-us/A

Email: whistle@protect-advice.org.ukA

Royal College of Nursing Scotland
Phone: 0345 772 6100A
Website:Avww.rcn.org.uk/scotland/about/A
contactA

Royal College of Anaesthetists
Phone: 020 7092 1500A
Website:Avww.rcoa.ac.uk/A

Royal College of Emergency Medicine
Phone: 020 7404 1999A
Website:Avww.rcem.ac.uk/A

Royal College of General Practitioners
Phone: 020 3188 7400A
Website:Avww.regp.org.uk/A

Royal College of Obstetricians and
Gynaecology

Phone; 020 7772 6200A
Website:Avww.rcog.org.uk/A

Royal College of Ophthalmologists
Website:Avww.rcophth.ac.uk/A

Royal College of Paediatrics and Child
Health

Phone: 020 7092 6000A
Website:Avww.rcpch.ac.uk/A

Royal College of Pathologists
Phone: 020 7451 6700A
Website:Avww.rcpath.org/A

Royal College of Physicians of Edinburgh
Website:Avww.rcpe.ac.uk/A

Royal College of Physicians and
surgeons of Glasgow

Phone: 0141 221 6072A
Website:Avww.rcpsg.ac.uk/A

Royal College of Psychiatrists
Phone: 020 7235 2351A
Website:Avww.rcpsych.ac.uk/A

Royal College of Radiologists
Phone: 020 7405 1282A
Website:Avww.rcr.oc.uk/A

Royal College of Surgeons of Edinburgh
Phone: 0131 527 1600A
Website:Avww.rcsed.ac.uk/A

Royal Pharmaceutical Society

Phone: 0131 556 4386A
Website:Avww.roharms.com/about-us/A
contact-usA

Scotland Deanery

Phone: 0131 65 3200A
Website:Avww.scotlanddeanery.nhs.scot/A
contact/A

Scottish Social Services Council
Phone: 0345 60 30 821A
Website:Avww.sssc.uk.com/contact-us/A
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Annex B: Examples to help to distinguish between
whistleblowing and a grievance or bullying and
harassment issues

The following exampleswillhelp withdecidingiftheissueraised shouldbe handledA
under this procedure or under the grievance or bullying and harassment procedure. A

Whistleblowing Grievance or bullying and harassment

Key test: The issue isin the public Key test: The issue relates solely to an

inferest.A individual and so is a matter of personal
interest.A

Examples Examples

Management persistently pressurises | lhaven't been granted my flexible-
the team into dangerous overtime working request.A
conditions.A

A person’'s dangerous working lhave beeninappropriately shouted at
practices are leading to the risk of a by a senior manager in relation to an
serious incident.A action that | took at work. A

Working practices or actions may be a | | am not happy with the way my
risk to others.A manager spoke to me when they
discovered | was noft following the

[Note: Or it is suspected that there is correct health and safety procedures.A

something inappropriate happening
in an area which could be arisk to
the public, but there is not substantial
evidence.]A
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Overview of the procedure

Stage 1: Early resolution

AnyoneAaisingA
a concern can come toA

the INWO at any point in thisA
process, and the INWO can provideA
informationAnd adviceAcA
support the processA

Five working daysA

What to expect at stage 1
* AOn-the-spot explanation and/or actionA
fo resolve the matter quickly, in fiveA
working days or lessA

* AExtend timescales with agreement ifA 0
there are exceptionalcircumstancesA Closing the case at stage 1:
* AHandled by member of staffA information for case handlers

receiving the concern OR referredA
toAppropriateAdersonAorA&arly A
resolution (within five working days)A
OR progressed to stage 2 (within five A
working days)A * AReflect on how the concern wasA
handled:whatwentwellandwhatA
could beAmprovedA

* ARecord details of the concern,A
outcomes and actionstaken (orA
planned)A

If the whistleblower is not satisfied withA
theresponse atstage 1, oragreed actionA
has not been taken, they can take theirA

concernAoAtage 2: Investigation

Closing the case at stage 2:
information for case handlers

* ARecord details of the concern, A
Stage 2: Investigation L outcomes and actions taken (orA
20 working days for definitive responseA planned)A

* AUse the concern and outcome toA
improve services and patient safetyA
What to expect at stage 2 L
* ARespondin20workingdaysfollowingA
thoroughAnvestigationdfAoncern(s)A 0
» AExtend timescales to achieve qualityA Information about the INWO
investigationAnd outcomesA
* AResponses signed-off by seniorA
managementAandAnustAignpostAcAheA
INWO, AncludingAimescalesA

* AConcerns that have completedA
the process will either have beenA
thoroughly investigated or willhaveA
beenrefused by the organisationA
atinitialassessment; these mustbeA

. signposted to the INWOA
Action taken as agreed to resolveA

issue of concern and avoid anyrepeatA * AINWO may assessA
—-Ahowthe concernwashandled byA
theArganisationA
If the whistleblower is not satisfied withA —Awhether the organisation’sA
the response they have received toA decisions about the concernA
stage 2, they can bring their concern toA wereAeasonableA
e INWO for independent external revie —Ahow the whistleblower wasA

freated through the processA
. . —Ahow the organisation supports aA
INWO consideratior culture of speaking UpA
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Stage 1: Early resolution

5.A Anyone who provides servicesA

I.A Stage 1 is for simple andA for the NHS can raise a concern.A

straightforward concerns that canA
be responded to within five workingA
days or less. These concerns willA
involve little or no investigation, andA
can be handled by providing anA
explanation or taking limited action.A
The line manager should be involvedA
inAesolving theAituation, AvhereA
appropriate.Assues thatAre moreA
complex, and will clearly take moreA
than five working days to address,A
should move straight to stage 2.A

2.A Organisations must make sureA

staff have access to an impartial A
confidentialcontactwhotheycanA
contact by email or phone, or talkA
toin person. People can raise theirA
concerns with their line manager,A
the confidentialcontactoranotherA
representativeAuchAsAAeniorA
manager.A

3.A Idedlly, the person raising the concernA

will have a face-to-face discussionA
about the situation. However, if the A
concern is straightforward and hasA
been raised with someone who isA
able to take appropriate action, thisA
may be enough to resolve the issue.A
The person raising the concern mustA
be updated with what has beendone. A

4.A Anyoneraising a concerncancontactA

the INWO at any point in the process.A
The INWO can provide informationA
and advice to support them,And canA
also give investigators and managersA
advice on how to handle concerns. A

This includes current (and former) A
employees, bank and agencyA
workers,Aontractors (includingA
third-sectorAervice providers),A
trainees and students, volunteers, A
non-executive directors, AndAnyoneA
working alongside NHS staff, suchA
as those in health and social careA
partnerships.A

6.A The person raising the concernA

/.A
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must want it to be handled usingA
this procedure. The organisationA
must offer to support them withA
raising their concern. The personA
can be accompanied by a unionA
representative, friendArAolleague.A
See Part 2 of these Standards forA
more details of the support that isA
available.A

If the person does not want to useA
this procedure, they can raise theirA
concern without giving their name.A
(See the section on anonymous andA
unnamed concernsin Part 2 of these A
Standards for more informationA
about this.) TheArganisation&sanA
choose how to investigate the A
concern, but good practice wouldA
be to follow theAvhistleblowingA
principlesAnd investigate theA
concernin line with these Standards, A
particularly if existingAbusinessAisA
usual’ procedures have not been ableA
toAddress the issueAuccessfully.A



8.A The timescale for accepting aA

whistleblowing concern is within sixA
monthsfromwhenthe personraisingA
the concernbecame aware ofthe A
issue. ThedrganisationAanAxtendA
this time limit if there is good reasonA
to do so, for example if the issue isA
stillAdngoing or if businessAisAIsualA
procedureshaveledtoadelay.TheA
most important thing to consider isA
whether there is any chance that theA
situation could create an ongoing riskA
of harm orwrongdoing.A

9.A IfacaseisnotbeinghandledunderA

this procedure due to the timescalesA
involved, this should be clearlyA
explainedtothe personraising theA
concern. The organisation must alsoA
tellthe personthatthey canasktheA
INWO to consider the decision. A

10.A The organisation has five workingA

days to respond to any concernsA
that are raised. The manager or the A
person who received the concernA
will normally provide the response.A

If there are clear and justifiable A
reasons why they cannot meet thisA
tfimescale, AomeoneAnoreAenior inA
the organisation may agree to allowA
them a further five working days toA
respond. Reasons forAllowingAnoreA
time forstage 1 include staff absenceA
or difficulty arranging a meeting. TheA
organisation must tell the person whyA
it is not able to respond within fiveA
days, and when they can expect aA
response.A
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11.A If itis clear from the start that aA

concern is too complex for the A
organisationtorespondtowithinfive A
workingdays, it should move straightA
tostage 2.1f the organisation needsA
more time to provide aresponseA

at stage 1, it must not use this as aA
reasonto delay moving the concernA
to stage 2.A

12.A Once the organisation has agreedA

thatthe concernshould be handledA
under this procedure, the next stageA
is to discuss and agree:A

121, whatoutcomes the person whoA
raised the concern is hoping toA
achieve,andwhetherthese are A
possible;A

122.  whatactionthe organisationA
needs to take to put thingsA
right, AndAippropriate A
timescales for this;A

123, whether all the issues areA
appropriate for thisAgrocedureA
or whether it would beA
appropriate to handleAomeAfA
themAInderdther procedures, A
andifso, whichprocedurestoA
directthe personto (seePart 2A
of these Standards);A

124, whetheranyimmediate actionA
is needed to put things right orA
reduce risk to patient safety orA
theArganisation; andA

125.  whether the person who raisedA
the concernneeds support (seeA
Part 2) and, if so, how they willA
get this.A



13.A If the discussion at stage 1 raisesA

issues which a manager considersA
would be more appropriate fohandle A
under other HR procedures (such asA
grievance procedures), they shouldA
carefully consider whether any partsA
of the concern should be handledA
under this whistleblowing procedure. A

14 Alfsomeoneraisesaconcern, butaA

managerdecidesitisagrievanceA
notawhistleblowingconcern, theyA
should tell the person this in writing. A
They must fell the person they canA
ask the INWO toreview this decisionA
if they are not satisfied with it.A

15.A When a manager or other personA

receives a concern, they must makeA
sure that the person who raised itA
receives the support and informationA
they need to consider all appropriate A
options for handling the concern,A
including HR procedures. They must tellA
the person what support is available, A
and when and how they can get it.A

16.A Discussions about the concern mustA

cover:A

161.  what exactly the personisA
concerned about;A

162 who else isinvolved; A

163,  whatsupportthepersonraisingA
the concern or other staff needA
(or are likely toneed);A

164 the best way to maintain theA
person'saonfidentiality; A

165.  the best person to respond toA
the concern; andA

166.  whetherthe concerncanbeA
responded to in five workingA
days or fewer, or whether itA
should be handled atstage 2.A

17.A There is more guidance onA

considering concerns in Annex A.A
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18.AThe organisationmustrecord detailsA

of all concerns raised by staff andA
otherworkers.The manager (orotherA
person) should record a concernA
when they receive it, and shouldA
considerAnyAequests the personA
raising it makes to keep their detailsA
confidential (sothey are only sharedA
with people who need to know themA
in order to investigate and addressA
the concern) or forthe concernto beA
raised anonymously (so nobody inA
the organisation knows the identity A
of the person who raised it) (seeA
Part 2). Full details on how to recordA
concerns are provided in Part 5 ofA
these Standards.A

19.A The organisation must provide aA

writtenresponse foaconcernthatA
hasbeenhandledatstage 1, unlessA
ithas agreed withthe personwhoA

raised the concern that this is notA
needed (in which case this decisionA
should be recorded). The responseA
(however it is provided) must:A

19.1. respond to all the issues raised; A

19.2.Agive theArganisation's reasonsA
for any decisions; A

193, explain what action theA
organisation is faking inA
response tothe concern; andA

194, explain how the person canA
take their concern to stage 2A
if they do not feel it has beenA
handled properly.A



20.Alf the organisation does not provideA
its response in writing, it must stillA
keep a record of its decision and tellA
the person who raised the concern. ItA
must then close the case and updateA
theAecordsAystemAasAppropriate. A
The date the case is closed is the date A
when the personAeceives theAesponseA
to their concern.A

23.A Some concerns will not beA
appropriate forstage 1, and shouldA
move straight to stage 2. ThisA
includes concerns which:A

21, containissues that are complexA
and need detailed investigation; A

22 relate to serious, high-risk orA
high-profile issues; orA

233 the person does notwantto beA
considered atstage 1 becauseA
they believe a full investigationA

21.A Concerns raised at stages 1 and 2A .
is needed.A

of this procedure will often identifyA
changes that are needed to provideA
services more safely and efficiently, A

or improve governance arrangementsA
(how the organisationis managed andA
held accountable foritsactions). AnyA
improvementsanust beAppropriately A
planned, making sure that everyoneA 25. A O, O,”er a concern has beenA
concernediskeptinformed of changes.A considered af stage 1, the personA

There is more information on learningA ,Who rgised it can ask fgr it fo beA
from concerns in Part 5 of theseA investigated af stage 2 if they doA

Standards. The organisationAnustA notfeelthatstage 1 has addressedA

include details of any changes that areA ’rhe issueAyppropriately,And theyA
identifiedasaresultofaconcerninthe A stil have concems. They can doA

reportsitproducesonconcerns (everyA this it'“n.medio’rely after receiving theA
three months and every year).A decision at stage 1 or some time later.A

24. A Concerns that relate to serious,A
high-risk or high-profile issues mayA
needsomeonemoreseniorintheA
organisationAo investigate them.A

26. AThe organisation should record thatA
the concern has moved from stageA
1 fo stage 2, and the records systemA
must be clear that this is the sameA
concern, not a newone.A

22.A The organisation must also considerA
whether:A

21.  wider learning is needed acrossA
other departments followingtheA
investigation; andA

22. Atheimprovements wouldA
be beneficial to other NHSA
organisationsAcrossAcotland.A
If so, it should share them withA
national organisations or clinicalA
groups to take forward asA
appropriate. A
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Stage 2: Investigation

27.A Concerns handled at stage 2 of the A

whistleblowing procedure tend toA
be serious or complex, and needA

a detailed examination before theA
organisation can provide aresponse.A
Concerns can move straight to stageA
2 if they include issues which are tooA
complextohandle atstage 1, whichA
means a full investigation is neededA
from theAtart.A

28. A An investigation aims to establish allA

the facts relating to the points raisedA
in the whistleblowing concern. ItA
should be thorough, in proportion toA
the seriousness of the concern andA
impartial, so that the organisation canA
identify any problems and considerA
what improvements can be made.A
This may include action to put thingsA
right in the short term, or an actionA
plan for future changes. It is also veryA
important to give the person raisingA
the concern a full response that isA
based on evidence and sets out theA
organisation’s final position.A

29. A If a concern which is appropriate forA

stage 2 is raised with someone whoA
was involved in the situation, or wasA
involved in a decision atf stage 1, theA
organisation should do all it can toA
make sure the person can discuss theA
sifuation and their concern with anA
appropriate personwho hasnotbeenA
involved in the situation. This may beA
a confidential contact oranimpartial A
manager.A

30. AThe following timescales apply toA
stage 2.A

Q1.

02

03,

04,

305.
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The organisation shouldA
acknowledge the concern inA
writingAvithin threeAvorkingA
days.A

It should provide a fullresponse A
to all concerns as soon asA
possible, And within 20AvorkingA
days, unlessitneeds to extendA
this time limit.A

If the organisation needs toA
extend the time limit, it mustA
tell the person raising theA
concern when they can expectA
a full response within the firstA
20 working days (andthen atA
least every 20 working daysA
after that). A

The organisation shouldA
provide updates every 20A
working daysAo everyoneA
directly affected by theA
investigation. TheApdatesA
should provide informationA
aboutwhat progress hasbeenA
made and what will happenA
before theArganisationA
provides the next update or aA
full response. A

If it will take longer thanA
expectedtoprovideafullA
response toaconcern, theA
organisation should offerA
supporttothoseinvolvedA
during this period.A



31.A The acknowledgement shouldA
include:A

311

312

33

contact details for the personA
overseeing the investigation; A
an explanation of theA
fimescalesAtAtage 2,AvhenA
these timescalesAnightAeedA
to be extended and what thisA
wouldAnean; andA

details of the support thatA

is available for the person, A
including informationA
aboutotheragenciesandA
their professional body ifA
appropriate. A

32.A It may also be appropriate toA
provide other information in theA
acknowledgement, including:A

321

322.

323.

324,

325.

Aappropriate contact detailsA

in case there are any urgentA
safety issues during theA
investigation; A

asummary of the concernandA
the outcomes the person whoA
raised it are hoping to achieve; A
an outline of the proposedA
investigation and who will be A
involved; A

an offer for the person whoA
raised the concern to discussA
the issuesA&itherAvith theA
investigating officer or a seniorA
memberdfAtaff; andA

a consent form that givesA

a clear mandate, if aA
representative has raised the A
concernontheperson’sbehalf.A

33. AThe organisation should do allit canA

tomeetthetimescale above, asnotA
doing so may delay changes that areA
needed to improve unsafe workingA
practices, and could put patientsafetyA
or the organisation at risk, or have aA
harmful effect on the person raisingA
the concern or the people involved inA
the investigation.A

34. AThe organisation should aimto provideA

a fullresponse within 20 working days, A
but thisis not a target or performanceA
measure. It should carry out a
thorough investigation that leads to
good outcomes, even if that takes
longer than 20 days. The timescale isA
there to make sure that organisationsA
take promptaction, andthatthereisA
an ongoing focus on investigating

and addressing the concern, AvhileA
keeping everyone involved updated onA
theAorogress of the investigation.A

35. Alf the organisation cannot provideA

a final decision within 20 working A
days, it should still be able to show itA
has made significant progress. TheA
investigationmustnotbe delayedifA
this could be avoided.A

36. AThere is no flexibility to pause or delayA

the whistleblowing procedure. TheA
fimescale can only be extended ifA
thereAreAlearAnd justifiableAeasonsA
for this. If there are, the investigatorA
should ask a senior managerA

for authorisation to do so. TheA
organisation must explain the revisedA
timescales to the person who raisedA
the concern and othersinvolvedin theA
investigation,AisAppropriate. A



37.A Reasons for extending the timescaleA
might include:A

.

J2
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J4

the organisation needsessentialA
accounts or statements fromA
staffwho are unavailable dueA
to long-termAicknessAr leave; A
staff have asked aA
representative from theirA
professional body to be withA
them at a meeting, and this hasA
caused unavoidable delays;A
the organisation cannot getA
information thatis essential toA
the investigation within normalA
fimescales;ArA

the investigation is disruptedA
by circumstances that theA
organisation could not haveA
expected or avoided, forA
example industrial action orA
severeAveatherA&onditions.A

38. Alf a complex concern, involvingA
several issues, is likely to take longerA
than 20 working days to addressA
fully, the organisation should considerA
whetherit couldrespond tosome ofA
the issues in an interim report.A

39. AWhenaconcernisraised atstage 2A
the organisation should consider the A
following issues:A

whetheranyimmediate actionA

is needed to put things right orA
reduceriskto patientsafety ortheA
organisation; A

32

33,

34,

395.

398.

31.
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who should investigate the A
concern. If possible, this shouldA
be a senior member of staffA
fromAnother departmentA

or service. (Part 4 of theseA
StandardsAnAoard andAtaffA
responsibilitiesAeviews howA
tohandle concernsaboutanA
organisation’s senior leadersArA
boardAembers.);A

what the investigationA

should cover, using the listA

in paragraphs 12 and 16 andA
Annex A to look intfo theA
concerns in more detail;A

how involved the person whoA
raised the concern wants toA
be in the investigation, andA
whether this isAppropriate; A
whether it is appropriate toA
direct the person who madeA
the concern to any otherA
procedures (for example, HRA
procedures);A

what risks are involved, howA
they could be reduced, whatA
support thedrganisation canA
provide to the person whoA
raised the concernand how toA
make sure they have access toA
this; A

what to expect in termsofA
fimescalesAndApdates. A



40. AWhenever possible, the organisationA

should discuss the aboveissues withA
the personraising the concern.A

41.A Managers should make sure theyA

are aware of how the person wouldA
preferto be contacted, and use thisA
communicationAethodAvheneverA
possibleAndAppropriate. TheyA

must also take account ofanyA

data protection concerns whenA
communicating, especially by email. A
If they are using an employee’s workA
email address, the person raising the A
concern must have consented to this, A
as they may not always have accessA
to it, or may have concerns aboutA
who else has access toit.A

42. Altisalsoimportant to take accountA

45. Alf a concern has already beenA

through stage 1 of this procedure, A
the investigator should make sureA
they have all the case notes andA
associated information that wasA
considered atf stage 1. They must alsoA
work out, as early as possible, whatA
extra information they will need andA
how they will get this.A

46. Alt is good practice for theA

organisationto keep arecordA

of meetings throughout theA
investigation (either notes orA
recordings), includingAiny discussionsA
with the person who raised theA
concern, and to share this recordA
with those involved within an agreedA
fimescale. A

of any accessibilityissuesthe personaA  47.A The investigation should beA

has told the organisation about. A

43. AThe investigation must focus onA

the practices or procedures thatA

are unsafer inappropriate. ITANUSTA
focus on patient safety, safe workingA
practices and good governance;A

it must be fair, robust andA
proportionate to the risks identified.A
It must aimto handle and provide aA
fullresponse to all the issuesinvolvedA
in the whistleblowing concern thatA
has been raised. A

44, AThe organisation must tell the A

person raising the concern how the A
investigation will be carried out andA
what their role init will be.A
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keptindependent of any otherA
procedures, including HR procedures.A
However, where possible, any linkedA
procedures should be carried outA
inparallelwiththe whistleblowingA
procedure.A

48. ASimilarly, if NHS Counter FraudA

Services are carrying out anA
investigation into allegations of fraud,A
the organisation may stillbe able toA
investigate otherissues. The board’sA
Fraud Liaison Officer will be able toA
confirm if there is an ongoing fraudA
investigation and whether it wouldA
be appropriate to carry out anyA
concurrent investigations.A

49. Alnvestigators and decision-

makers must take account of the A
whistleblowing principles (see Part 1A
of the Standards), AndAnust:A



£]1. be trained in what their roleA
involves and how to carryitA

oUFA 53. AAt the end of the investigation, theA
92 Agivesveryone involved theA organisationMnust give the personA
right to be heard:A who raised the concern a full andA

consideredAesponse, AettingAdutA

its findings and conclusions, andA
how it reached these. It must alsoA
provide evidence that it has taken theA
concern seriously and investigatedA
it thoroughly. It must include theA
conclusions of the investigation andA
informationaboutanyactionithasA
taken or plans to take as aresult of A
the concern, bothto dealwiththeA
currentsituationandtoavoiditfromA
happening againin the future A

£3.  nothave a personal interest inA
the situation or theoutcome;A

H4.  act only on the evidence;A

£5  make decisionsin good faithA
and without bias; A

Hs.  consider any person whoseA
interests will be affected bytheA
decision; andA

#7.  havetimesetasidetocarry outA
the investigation.A

54. Altis best practice for asingle, seniorA
memberdfAtaff (orAomeoneA
authorisedtoactontheirbehalf) toA
beAesponsible forAeviewing&achA
decision made under this procedure A
before theArganisation issues itsA
response. This person must makeA
sure that all necessary investigationsA
have been finished and action isA
planned to prevent future risks. A

50. ARaising concerns can be stressful forA
anyoneinvolvedinthe case,includingA
the person who is being investigated, A
the investigatorandAvitnesses.A
Everyone involved must be treatedA
professionally andwith respect. A

51.A If someone is accused of poorA
practice through this procedure, the A

organisation should fellthem:A o
55. AThemrganisation'sAesponseAnustA

be in writing and should also beA

31 thataninvestigationistakingA ) i
place;A provided in the way the personA
512 of what they have beenA who raised the concern has toldA
accused:A the organisation they prefer to beA
513 what the investigation processA contacted. TheArganisation mustA
is: A keep arecord of the decision andA
514, what their rights andA how it gave this to the personwhoA

responsibilitiesaire; andA raised the concern.A

35 what supportis available toA
them. A 56. Alt must be clear from the responseA

that this is the organisation’s finalA
decision, and thatif the personis stillA
not satisfied with it, or the way theirA
concernhasbeeninvestigated, theyA
cantaketheirconcerntothe INWO.A

52.AThey do not need to know how theA
organisation foundAdutAibout theA
concern, andthe organisation mustA
take care to protect the identity of A
the personwhoraised the concern.A
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57.A The organisation must also keep otherA

people who were directly involved inA
the investigation updated on the finalA
outcome, AndAnust tell them about anyA
recommendationsoractiontheyhaveA
taken as a result of the whistleblowingA
concern. Any updates must be in lineA
with data protectionlaw.A

58. AThe quality of the investigationandA

the final (and any interim) report isA
veryimportant. The report should:A

8l be clear and easy toA
understand, and written in aA
way thatis non-confrontationalA
and focuses on the peopleA
involved; A

82 Auselanguage appropriate A
to the person who raisedA
the concern and theirA
understandingAf the issues;A

83, address all the issues raisedA
and show that each elementA
has been fully and fairlyA
investigated; A

84, include an apology whereA
things have gonewrong;A

85 highlight any areas where theA
organisationdoesnotagreeA
withthe person’sconcernandA
explainwhyno furtheractionA
canAve taken;A

86 givethe name of amemberA
of staff the person can speakA
fo if they don't understandA
something in the letter;andA

87.  explainhowthepersoncanA
refer their concerns to theA
INWO if they are not satisfied A
with thedutcomef theA
organisation’sinvestigation. A

59. Alf anyone involved in the investigationA

has had ongoing support from theirA
union or another third party, theA
organisation should also tell theA
personrrganisationforoviding theA
support thatit hasissued a decision, A
to make sure they can provideA
appropriate AupportAvhen the personA
needs it. (What further details the A
organisation can give willdepend onA
theAituation.) A

60. ADetails of all concerns investigatedA

at stage 2 must be recorded. As withA
stage 1 concerns, the person whoA
receives the concern should recordA
itwhen theyreceive it, and considerA
any requests the person makesA

to keep their details confidential. A
(See Part 2 for information aboutA
anonymous and ‘unnamed’ concernsA
when no personal details areA
recoded).A

61.A The record at stage 2 must be aA

continuationAf theAecordAreatedA
at stage 1, if this applies. TheA
organisation must update the detailsA
when the investigation&nds.A

62. A Full details on how to recordA

concerns are provided in Part 5 of A
these Standards.A

63. AThe process for learning, A

improvementsAnd recommendationsA
is the same as for stage 1. SeeA
paragraphs 21 and 22.A



64. AAT the end of stage 2, organisationsA Independent external

may also be able to learn fromA review
reflectingonhowtheyhave handledA
the concern. One way to do this,A
and to make sure the organisationA
providesAonsistent responses toA
concerns, is to involve two differentA
parts of the organisation inreviewingA
howconcernshavebeenhandledA
andthe outcomesofconcerns.NotA
all organisations will be able to doA
this, but, it is good practice if it isA
possible. A

68. AAnyone who hasraised a concernA
through this procedure can askA
the INWO to consider the way theA
concernwashandled, the outcomeA
of the investigation, or how theA
personAvas treated through theA
process.lf someone hasnotbeenA
allowed to raise a concern using thisA
procedure, they can also ask the A
INWO to investigate this refusal, orA
theAoncern.A

69. AAN INWO investigation may include:A

69.].  how the organisation hasA
responded to the concernA
raised, Applied these StandardsA
and investigated the issuesA
raised; A

692.  Awhether the organisation’sA
decisions and actions relatingA
tothe concernwerereasonableA
in theA&ircumstances;A

93  how the organisation treatedA
theAvhistleblowerAndAtherA
people involved, includingA
teling them about anyrelevantA
HR procedures;A

04 the organisation’s widerA
approach tolearning fromA
concerns; including how itA
supports and encouragesA
a culture of speaking up toA
improve patient safety andA
service delivery. A

65. AOnce the person who raised theA
whistleblowing concern hasreceivedA
the organisation’s decision, theyA
can ask for more information or aA
meeting, but this should only be toA
explain the decision.A

66. AThe organisationshould makeitA
clearbefore any meetingthatitA
isforexplanationonlyandnottoA
reinvestigate orreopen the concernsA
raised. This meeting should beA
separate fromany meetingrelatingA
to HR issues. If the person is notA
satisfied with the way they have beenA
tfreated, the organisationshould tellA
themthey can ask the INWO tolookA
into this. It should also direct them toA
anyAppropriate HR procedures.A

67.A The organisation should not considerA
any communication relating to howA
the investigation was carried out orA
the decisions or outcomes that wereA
reached. Instead, it must refer theA
person whoraised the concern to theA
INWO for stage 3 of this procedure.A
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70. AThe INWO recommends thatA

organisations use the wording belowA
to tell people they can ask the INWOA
to consider the whistleblowingA
concern.A

The INWO is the final stage forA
whistleblowing&oncernsAboutA

the NHS in Scotland. If youremainA
dissatisfied with an NHS organisationA
afteritsprocesshasconcluded, youA
can ask the INWO to look into yourA
concern.A

The INWO cannotnormallylookatA
concerns:A

* A whereyouhavenotgonealltheA

way through theAvhistleblowingA
procedure, ArA

more than 12 months after youA
became aware of the matteryouA
want to bring to the INWO.A

The INWQO's contact details are: ANWOA
Bridgeside HouseA

99 McDonald RoadA

Edinburgh EH7 AANSA

Freephone: 0800 008 6112A

Online: www.inwo.org.uk/contact-usA
Website: www.inwo.org.ukA

71.A If a person raises a whistleblowingA

concern with the INWO, the INWOA
may ask the organisation to sendA
all relevant papers and otherA
information to their office, or toA
speakdirectly with staff. For moreA
information about what to expectA
from an INWQO investigation, visitA
WWW.INWO.0rg.uk.A

72.A Anyone who has raised a concernA

and had a final response from theA
organisation canrefertheirconcernA
to the INWO within 12 months fromA
the date they became aware of the A
issue. (The INWO can decide toA
extend these timescales in a similarA
way as the organisation can, asA
described in paragraph 8 above.)A

73.A These Standards and the INWQ'sA

powers come into force in April 2021.A
The INWO only has powers toA
investigate if a concern has beenA
raised, within the correct time limits, A
and under the procedure set out inA
these Standards.A

74.A Concerns which have beenA
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considered under previousA
whistleblowing proceduresArA
arrangements (those that were inA
place before April 2021) must beA
handled under those procedures, andA
cannot be reviewed by the INWO.A
Issues raised under this procedure A
can relate to concerns that were firstA
raised before April 2021, but the timeA
limits above still apply. A


http://www.inwo.org.uk/
http://www.inwo.org.uk/contact-us
http://www.inwo.org.uka/

75.A If someone raises a concernA

directly with the INWO before A

the appropriaterganisation hasA
carried outafullinvestigation, theA
INWO can provide informationA
andadvice.Theycanalsoagree toA
investigate a concern that has notA
beenraisedwiththe organisationA
involved if they consider it is notA
reasonabletoexpectthepersontoA
use their&mployer'sAvhistleblowingA
procedure. The INWO will approachA
each case onthe principle thatitisA
betterforthe organisationinvolvedA
to investigate and identify theA
learning and improvements that areA
needed.TheINWOwilllookateachA
caseAndividuallyAvhen decidingA
whetherto acceptaconcerndirectA
but could take into account, forA
example, Avhether theArganisation isA
very small or the issue involves veryA
seniorstaff.Inlimited circumstancesA
the INWO may be able to helpA
make sure concerns are handledA
appropriately. This may include, forA
example, aonitoring the progressAfA
an investigation.A

Annex A: Further
guidance for people
receiving concerns

When youreceive a concernyou need toA
be clearfrom the start about the outcomeA
the person wants to achieve. The personA
may not be clear about this, or they mayA
know that they want things to change butA
not be sure how. It may be appropriate A

to direct them to other HR procedures ifA
thereAreAonnected issues.A

Your discussions with the person shouldA
include whether the organisation canA
achieve the outcome they are hoping for.A
Ifitis not going to be possible to achieve A
the outcome, tell the person why. TheyA
may expectmorethanthe organisationA
can provide, or you may feel that anyA
action which would be needed to achieveA
the outcome is not in proportion to theA
risks that have beenidentified. A

Itisimportanttounderstand exactlywhatA
concern the person is raising. It may beA
necessary to ask for more informationA

to get a full picture. When you receive aA
concern, remember that the person whoA
raised it may be nervous about doing so.A
Make sure they have enough time andA
privacy to explain their concern fully. ItA
can also be stressful fo speak about aA
concern, soif you have a meeting you mayA
need to take breaks or have more thanA
oneAneeting.A
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Considerwhetherotherstaff are aware A
oftheissue, orwhethertheyshould be. A

If so,who are the otherstaff, andhastheA
personalready discussed the concernA
with them? In particular, consider whetherA
senior staff responsible for this area ofA
work are aware of the issue, orwhetherA
they have been told about the concern.A
You should also take account of anyA
previous investigations into thisissue.A

Always check if the person raising the A

concern needs support. Discuss with themA

what support would be helpful and howA
this can be provided. This may includeA
getting support from their frade unionA

or professional representative body. AlsoA
considerAvhetherdthers involved in theA
situation also need support and, if so, howA
this can be provided. (See Part 2 for a listA
of contact details for support agenciesA
and professional bodies.)

It is important to discuss the level of A

confidentiality the person wants to maintainA

and how their details will be used. In allA
cases, the person’s name must not beA
shared with anyone who does not need toA

know it in order to investigate the concern,A

unless it has to be shared by law.A

It is important to ensure that records
containingthe person'snamehave access
restricted. Sometimes the investigator will
needto knowwho raised the concern, but
in other cases this isn’'t necessary or
appropriate.A

The person may not want to have their
details recorded at all. You should advise
them that this is an ‘'unnamed concern’,
which would limit what can be done for
them in terms of support and legal
protection. They wouldn't have accessto
the Standards and the organisation would
choose the best way to handle the
concern. (See Part 2 of the Standards for
more information about anonymous and
unnamed concerns.)A

If you cannot resolve the concern
because, forexample, you are notfamiliar
with the issue or do not have the
authority to make the changes that are
needed,A&xplain this to the person raising
theA&oncern, and pass details of the issue
toAomeone who can. Keep the person
whoaised the concern informed about
whatis happening and who isresponsible
for investigating the matter.A
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Role of NHS board
members

1.A Board members have a criticalA

role in setting a tone and culture inA
their organisation that values theA
conftributions of all staff, includingA
those who identify the need forA
changes through speaking up.A

This leadership role should not beA
underestimated, and is a criticalA
function of the board when it comesA
toconcernsraised aboutsafe andA
effective service delivery.A

2.A Board members need to showA

interest andAanthusiasm for issuesA
that arise through concerns raised byA
staff, and in particular, to support the A
learning and improvements that stemA
from them. They also need to ensureA
thatthe arrangementsin place acttoA
promote frust between staff and theA
board in raising concerns.A

3.A Every NHS board must ensure thatA

there is a clear description of the A
rolesAndAesponsibilitiesAfAtaffA

in relatfion to raising and receivingA
concerns at each level of theA
organisation.A
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4.A The number of concerns raised byA

staff will be reported to a publicA
meeting of the board on a quarterlyA
basis. It is the board’s responsibility A
to ensure this reporting is on timeA
and accurate. The analysis shouldA
highlight issues that may cut acrossA
services and those that can informA
wider decision-making. BoardA
members should show interestA

in what this information is sayingA
about issues in service delivery asA
well as organisational culture. ThisA
may mean on occasions that boardA
members challenge the informationA
being presented or seek additionalA
supporting evidence of outcomesA
and improvements. They should alsoA
explore the reasons behind lowerA
than expected numbers of concernsA
beingraised, based on trend analysisA
andAenchmarking data.A

5.A AlINHS boards areresponsible A

for ensuring that the servicesA

that are contracted out by theirA
organisation (including primary careA
and on site contracted services)A
have arrangements in place thatA
encourage staff to raise concerns,A
including procedures that meet theA
requirementsAf the Standards.A



6.A The board also has responsibility A
forAnsuring there are arrangementsA
in place that ensure students andA
volunteersare made aware oftheirA
right fo access this procedure. InA
addition, systemsmust be in placeA
to allow forcommunication and theA
raising of concernsviathe universitiesA
and colleges which they work withA
to deliver student placementsandA
frainingApportunities.A

10.A The board members’ leadership inA
relation to raising concerns extendsA
to ensuring that there are supportA
systemsin place formembers of theirA
staffwhoraise concerns.The supportA
available mayinclude:A

101. access to a ‘confidentialA
contact’ whois able to provideA

7.A NHS boardsthatworkin partnershipA mforrno’non and advice inA
with local authorities, to provideA re!q’non fo the procedure forA
health and social care with the A raising conc;ems, as well asA
oversightAfAn integration jointA support during the process;A
board (1JB), willalso be expectedA
to work with the 1JB to ensure A
thatallstaffinthe partnershipcanA
raise concerns about NHS servicesA
through this procedure.A

102 counselling or psychologicalA
supportAervices for thoseA
suffering fromAtress dueA
to theirinvolvement in thisA
procedure;A

8.A More detailed information is available A
aboutAequirementsdnAoardA
members in relation to monitoringA
confracted services, primary careA
providers confracted services, healthA
and social care partnerships (HSCPs),A i )
higher&ducation institutionsAndA 104 consideration of a range ofA

voluntary sector providers in otherA ocTion§ TF’ reducethe impgc’ronA
oartsaf the Standards.A theAndividual, AnAonsultationA

with them, such as variations inA
their work or putting in placeA
tfemporaryArrangements toA
reduceAisk.A

103,  occupational health provisionA
which would take account ofA
theAtresses involved inAaisingA
aAoncern;A

11.A It is not appropriate to redeploy staffA
who have raised a concern, even ifA

of the board. The board must ShowA their concern in\{olves issues relatingA
support for theAvhistleblowingA to other staff or line management.A

champion, andAnust listen toAandA AI’rerpo’rive options should always beA
considered.A

9.A As non-executive directors,A
whistleblowingAhampionsAire partA

take action as a result of the issuesA
theyAaise.A
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The whistleblowing The role of NHS staff

champion

12.A Each NHS board has aA
whistleblowing champion whoA
monitorsAndAupports the&ffectiveA
delivery of the organisation’sA
whistleblowing policy. ThisAole hasA
been developed by the ScofttishA
Government andAomplements theA
work of the Independent NationalA

16.A Overall&esponsibility andA

accountability for the managementA
of Avhistleblowing&oncerns liesAvithA
theArganisation's&hief&xecutive A
executive directorsAandAppropriate A
senior management.A

Whistleblowing Officer (INWO).A 17.A The chief executive providesA

13.A The whistleblowing champion isA
predominantly an assurance roleA
whichhelpsNHS boards comply withA
their responsibilities in relation toA
whistleblowing. The whistleblowingA
champion provides critical oversightA
ensuring managers are responding toA
whistleblowing concerns appropriately, A
in accordance with these Standards.A
The whistleblowing championis alsoA
expectedtoraise anyissues of concernA
with the board as appropriate, eitherA
in relation to the implementation of A
the Standards, patterns in reporting ofA
concerns orinrelation to specific cases.A

14.A Beyond the services delivered directlyA

leadership and direction in ways thatA
guide and enable staff to performA
effectively across all services. ThisA
includes ensuring that there is anA
effectiveAvhistleblowing procedure A
withA robust investigationforocessA
which demonstrates how the A
organisation learns from the&AoncernsA
theyreceive. The chief executive mayA
take a personal interest in all or someA
of the concerns, or may delegateA
responsibility for theAvhistleblowingA
procedure to senior staff. DelegationA
mustbe clearlystatedand accepted.A
Regular management reports assure A
the chief executive of the quality ofA
performance.A

bythe NHS board, the whistleblowing A 18.A The chief executive must work withA

champion will have responsibility forA
ensuring that the organisation hasA
appropriate systems in place to ensure A
that services delivered indirectly, A
including primary care services,A
contracted services and thoseA
delivered by HSCPs, are meetingA
theAequirementsAf the Standards. A

In particular, they may need to workA
with colleagues in 1JBs to clarify A
expectationsAndAequirements inA
relation to raisingconcerns.A

15.A The role of the whistleblowingA
championis explainedin more detailA
through guidance providedbytheA
Scottish Government.A
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board members to decide howA
oversightAf the implementationAfA
these Standardswillbe achieved, andA
who will have responsibility for this.A



19.A Onthechiefexecutive'sbehalf, A

executive directors may beA
responsible for:A

19.1.A managingAvhistleblowingA
concerns and the way theA
organisation learns from them;A

192.  Aoverseeing theimplementationA
of actions required as a resultA
of aconcern being raised; A

193.  Ainvestigating concerns;And/orA

194 deputising for the chiefA
executiveonoccasion.A

20.Aln particular, directors haveA

responsibility and accountability forA
signing off stage 2 decision letters.A
They may also be responsible forA
preparing decision letters, thoughA
this may be delegated to otherA
senior staff. Either way, they mustA
be satisfied that the investigationA
isAompleteAnd theirkesponseA
addresses all aspects of the concernA
raised. This will reassure the personA
raising the issue that their concernA
has been takenseriously.A

21.A Wherever possible, it is important forA
the decision on a concernto be takenA

by an independentAeniorAmemberA
of staff (i.e. a senior member of staffA
from another directorate, with noA
overlap with the concern that hasA
been raised). Directors should retainA
ownership and accountability forA
the management and reporting ofA
concerns.A

22.A If the director delegatesresponsibility A

for the process, then they mustA
ensure that the person given thisA
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responsibility has the skills andA
resources to document the process,A
be able to evaluate the quality of A
the investigation, and ensure thatA
recommendationsAre implemented.A

23.A The director responsible forA

primary care services has specificA
responsibilities forAoncernsAaisedA
withinandAibout primaryA&are serviceA
provision. They must ensure that allA
primary care services contractedA

by the NHS board are reportingA
appropriatelydnAoncernsAcisedAndA
resolved by the provider. In addition,A
the director may be contacted inA
relation to concerns about primaryA
care. These concerns may come toA
the NHS board in a range of ways:A

21, Fromstaff within primary care A
services, who arereluctantA
to raise concerns to theirA
employer;A

232 From staff who have alreadyA
raised concerns with theirA
employer, buthave nothad aA
satisfactory response (stage 2A
concerns);ArA

233 AFromAepresentativesdfA
students in primary careA
settings (or the studentsA
themselves), who have raisedA
concerns in relation to theirA
placementin aprimary careA
service.A

24. A There is more detailed informationA

available about requirements for NHSA
boards in relation to primary careA
services as well as requirements forA
primary care providers (see Part 7 of A
the Standards) and highereducationA
institutions (see Part 9).A



30. Alnvestigations must be carriedAdutA

25. A HR or workforce directors areA
responsible for&nsuringAllAtaff haveA
accessto thisprocedure, aswellasA
the supportthey neediftheyraise aA
concern. They are also responsible A
for ensuring that anything raisedA
within HR procedures which couldA
amount to a whistleblowing concernA
isAppropriately signposted to thisA
procedure for full consideration.A

26.AHRteamswillalso be involvedin assistingA
managers and confidential contacts toA
identify HR issues that are raised withinA
concerns, and toAorovide appropriateA
signpostinginrelation to these HRissues.A

by anAppropriatelyAkilled, AeniorA
member of staff from anotherA
directorate (where possible), andinA
particular, withno conflict ofinterestA
orperceived conflict ofinterest withA
theissue of concern.TheinvestigatorA
needs to take full account of theA
sensitivities of the case, and haveA
strong inter-personal skills, includingA
skills inAupportive&Aonversations.A
They heedto be able to separate A
out the HR from the whistleblowingA
concerns, and to focus on theA
issuesAvhich areAppropriate for thisA
procedure.A

31.A Investigators have an important role A

27.A The HR/workforce director isA
responsible for ensuring that all staff areA
made aware of the Standards and howA
toaccessthem, including the channelsA
available to them for raising concerns.A
They must also ensure that managersA
have the training they need to identifyA
concerns that might be appropriate forA
the Standards, and have the skills foA
handle stage 1 concerns.A

28.A However, the HR/workforce directorA
does not necessarily have anyA
specific responsibilities in relationA

in drafting recommendations. TheyA
should listen to those who haveA
raised the concern or are involvedA
in the service, to judge what isA
appropriateAndAeasonable, And howA
theAervice improvementsAan beA
taken forward.A

to implementing these proceduresA 32.A Allorganisations that deliverservicesA

or investigating any concerns raisedA

by staff, unless this is consideredA
appropriate in a specific case. ForA
example, they would be responsible forA
providing expert HR input when there isA
interactionbetweenHR proceduresandA
an investigation into aconcern.A

29. AHR functionsshould notbeinvolvedinA
investigatingAvhistleblowingAoncerns, A
unlessthe concerndirectlyrelates toA
staffA&onduct issues.A

S1A

for NHS Scotland must ensure thatA
they provide staff with at least one A
pointofcontactwhoisindependentA
of normal management structures (forA
the purposes of thisrole) and whoA
has the capacity and capability foA
be aninitial point of contact for staffA
from across the organisation (ortheirA
part of the organisation) who want toA
raise concerns. Small organisationsA
suchasthosein primary care shouldA
work with their NHS board to ensure A



access to a confidential contact forA
their staff. The confidential contactA
must support staff by providing a safeA
space to discuss the concern, andA
assist the staff member in raising theirA
concern with an appropriate manager.A
This will not always be the person’sA
line manager, andin some instancesA
it should be someone with a level ofA
independence from the situation.A

33. A However, this role goes beyondA

simply providing adviceAndA

support to those raising concerns. InA
particular, the confidential contactA
needsAo:A

31 workwith the whistleblowing A
champion to ensure thatA
allstaffare aware ofthe A
arrangementsforraisingA
concernsAvithin theirA
organisation;A

32 promote a culture of frust,A
which values the raising ofA
concerns as aroute to learningA
and improvement;A

33 through direct contact withA
frontline staff, ensure they areA
aware of and have access toA
theAupportAervicesAvailable A
to themAvhen theyAaise A
concerns;A

34, assist managers in usingA
concerns asApportunities forA
learningandimprovement; A

35 work with the chief executiveA
andthose they have identifiedA
tokverseeApplicationAfA
the Standards, to ensure theA
Standards are functioning at allA
levels of the organisation.A
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34, AConfidential contacts must have theA

appropriate skills to carry out a roleA
that requires significant interpersonal A
skills and the capacity to work withA
all staff, from senior managers toA
support staff. This role is best suitedA
to someone with experience of directA
service provision rather than an HRA
representative A

35. A NHS boards may choose toA

broaden the reach of theirA
confidential contacts, byrecruitingA
whistleblowingAnentors, ArAimilarA
roles. TheseAtaffAnembersAvouldA
work with the confidential contact toA
broaden access to raising concerns,A
andAussistAvithAaisingAwarenessA
across the organisation. It is up toA
each NHS board to develop suchA
roles that meet the needs of theirA
ownAtructureAndArganisationalA
requirements.A

36. AThe NHS board’s INWO ligisonA

officer is the main point ofA
contact between the INWO andA
theArganisation, particularly inA
relationtoany concernsthatareA
raised with the INWO.They haveA
overall&esponsibility for providingA
the INWOAvithAvhistleblowingA
concerninformationin an orderly, A
structuredAvayAvithinAequestedA
timescales. They may also provideA
commentson factualaccuracyA

on behalf of the organisation inA
responseAo INWO investigationA
reports. They are also expected toA
confirm and provide evidence thatA
INWO recommendations have beenA
implemented.A



37.AIf a concern includes issues ofA
fraud, the board’s fraud liaisonA
officer should be contacted forA
advice. IfAppropriate, they AvillA
be able to pass information ontoA
NHS Counter Fraud Services,A
for consideration andpotentialA

investigation.Theywillalsobe able A
to provide updates on the statusA

of any investigation —whetheritA
is ongoing, closed, or has beenA
passed to the procurator fiscal. A
The fraud liaison officer willA
beAesponsible forAharingAny A

updateswiththe appropriate caseA

contact.A

38. AFraud ligison officers must also beA
aware of these Standards,And ifA
someone raises a concern aboutA

fraud directly with them, they mustA

enquireAvhether theyAvant toAiseA
the Standards. If so, they mustA
make sure that appropriate stepsA
are taken so that the concern isA

progressedAppropriately. ThisAnayA

be by the fraud liaison officer, orA

by an appropriate manager, ortheA

confidential contact.A

39. A Any manager in the organisationA

may receive a whistleblowingA
concern. Therefore all managersA
must be aware of the whistleblowingA
procedure (see Part 3 of theA
Standards) and how to handleAndA
record concerns that are raised withA
them.Managers must be trained andA
empowered to make decisions onA
concerns atstage 1 of this procedure. A
While all managers are encouragedA
to try to resolve concerns earlyA

and as close to the point of serviceA
delivery as possible, they should alsoA
be aware of who to refer a concernA
to if they are not able to personallyA
handle it. They should also beA
aware of anybarrierstheirstaffmayA
encounter in raising concerns, andA
work to reduce these barriers.A

40. AAnyone who delivers an NHS serviceA

should feel able and empowered oA
raise concerns about harm or wrong-
doing. They should be trained so theyA
are aware of the channelsavailable toA
them for raising concerns, and whatA
access to the Standardsmeans.A

41.A Union representatives can provideA
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helpful insights intfo the functioningA
of systems for raising concerns. TheyA
should be involved inimplementationA
and monitoring of these systemsA
where possible. A



Training Handling concerns about
senior staff

44, AWhistleblowingAoncernsAaisedA
aboutAeniorAtaff' can be difficult toA
handle, as there may be a conflictA
of interest for the staff managingA
or investigating the concern. WhenA
concerns are raised against seniorA
staff, it is particularly importantA
that the investigation is conductedA
by an individual who is not onlyA
independent of the situation, butA
empowered to make decisions onA
any findings of the investigation.A

42. A NHS boards need to ensure thatA
theirstaff have the knowledge andA
skills fo implement the Standards. A
In particular, those with specificA
responsibilities detailed in the A
StandardsAnust haveAppropriate A
tfraining to ensure they can fulfilA
theirrolesand are fully informed of A
theAequirementsf theirAole. ThisA
includes:A

1. Awhistleblowing&Ahampions;A

#2  confidential contacts/A
whistleblowingAambassadors, A
andAnyAtherAepresentativesA
forAaisingAoncerns;A

45. AThe organisation must ensure thereA
arestronggovernance arrangementsA
in place thatset out clear proceduresA
for handling such concerns. ThisA
should include consideration of whoA
oversees the case; how other staffA
are treated through the process;A
who should investigate; and whatA
support is in place to assist with the A
investigative process. Foraxample, A
each NHS board must clearly set outA
how it intends to consider a concernA
raised about the chief executive or aA
boardAnember.A

$3  Aexecutive directors involved inA
signingdff investigations;AndA

Q4. Ainvestigators.A

43. AAllstaff willneed to be informed ofA
how to raise concerns, the channelsA
they can use, the support available A
if they do raise concerns, and theA
benefits for the organisation inthemA
doing so. Those who may receiveA
concerns will also need training inA
supportiveAsonversations/interviewA
skills.A

1 ‘Senior staff’ are those whose position in the A
organisation means that there are limited or no staffA
membersAvithA&learAeniorityAver them . A
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Working with other

organisations 49. AHigher education institutions (HEIs)A
work closely with the NHS in a wideA
range of settings. This includes staffA
(who can be contracted to work forA
an HEI, but nevertheless carry outA
work for the NHS) and students.A
AnyoneAvorking or learning in NHSA
servicesMust beAble toAccessA

a procedure for raising concernsA
whichisinline with these Standards.A
NHS boards must ensure that staffA
under contract with an HEI haveA
equal access to any systems andA
arrangements for raising concerns asA
those under contractwiththe NHS.A

46. ANHS boards must ensure that allA
the services they use to deliverA
their services, including primaryA
care providers or contractors, haveA
proceduresin place which areinlineA
with these Standards. It is for eachA
NHS board to ensure that externalA
service providers are meeting theA
requirements of the Standards,AndA
they must have mechanismsin placeA

fo provide this assurance.A 50. ANHS boards must ensure thatA

systemsareinplacetoenable thisA
access, particularly for students. A
ThismeansthatarrangementsforA
placements must include informationA
for the student and their courseA
representative on how to raise aA
concern, including access to theA
confidential contact.A

47 .A These requirements includeA
recordingandreporting (see PartA
6oftheStandards) onallconcerns.A
This means that service providersA
mustrecord concernsraised withA
them (or their confidential contact),A
monitorthese concerns, andreportA
themtothe NHS board.The boardisA
required tfo ensure that systems are A
in place to facilitate this reporting, A
and that they receive quarterlyA
reportsAboutAoncernsAagised andA
performance against the Standards. A

51.A NHS boards also need to ensureA
that concerns raised by staff orA
students of HEIs about the board’sA
services and considered throughA
the Standards are included in anyA
reporting of concerns to the boardA

48. Aln addition to quarterly reporting ofA and externally.A

concernsraised within the board (andA
in relation to services delivered via anA
HSCP), there must also be systems inA
place to gather reports of concernsA
from primary care and contfractors onA
a quarterly basis.A

52.A Further information on arrangementsA
forstudents (see Part 9) covers these A
requirements in more detail. A
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53. AMost NHS boards have arrangements

with their local authority colleaguesA
to provide health and social careA
services in an integrated way. TheA
levels of integration vary betweenA
areas and services. However, NHSA
boards are expected to work withA
their local authority colleagues toA
ensure that arrangements are madeA
by the |JB to enable all those workingA
in NHS services to raise concernsA
about theseAervices, Avhether they A
are employed by the local authorityA
or directly by the NHS.A

54. AThe requirement is for each 1JB toA

develop an agreement that wouldA
allow for staff working across theA
partnership toraise concerns (inlineA
with the Standards) across all the A
services they deliver, to ensure fairA
access to this procedure. The onlyA
procedural difference would relate A
to the final stage of the process:A
concerns relating to social work andA
care services should be signposted toA
the Care Inspectorate, whereas those A
relating to health services should beA
signposted to the INWO for review.A

55. ANHS boards also need to ensure thatA

concerns raised by staff in infegratedA
services are included in any reporting
of concerns to the board andA
externally.A
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A 96 AVoluntary organisationsAvorkA

alongside and withinthe NHS in aA
range of settings, from providingA
transport to directAareAndA
supportforpatients.BothstaffandA
volunteersf theseAdrganisationsA
may identify issues of concern aboutA
the board’s services. It is for NHSA
boards to ensure that there is clearA
information for theseArganisationsA
onhowtheycanraise concerns,inA
line with these Standards. Their staffA
andvolunteersmusthave accesstoA
the NHS board’s confidentialcontact, A
or other representative for raisingA
concerns.A

57.A Managers in areas that regularly workA

alongsideAoluntary AdrganisationsA
must be aware of the need toA
facilitate access to this procedure, A
and any other local arrangementsA
that are in place to ensure access.A

58. ANHS boards also need to ensure A

that concerns raised by volunteersA
or volunteer coordinators about the A
board’s services and consideredA
through the Standards are includedA
in any reporting to the board andA
externally.A

A 99 A Further information onarrangementsA

for volunteers (see Part 10) coversA
theserequirementsin more detail. A



60. ANHS boardsare expectedtoworkA

with organisations that regulate A
their services or staff, to ensure thatA
investigationsare as effective andA
efficientaspossible, evenwhen aA
concern has been raised with bothA
the NHS and the regulator. A

61.A If a concern is raised with moreA

than one organisation, it is alwaysA
important to make sure that itA

is clear which elements of theA
concern are being pursued by whichA
organisation,AndAvhatdutcomesAre A
being sought by the person raisingA
the concern. In some instances, itA
may be appropriate to have parallelA
investigations,&s the NHS's interestsA
may be different from those of theA
otherAegulator.A

62.A Regulators must be informed ifA
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an investigation identifies issuesA
around a professional’s fithess toA
practise. However, bothregulatorsA
and NHS providers must be awareA
of the potential for staff to raise A
concerns as an act of retribution. The A
Standards should be used for specificA
consideration of issues relating toA
risks to safe practice and patientA
safety, AndAanust be keptAeparate A
from disciplinary issues.A
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The importance of
recording and reporting

1.A One of the main aims of theA
whistleblowing procedure is oA
ensure learning from the outcomeA
of whistleblowing concerns and toA
identify opportunities fo improveA
NHS services.A

2.A Managers must record allA
whistleblowingAoncerns, inAA
systematic way so that the concernsA
data can be analysed to identifyA
themes, trendsAind patternsAndA
to prepare management reports.A
By recording and using concernsA
information in this way, the rootA
causesofconcernscanbeidentifiedA
andAddressed, suchAs throughA
service improvementsAr frainingA
opportunities.A

IT systems

3.A The organisation must haveA
structuredAystems forAecordingA
whistleblowingA&oncerns, theirA
outcomes and any resulting actionA
taken to resolve the concern. It isA
important that these systems areA
able to hold records in a way thatA
takes full account of the need forA
staffsonfidentiality, theAequirementsA
of the General Data ProtectionA
Regulation (GDPR), and the currentA
Scottish Government RecordsA
Management Code of Practice.A

4.A It is essential that recording systemsA

are able to maintain confidentiality, A
and that access to personal dataA
(such as the person’s identity andA
other personal information) isA
restricted. In some cases, this willA
mean that only one person or aA
very select (and specific) groupA
can access this personal data. TheA
person raising the concern shouldA
be informed as to who their personal A
data will or may be shared with andA
the body sharing the personal dataA
must ensure that they have a lawfulA
basis for sharing that data. A

5.A Every data controller and dataA

processor (i.e. anyone that isA
receing a concerna and applying the A
Standards) mustAatisfy themselvesA
that they are meeting theA
requirementsAdf the General DataA
Protection Regulation and the DataA
Protection Act2018', aswellastheirA
own duties of confidentiality. ThisA
relatesbothtothe personaldataofA
the personraisingthe concernandA
toallpersonaldataand confidential A
information used in applying theA
Standards.A

6.A For example, the organisation shouldA

1
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consider matters including, but notA
limited to, compliance with dataA
protection law and confidentialityA
requirementsAvhen:A

The General Data Protection Regulation andA
the Data Protection Act 2018 can be found at:A
http:/ www.legislation.gov.uk/ukpga/2018/12/A
contents/enactedA


http://www.legislation.gov.uk/ukpga/2018/12
http://www.legislation.gov.uk/ukpga/2018/12

6.1. recording a concern andA
setting limits on who will haveA
access to the information beingA
processed in relation to the A
concern raised, based on anA
assessment of what is neededA
for the process; andA

6.2.A takingAippropriate technical A
andArganisationalAneasuresA
to preserve the integrity andA
security of the information;A

7.A Likewise, anyone that is receiving aA

concern and applying the StandardsA
should give considerationto:A

AR decidingwho the concern willA
be shared with and why;A

72 finding out whether anyoneA
sharing their own personal dataA
understand who their personalA
data may or will need to beA
shared with, and under whatA
circumstances;ANdA

73 assessing who else mightneedA
to be informed of the identifyA
of the person raising theA
concern and why.A

8.A Information relating to the concernA

can be shared more widely than the A
person’s personal details, thoughA
care must still be taken to do thisA
lawfully and to consider who willA
have access to this information andA
what assumptions may be madeA
about who raised the concern. ThisA
information should be shared onlyA
where it is necessary to resolve orA
investigate the concern. There shouldA
be a presumption against sharingA
information unless there is goodA
reason to do so, to reduce risks forA
patients and/or theArganisation. A

60A

9.A Allmanagers and the organisation’sA

confidential contact orA
whistleblowingAmbassadorAnust beA
able to record concerns. However,A
they must not be able to accessA
otherrecords, unless they have goodA
reason to do so, and have beenA
given specific permission.A

10.A It may be appropriate to holdA

personaldataaboutthe personwhoA
hasraised the concernin a differentA
part of the system from that whichA
contains details of the concernA
raised and handling of the case.A
Each organisation’s IT arrangementsA
will vary, to reflect their structuresA
and the size of the organisation.A

11.A The organisation must ensure thatA

systems allow for full reporting of allA
concernsraised under this procedure, A
regardless of who they have beenA
raised with. There will be someA
members of staffwhoneed accessA
to data specifically for reportingA
purposes. As a minimum this wouldA
include the organisation’s confidential A
contactrAvhistleblowingA
ambassadorAind the whistleblowingA
champion (for boards). MostA
organisations will need to ensureA
that others can also access some orA
all of this information, and it is forA
each organisation to establish howA
best to ensure effective reportingA
arrangements.A



What to record

12.A It is essential to record allA
informationAdnAvhistleblowingA
concerns (including concerns raisedA
anonymously) as follows:A

121.

122.

124,

125.

126.

127.

128,

129.

person’s name, work locationA
(whereAppropriate) ANdA
contact details (mindful of theirA
preferred method of contact) -A
access to this information mustA
beAestricted;A

the nature of the concernA
raised; A

if the concern was raised onA
behalf of another person,A
whether that other personhasA
given consent to do so;A

what role the person raisingA
the concern has (e.g.A

nurse, technician, doctor,A
administrator,Atc); A

datethe concernwasreceived;A
date the event occurred; A

how the whistleblowingA
concernAvasAeceived; A

service area to which theA
whistleblowing&oncernAefers;A

whetherthe concernincludesA
an element of bullying andA
harassment and/or other HRA
issue;A
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12.10.

1211.

1212

1213.

1214,

1215.

1216.

1217.

1218.

whetherthe concernraisesA
issuesAf patientAafety;A

whetherthe person has alreadyA
experienced detfriment as aA
result of raising this concern;A

datethe concernwasclosedA
at theA&arlyAesolutionAtageA
(WhereAppropriate);A

date the concern wasescalatedA
to the investigation stageA
(WhereAppropriate);A

datethe concernwasclosed atA
the investigation stage (whereA
appropriate);A

outcome of the investigation atA
each stage;A

findings in relation to safetyA
concerns and potential harm;A

findings in relation to concernsA
of fraud or administrative A
failures; andA

actiontakentoremedy anyA
findings.A



Key performance
indicators

13.A All NHS service providers must
record andreview informationinA
relationtoconcernsraised aboutA
their services on a quarterly basis.A

14.A Data required for these quarterlyA
reports is based on these keyA
performance indicators (KPIs):A

14.1.A a statementdutlining learning, A

142,

143,

144,

145,

144.

changes or improvementsA
to services or procedures asA
a result of consideration of A
whistleblowing&oncerns;A

a statement to report the A
experiences of all thoseA
involved in theAvhistleblowingA
procedure (where thisA

can be provided withoutA
compromising&onfidentiality); A

a statement to report onlevelsA
of Ataff perceptions, AwarenessA

and training; A

the totalnumber of concernsA
received;A

concernsclosedatstage 1 andA
stage 24f theAvhistleblowingA
procedure asapercentage of A
all concerns closed;A

concerns upheld, partiallyA
upheld and not upheld at eachA
stageAf theAvhistleblowingA
procedure asapercentage ofA
all concerns closed in full atA
each stage;A

147.

148.

149.

14.10.

the average time in workingA
days for a full response toA
concernsateachstage oftheA
whistleblowing procedure; A

the number and percentage ofA
concernsateach stage whichA
were closed in full within the A
set timescales of 5 and 20A
working days;A

the number of concerns atA
stage 1 where an extension wasA
authorised as a percentage ofA
all concerns at stage 1; andA

the number of concerns atA
stage 2 where an extension wasA
authorised as a percentage ofA
all concerns at stage 2.A

15.A Further information and guidanceA
will be available in relation to these A
KPIs, and in particular in relationA
tothe INWQO'sexpectationsofthe A
statementsAn the INWOAvebsite.A

16.A The timescale of 20 working daysA
for a concern to be closed at theA
investigationAtageAims toAnsureA
cases are progressedAs efficiently A
as possible;Avhiledverall timescalesA
will be measured, there is noA
performance measure or KPI thatA
sets down how many cases must beA
closedAwvithin this timescale. A

17.A Extensions to timescales should beA
signed off by seniorleadership, andA
only when it is clear that additionalA
timeisneededtoensure athoroughA
andAobust investigationAf the issuesA
of concern. If an extension is granted,A
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those involved must allbe informedA
of indicative revised timescales andA
regular updates on progress must beA
sent every 20 workingdays.A

18.A Any related HR processes shouldA
progress in parallel with anA
investigation into the concerns raisedA
through this procedure. Every effortA
should be made to avoid delayin thisA
procedure asaresultof associatedHRA
procedures, as this could raise the risk A
of unsafe orineffective service delivery A

19.A Concerns must be analysed for frendA
information to ensure service failuresA
areidentified and appropriate actionA
is tfaken. Quarterly reporting to seniorA
management helps to identify howA

22.AFor contracted services, the contractA

orservice levelagreement must setA
out the requirements in relation toA
reportingAoncerns.A

23.A In instances where no concernsA

have been raised within eitherA
primary care or other contractedA
services, there is no need to provideA
a quarterly return to the board, A

but annualAeportsAaustAtill beA
submitted, setting out the concernsA
that have been raised over theA
year, or an explanation that thereA
have been no concerns raised. TheA
board should use this longer-termA
monitoring of the raising of concernsA
to gain assurances that staff haveA
confidence in the systems in place.A

services could be improved or internal A Learning from concerns

policies and procedures updated.A
WhereAppropriate, thisAeviewAnustA
also consider any recommendationsA
made by the INWO in relation to theA
investigationsf NHS whistleblowingA
concerns.A

20.AThe outcomes of these reviews shouldA
be reported via the organisation’sA
governance structure to the NHSA
board for review by its members, orA
equivalent governing body.A

21.A NHS boards are responsible forA
ensuring all primary care and otherA
contracted service providers supplyA
the appropriate KPlinformationtotheirA
board as soon as possible after the endA
of the quarter. A
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24. AThe two key ways of learning fromA

concernsAre:A

241, identifying improvementsA
based on the findings of an
investigation; andA

242, using statistical analysis
ofconcernsraisedata
departmental or organisational
level to identify recurrent
themes, trends or patterns of
concerns.A



25. AWhen an investigation identifiesA

that there is a need for change, A
the organisation must proactivelyA
explore the root causes of theA
concern, howwidespreadtheissueA
isand the likelihood of recurrence.A

26. Alnvestigations may identifyA

improvements which are applicable A
across other services or clinicalA
departments, anditisimportant forA
senior leaders to ensure that everyA
opportunity is taken to explorewhenA
service improvements can lead toA
wider organisationallearning.A

27 .A Statistical analysis can be used toA

identify trends, themes and patternsA
from the concerns raised across aA
department or service. Given theA
potential for different routes toA

be used toraise concerns, and forA
confidentialityconcernstolimitthe A
number of peopleinformed of them, A
it is particularly important that the A
outcomes of concerns arereportedA
and analysed. A

28. AWhere a patternisidentified, thisA

must be fully explored to identify A

if there are any shared root causesA
which should be addressed. ForA
example, severalconcernsraisedA
about cleaning servicesmayreflectA
a more significant issue in relationA
to the delivery of cleaning servicesA
withinA department.A
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Annual reporting and
monitoring performance

29. ABoardsAust publish anAinnualAeportA

setting out performance in handlingA
whistleblowing concerns. This shouldA
summarise and build on the quarterlyA
reportsAoroduced by the board,A
including performance against the A
requirementsAf the Standards, KPIs,A
the issues that have been raised andA
the actions that have been or will be A
taken to improve services as a resultA
of&oncerns.A

30. ABoards must work with their servicesA

providers (including primary careA
(see Part 7 of the Standards))A

to ensure they get the requiredA
informationsothatthisannualreportA
coversallthe NHS services providedA
through the board.Antegration jointA
board (IJB) (see Part 8) reportingA
must also be coveredin thisreport, A
unlessAaAseparateAnnualAeportA
covering all [JB servicesis published A
by the 1JB itself. The annual reportA
must also include concerns raised byA
students (see Part 9) and volunteersA
(see Part 10) about NHS services.A

31.A This provides the opportunity forA

boards to show that they haveA
listenedto theirstaff, addressed A

the concernsraisedand madeA
improvements to services. A focus onA
the lessons learnedAwill demonstrateA
that concerns are taken seriously andA
that staff are treated well through theA
process.A

32.A An increase in the number ofA

whistleblowing concerns is notA
necessarily a cause for concern; itA
may reflect a shift towards a cultureA
that values the raising of concerns asA
opportunities to learnAnd improve. A



However, anincreasein anonymousA
whistleblowing concerns may beA
driven by different considerations, A
and potentially a culture that doesA
not value the raising of concerns.A
Likewise, very low humbers ofA
concerns being reported mayA
indicate alack of confidenceintheA
processes and support in place.A
The data should be considered inA
the context of existing frends andA
benchmarking data. The reason forA
any major variations must be fullyA
explored, AndAppropriateActionA
taken inAesponse.A

33.A Every effort must be made during theA

preparation of these reports toensureA
that the identities of those involvedA
inwhistleblowing concernscannotA
be discerned from the information orA
context provided in the report. ThisA
is particularly relevant where smallA
numbers of cases are involved.InA
suchinstances it may be necessary toA
provide more limited information.A

34. AThese reports must be easilyA

accessible to members of the publicA
and available in alternative formats asA
requested.A

Sharing the learning

35. AAswellas publicising performanceA

inrelationto concernshandling, allA
providers should show that theyA
encourage staff to speak up, andA
that doing so leads to improvementsA
in services. This can be achievedA
through sharing the learning fromA
concernsaswidelyaspossible, andA
by publicising good news stories onA
aregularbasis. Thiscould be throughA
staff Rewsletters, leaflets, postersA
oronstaffinfranetpages,tfoensure A
that staff across the organisationA
have easy access toit. This helpsA

to show staff that raising concernsA
can influence service delivery andA
improve the profile and transparencyA
of the whistleblowing procedure.A

36. AOpenly and regularly discussingA
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improvements that have been madeA
as a result of concerns raised byA
staff atateam ordepartmentallevelA
will also encourage staff to raise A
their concerns. This must be doneA
carefullyandAvithAensitivity, oA
ensureAppropriateAonfidentiality isA
maintained. However, the benefits of A
gainingAtaff frust through discussingA
and sharing improvements should beA
exploredAvhen possible.A
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Requirement to meet the
Standards

1.A This part of the Standards setsA

out the responsibilities of all NHSA
boardsfortheservicesthey provideA
indirectly — through primary care,A
confracted services (includingA
any maintenance and domiciliaryA
services), health and social careA
partnerships (HSCPs), and inA
conjunctionAvith higher&ducationA
institutionsAnd voluntaryAectorA
providers.A

2.A Further information on theA

requirements for theseAariousA
service providers are available inA
Parts 7-10 of the Standards.A

Board oversight

3.A NHS boards must have effectiveA

mechanisms for oversight of theA
concerns raised about their ownA
services. AheyanustAlso haveA
systemsin place to ensure that theyA
are aware of concerns that are raisedA
about the services they fund orA
support through alternative deliveryA
routes.A

4.A This means that boards must ensure A

that all services delivered by themA
or on their behalf have appropriate A
procedures in place for their staff,A
students, contractors, volunteers andA
others toAiccessAaAvhistleblowingA
procedure that is in line with theseA
Standards.A

5.A They must also ensure that theyA

receive quarterly reports from allA
those organisations that deliverA
services on their behalf. In particular, A
boards will be expected to compileA
reports on concerns raised withA
primary care providers andA
contractedAervices.A

6.A Boards must review these quarterly A

reports and follow up on any issuesA
thattheyraise. They must also take aA
considered approach to what theseA
reports say about the culture ofA
speaking up withinthe organisationA
andAveyond. This is particularly A
importantinrelationto primary care A
services, where alackofreporting ofA
any concerns may indicate difficulfiesA
for staff in raisingconcerns. A

Ensuring compliance
through contracts

7.A As set out above, it is the NHS

board’s responsibility to ensure that
primary care and other contracted
service providers have procedures

in place that are in line with these
Standards. This must form a partA

of all contracts or service levelA
agreements with contracted serviceA
providers.A

8.A Boards must have mechanismsA
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for ensuring compliance withA
theseAequirements, including theA
requirement toAeportAoncernsA
handling information to the board onA
a quarterly basis whenAecessary.A



9.A Boards must have a confidentialA

contact, who staff from primaryA
care and contracted providers canA
contact if they do not feel able toA
raise their concerns within their ownA
organisation.A

10.A This confidential contact must beA

able to provide information andA
support to the person raising aA
concern. They must also be familiarA
withAoutes fordorogressingAuchA
concernsANnd theAequirementsAfA
the Standards, so they can discussA
optionsAvith the personAaising theA
concern.A

11.A Where an investigation within the A

contracted service is not possible, A
due to potential conflicts ofA
interest, the provider must discussA
the concern with the NHS boardA
contracting the service, and workA
with the board to investigate theA
issue.A

12.A NHS boards must be willing to assistA

with the investigation of concernsA
raised in relation to primary care orA
contracted services. This assistanceA
may involve providingAin investigatorA
with an appropriate level of A
experience and expertise, or adviceA
on how to conduct an investigation.A
The board must gain assurances thatA
appropriate actionhasbeentakentoA
address concerns raised with themA
about a service they are providingA
under contract.A

NHS boards and
integration joint boards

13.A Each integration joint board (IJB)A
must develop an agreementwhichA
sets out how staff employed byA
both the NHS board and the localA
authority canraise concerns aboutA
services that are the responsibilityA
of either the NHS board or the localA
authority. A

14.A This agreement must ensure thatA
concerns about NHS services can beA
considered through the Standards.A
While good practice would suggestA
that a similar approach istakenA
to local authority services, theseA
cannot be reviewed by the INWO,A
but are more likely to be appropriate A
for consideration by the CareA
Inspectorate. A

15.A The board must satisfy itself that:A

151.  concernsraised within the healthA
and social care partnershipA
(HSCP) are recorded andA
reported in line with the A
Standards;A

152,  arrangements are in place forA
quarterly reporting of concernsA
raised by staff to the [JB itself;A
andA

153, quarterly reportsAeflect theA
concerns that have been raisedA
within the HSCP, performanceA
inhandling these concernsandA
lessons learned.A

16.A Furtherinformationis providedinthe A
Part 8 of the Standards, for 1JBs.A
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Working with higher
education institutions

17.A Students and trainees work in aA
range of settings, and cover manyA
disciplines. Students must be ableA
toraise concerns and have accessA
to support services, in line with theA
Standards.A

18.A Students must also be encouragedA
to raise concerns with anA
appropriate manager within the A
service they are working in. FeelingA
confident and able to do this is anA
important partAf their training. A
They must also have access toA
the board’s confidential contactA
orAvhistleblowingAmbassador.A
However, it is acknowledged thatA
students are, mostly, inexperiencedA
and particularly atrisk of detrimentA
inrelation to their course marks. ForA
thisreason, itisimportant that theyA
alsohave accesstoanalternativeA
route for raising concerns.A

19.A In order to achieve this, higherA
education institutions (HEIs) AoursesA
must identifyAnAippropriate AontactA
for any student group that will beA
working in an NHS service. ThisA
could be a course coordinator orA
similar. Their role will be to provideA
information and support to anyA
students raising concerns with them.A
Further information is availableA
in Part 9 of the Standards onA
arrangementsforstudents.A

20. AMany NHS boards have departmentsA

where staff from HEls work alongside A
NHS staff, and their educational A
and health care roles normallyA
overlap. These workers are as likelyA
as anyone else to identify an issueA
within an NHS service which needsA
to be addressed for the benefitA

of patientAafety, AfficientAerviceA
delivery or good governance. It isA
therefore important that, in relationA
to whistleblowing, they should haveA
equalaccess to this procedure and toA
the support they need in raising theirA
concern.A

21.A On occasion, these staff may wishA

to raise a concern with a supervisorA
or line manager who is outside theA
NHS. However, while they may beA
well placed to provide support forA
the individual, they may not be wellA
placedtotake forward appropriate A
service changes. On this basis, A

HEI staff should be encouraged toA
raiseAoncernsAvithAnAppropriate A
managerwithinthe departmenttheyA
are working in. They must also haveA
access to the board’s confidential A
contact.A

22.A Boards must also ensure that accessA
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to the Standards is included withinA
their Allied Health Professionals’ NESA
Practice Placement Agreements, AoA
that boards, HEIs and students areA
aware of the process.A



26. A People working (either paid orA
voluntarily) forAoluntaryAervicesA
that are additional to NHSservices, A
but work alongside them, mustA
be able toraise any concerntheyA
have with the most appropriate A
localmanager. They must also beA
abletohave accesstothe board’sA
confidential contact and to anyA
support they need in relation toA
raising the concern.A

Working with voluntary
sector providers

23.A Voluntary organisationsAvorkAvithinA
the NHS in a number of ways, mostA
common of which are:A

1. provisionofadditionalservices,A
paidforbythe voluntarysector, A
e.g. MacmillanAurses;A

22, provision of services confractedA 27 A These workers may prefer to raise A
by the NHS, e.g. delivery ofA their concern with a representativeA
nursing care at home;andA from theAwoluntary organisationA

(particularly volunteers, who maynotA

feelable toraise concernsdirectly).A

It is expected that each voluntaryA

organisation that works within anA

NHS setting will have at least one A

member of staff who isinformedA

and able to support their volunteerA

or colleague through thisAorocedure. A

233, volunteers working within anA
NHS setting, e.g. ward visitors.A

24. AAllthese groups may findthere areA
issueswhichconcernthemaboutA
how work is being carried out inA
an NHS service, so all must be ableA

to access this procedure, and haveA
access to the support and protectionA
provided by these Standards.A

25. A People working for voluntaryA

organisations contracted to provideA
a service for the NHS are includedA
through contractual arrangements, inA
line with all other contracted services.A

They can act as an advocate if theA
individual does not feel able toA

raise the concern themselves. NHSA
managers must facilitate such raisingA
of concerns and be open to theA
learning opportunities they provide.A






29. A Confidential contacts areA

PrO\"d'ng a confidential encouraged to develop relationsA
contact withAepresentatives from HEIsA
and voluntary sector providers, toA
28. A Details of the role of the confidentialA develop a mutualunderstanding ofA
confactArAvhistieblowingA their roles, and so if issues do arise, A
ambassador are provided in Part 4 ofA communication is&asier A

these Standards. In relation to theirA
role with external service providers,A 30. ABoards may choose to have severalA

the confidential contacts must beA confidential contacts; it may beA
aware of the board’sobligationA appropriate to havesne specificallyA

to receive concerns and provideA for these groups, and anotherA
support foAnyoneAvorkingAvithinA to work with primary care andA

or alongside a service provided byA contracted services, to encourageA
the board. They must welcome suchA the raising of concerns in these areas.A

concerns and actively encourageA
them when promoting the raising ofA
concerns.A
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services must strive for a culture
that welcomes concerns from
people working within their services,
whoever they are, and whatever
their concern, with the focus on

Promoting raising
concerns
1.A The Standards set out howA

the Independent NationalA
Whistleblowing Officer (INWO)A
expectsallNHS service providersA
to respond when staff raise A

good governance and delivering
safeAnd effectiveAervices.A

5.A The Standards set out how theA

concerns. This document reviews the A

expectations for all primary care andA

contracted services in implementingA

the Standards.A

2.A Listening and responding toA

concernsraised by staff about theA
way services are provided is a vitalA
way in which organisations of allA
sizes can improve their services.A

In primary care and other smallA
organisations it is particularly A
important to make this process easyA
and straightforward, and to showA
the benefits of raising concerns. A

3.A Staffinsmallteams or organisationsA

can find it particularly difficult toA
raise concernsabouttheworktheyA
ortheircolleagues are doing, andA
it is important that they receiveA

the support and encouragementA
they need to raise concerns inA

a way which can improve safe A
effective service delivery and goodA
governance.A

4.A Senior managers play a criticalA

role in promoting a culture thatA
encourages staff to raise issuesA
or concerns. Theirleadership andA
behaviourwillsetthetone forthe A
way otherstaff behave, particularlyA
in a small organisation. All NHSA

INWO expects primary careA
providers and contracted services toA
respond when staff raise concerns,A
and this includes providing supportA
within a culture that welcomesA
concerns from people workingA
within theirAervices.A

Requirement to meet
the Standards

6.A All primary care providers andA
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confracted services are required toA
have a procedure that meets withA
theAequirementsAf these Standards. A
This means that any organisationA
delivering NHS services, whether itA
is a private company, a third sectorA
organisation or a primary careA
provider, has the same requirementA
to ensure access to a procedureA

in line with these Standards. ThisA
includes thirdsectororganisationsA
providingservicesonbehalf of NHSA
ScotlandAind private companiesA
undercontractwithNHSScotland, A
including maintenance andA
domiciliary services.A



7.A All those delivering NHS servicesA

must be able to raise concernsA
about NHS Aervices, AndAnust haveA
accesstothesupporttheyneedtoA
doso. Accesstothe Standards must
beAvailable to:A

7. anyone who works directly forA
theseAervices;AnNdA

72 anyone working for another
organisation, but within these
services, AuchAs districtAurses, A
agency staff, students/trainees
andAolunteers.A

8.A If the individual is raising a concernA

about a service that is not theirA
employer (such as a district nurseA
working in a GP service or alocumA
pharmacist working foran agency)A
then they must be able to raise A
concerns either directly with theirA
employer or within the serviceA
itself, including full access to theA
Standards.A

9.A This includes:A

91.  providing clear informationA
about who staff and other
workers can raise concerns
with, bothAvithin theA
organisationAndAaxternally; A

92. access to a two stage
procedure (see Part 3), where
the worker has agreed to use
this procedure; A

93.  the availability of support (see
Part 2) for those involved in
raising a concern;A
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94.  arrangements for raising
concerns about senior staff
(see Part 4);A

95, therequirementtorecord (see
Part 5) allconcerns; A

96.  the requirement to report (see
Part 5) all concerns internally
andtothe board on aquarterly
basis; andA

97.  the requirement to share
information about howservices
have improved following raising
of concerns, taking care not
torevealwho hasraised the
concern.A

10.A Anyoneraising a concern about aA

service provided by NHSScotlandA
must be signposted to the INWOA

at the end of this process. MoreA
information about this is available inA
Part 3 of the Standards.A

11.A When a primary care or contractedA

service is being delivered by a muchA
larger organisation, such as a localA
pharmacy that is run by a nationalA
company, thiscompany must ensure A
thatanyservices delivered on behalfA
of NHS Scotland are compliant withA
theseAequirements.A



How to raise concerns:
options for small

confidential contact will ensure that
appropriate actionistakentoreduce
immediate patientAisk. A

orga nisations 15.A Where aninvestigation withinthe A

12.A Small organisations face varyingA
challenges around the raising ofA
concerns, and it is important forA
managers to be aware of these. The A
most obvious difficulty is for staffA
to raise concerns in a confidentialA

organisationisnotpossible, due toA
potential conflicts of interest, theA

providermust discussthe concernA
with the NHS board contracting theA
service,andworkwiththe boardtoA
investigate the issue.A

way, when the size of the feamA 16.A For their part, NHS boards must beA

means it will be obvious who hasA
raised the concern. This is likely toA
be exacerbated by worries that aA
concern may be investigated byA
anotherAember of the team.A

13.A Smallorganisations canreduce the A
difficulties their workers may face inA
raising concerns by:A

131.  providing an alternativeA
point of contact for raising a
concern, for example, sharing

willing to assist with the investigationA
of concerns raised in relation toA
primary care or confracted services.A
Thisassistance mayinvolve providingA
an investigatorAvithAnAppropriate A
level of experience and expertise, A
or advice in how to conduct anA
investigation. The board must gainA
assurances that appropriate actionA
has been taken to address concernsA
raised with them about a service theyA
are providing under contfract. A

‘confidential confacts’ with 17.A Sharing information about howA

other local services orpractices.
They would not share the
details of who had raised the
concern, but would act as the
person’s advocate, passing on
information and updates as
appropriate;ANdA

132 using an external investigatorto
investigate concerns raised at
stage 2.

services have been improved mayA

be more difficult if there is a concernA
about confidentiality. CareAanust beA
taken in reporting both statfistical andA
case specific information. However,A
where this information can beA
appropriately anonymised, it providesA
the potential to reassure staff that theirA
concerns will be listened to and actedA
on, so every effort must be made toA
share information in some way.A

14.A To ensure all staff working for NHSA 18.A At the end of this process, the workerA

providers can safely raise concernsA
about the services they provide, A
NHS boards are required to provideA
a confidential contact for primaryA
care and confracted providers, andA
this person can provide informationA
and advice to anyone consideringA
raising a concern. If necessary theA
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must be signposted to the INWO.A
The INWO'sAissessment of & caseA

will consider whether the proceduresA
were in line with the Standards, A
and that sufficient attempts haveA
been made to ensure staff canraise A
concernsAonfidentially. A



Informing staff Recording of concerns

21.A The detailed information aboutA
recording concerns (Part 5 ofA
the Standards) is also applicableA
to primary care and contractedA
services.A

19.A Encouraging staff toraise concernsA
early is the best way to resolveA
them easily. It is important, A
alongside encouraging staff toraise A
concerns, thatthey are also givenA
the information they need toraise A
concerns through the Standards.A
This must include information onA
whothey canraise concernswith, A
and how, including the board’sA
confidential contact, aswellas anyA
localroutes forraising concerns.A

22. AThere is not necessarily a needA
tohave complexrecordingandA
reporting systems in place.However,A
it is important to ensure thatA
there is the capacity to maintainA
confidentiality for the personA
raising the concern. This may beA

20.AThey mustalso beinformed of the A achieved by holding informationA

two stage process and contactA pn the person sep.oro’re. fromA
details for the INWO, along withA information on the investigation ofA
the concern. Ensuring that accessA

torecordsislimited tothose peopleA
for whom access is necessary inA
relation to the process is criticalA

for compliance with confidentialityA
and data protection law. EnsuringA
that those raising concerns areA
informed of the extentof proposedA
information sharing before providingA
theirpersonalinformationisequallyA
important.A

information about where they canA
access information and supportA
onraising concerns. Ensuring thisA
informationisreadily available willA
show staff that the organisationA
values the concerns that they raise. A
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Monitoring, reporting
and learning from
concerns

23. AThe detailed information aboutA

monitoring, reporting and learningA
from concerns (Part 5 of theA
Standards) is also applicable toA
primary care and confractedA
services.A

24 A It is important for all services to listenA

to staff concerns, and for this to leadA
tolearning and service improvements.A
Learning can be identified fromA
individual cases (including theA
potential for improvements acrossA
other areas of the service) andA
through statistical analysis of moreA
minor concerns raised at stage 1 of A
the procedure. Any learning that isA
identified from concerns must beA
recorded within the case record,A
including any actionplanning.A

26. AThe number of concerns raised withinA

a single primary care service mayA
be limited, making the outcomes ofA
statistical analysis less valid. For thisA
reason, it is particularly importantA
that primary care services reportA
their concerns data, includingA
lessons learned, to their board. EachA
board will then be able to collateA
this information and identify areasA
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for specific attention, based on theA
themesANd trendsAvithin theAervicesA
in their area. On this basis, primaryA
careAervicesMust:A

26.1. annually report concerns data
to the board, even if to report
that there were no concerns
raised; andA

262. quarterly only report to the
board if concerns were raised
inthatquarter;ifnoconcerns
have beenraised, thereisno
need to report, though it is
good practicetoletthe board
know.A

27.A Individual services are also expectedA

to show their staff that they value theA
concerns that are raised by staff andA
other workers. There are a range ofA
ways they show this, and one of theA
best ways is to use case studies whenA
concerns have led to improvements.A
All primary care and contractedA
services must publish informationA
about the concerns that have beenA
raised with them, unless this isA

likely to identify any individuals.A
High level information (with veryA
limited information about what wasA
investigated) mayAtill beAappropriate, A
and will provide the opportunity toA
show staff that managers will listenA
and respond to concerns.A
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Promoting raising
concerns
1.A The Standards set out how theA

Independent National WhistleblowingA
Officer (INWQO) expects all NHSA
service providers to respond whenA
staff raise concerns, includingA
supporting the personAaisingAA
concern.ThisdocumentreviewstheA
expectationsand optionsforhealthA
and social care partnerships (HSCPs)A
inimplementing the Standards. A

raised by staff about the way servicesA
are provided is a vital way in whichA
organisationsAan improve theirA
services. HSCPs are in an unusualA
position in having employees fromA
two organisations delivering servicesA
together. The challenges this createsA
in governance arrangements mustA
not get in the way of staff raisingA
concerns when they see workingA
practices which are unsafe orrisky, A
orwhere they believe there has beenA
improper conduct, mismanagementA
or fraud.A

3.A People working in joint teams mayA

feel reluctant or uneasy in raisingA
concerns relating to staff withA
different lines of management, orA
whereAmployers have differentA
arrangements in place forA
whistleblowing. It is, therefore, A
more important than ever thatA
senior managers in HSCPs and the A
integration joint board (IJB) itselfA
promote a culture thatencouragesA
staff toraiseissues or concerns attheA
earliestdpportunity. A
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4.A Seniormanagers play a criticalrole inA

promoting a culture that encouragesA
staff fo raise issues or concerns. TheirA
leadership and behaviour sets theA
tone forthe way otherstaffbehave . A
All NHS services must strive for aA
culture that welcomes concerns fromA
peopleAvorking within theirAervices,A
whoeverthey are, and whatevertheirA
concern, with the focus on goodA
governance and delivering safe andA
effectiveAervices.A

2.A Listening and responding toconcernsA Requirement to meet

the Standards
5.A All those working in HSCPs must be A

able to raise concerns about NHSA
services,AndAnust have access to theA
support they need to do so, whoeverA
their employer is. Any concernsA
about the delivery of NHS servicesA
must be handled in line with the A
requirements of these Standards,AndA
anyone raising a concern throughA
these Standards will have access foA
the INWO, whoever their employer is.A

6.A 1JBs must ensure that all HSCP staff, A

acrossboththelocalauthorityandA
the NHS, as well as any students,A
trainees, agency staff or volunteers, A
must be able to raise a concernA
through this procedure.A



7.A This includes:A

7.1.A providing clearAnformationA

72.
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/4.

/5.

76.

/7.

about who staff and otherA
workers can raise concerns with, A
either within their service or at aA
more senior level;A

8.A Anyone raising a concern about aA

service provided by NHS ScotlandA
must be signposted to the INWOA

at the end of this process. MoreA
information about this is available inA
Part 3 of the Standards. A

9.A It may be that in consideringA

ensuring access to the 2 stageA
procedure (see Part 3 of theA
National WhistleblowingA
Standards),Avhere theAvorkerA
has agreed to use thisA
procedure;A

the availability of support (seeA
Part 2) for those involved inA
raising a concern;A

the ability to raise concernsA
aboutseniorstaff (see Part 4);A

arequirement torecord allA
concerns (see Part5);A

a requirement to report allA
concerns to the [JB and the NHSA
board on a quarterly basis (seeA
Part 5); andA

a requirement to shareA
information about how servicesA
have improved as a result of A
concerns, taking care not toA
identify who raised the concern.A
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concerns about NHS services, issuesA
are identified which relate to localA
authority services. If that is theA
case, the whistleblowershould be A
signpostedtothe INWO inrespectA
ofissues that relate to NHS servicesA
and the Care Inspectorate or otherA
appropriateAegulatorydriversightA
body forissues that relate to localA
authorityAervices.A

10.A Anagreement by thelJBmaybeA

required to ensure support andA
protection for all those workingA
withinthe HSCP, inraising concernsA
about its NHS services. A



Ensuring equity for staff

11.A The requirement to have theA

Standards in place for all NHSA
servicesand not forlocal authority A
services could lead to disparityA
between those working forHSCPs. A

It could also lead to some confusionA
around which procedure to use, these A
Standards or the local authority’sA
procedure for raising concerns. ThisA
could be particularly difficult where A
these services are closely integrated.A

12.A While this procedure must beA

available to allthose working withinA
NHS services, it is also important forA
those working in any of the HSCP'sA
other services to also feel able toA
raise concerns. This is critical fo:A

121. ensure effective governanceA
arrangements;A

122.  enable safe and efficientA
delivery of services;A

123.  ensure equity for staff whoeverA
theyAvork for;A

124, assist senior managers inA
sharingAAsonsistentAnessageA in
encouraging staff to raiseA
concerns through a simple andA
straightforward procedure;AndA

125.  enable ajoined up approachA
to raising concerns, whereA
lessonsAan be learnt across theA
organisation.A

13.A With this in mind, and particularlyA

where services have been effectivelyA
integrated, the INWO recommendsA
thatHSCPsadoptthe same approachA
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to handling concerns raised aboutA
local authority services as they do inA
relation to NHS services. This wouldA
extend any agreement in place inA
relation to the raising of concerns forA
NHS services, and would ensure thatA
all those working within the HSCPA
have equalaccessto aprocedureinA
line with these Standards. The onlyA
variation would need to be at theA
review stage, when concerns aboutA
different services would need to beA
signpostedAisAppropriate, to theA
INWO, the Care Inspectorate or inA
some cases, Audit Scotland.A

14.A The details of any extendedA

agreement are foreach|JB and theirA
HSCP to consider; each HSCP haveA
different arrangements in place forA
the delivery of their services, and itA
will be for them to consider whetherA
such an agreement should coverA

all of their services or only the NHSA
services. This may depend to someA
extent on how differentiated theA
HSCP's services are from otherlocalA
authority services; it would not beA
appropriate toAreateAonfusion forA
local authority staff in how to raise A
concerns about their services. A

15.A Chief officersAreAesponsibleA

forensuring thatsystemsandA
procedures are in place for raisingA
concerns within these Standards,A

in relation to NHS services. TheyA
mustAalsoAake a leading role inA
reviewing arrangements in relationtoA
local authority services, and takingA
forward any changes to ensure theA
Standards can be met, as wellas anyA
other changes to ensure equity ofA
access across the HSCP.A



How to raise concerns
16.A Those working in HSCPs must be A
abletoraise concernsinseveralA

ways, including:A

161.  with their line manager orA

teamleader (whetherthey areA

employed by the NHS orthe A
local authority);A

162.  a more senior manager fromA

eitherAmployer if&AircumstancesA
mean this isAoreAppropriate; A

OrA

aboutthisroleis available in Part 2 ofA
the Standards.) They will be able toA
provide guidance forHSCP managersA
on how concernsraisedinrelationA
to NHS services must be handled, A

as well as sharing informationA

about appropriate governanceA
arrangements.A

Recording of concerns

163. A confidential contact for raisingA

concerns (in some placesA

there may also be speak upA

20. AThe detailed information aboutA

recording concerns (Part 5of theA
Standards) is alsoApplicable toA
concerns raised within HSCPs inA
relation to their NHSservices. A

21.A Each HSCP needs to consider howA

ambassadorsArAadvocates);A this

may be someone within the A

board.A

17.A A key element of the Standards is forA
those people who raise concerns toA
be advised of their right, and agreeA
to access this procedure. This can beA
donein the initial conversation aboutA

the concern, or following receipt ofA

an email.A

18.A Within HSCPs, the confidentialA

contact will need to be familiar withA

the way concerns are handled acrossA

its services, as well as the board’sA

expectationsAround handlingA
concerns.A

19.A The board’s whistleblowingA

champion will have arole in ensuringA

that appropriate arrangements areA
in place to ensure delivery of theA

Standards. (Further informationA
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they hold information about concernsA
that have been raised through thisA
procedure. In particular, there needA
to be systems in place to ensureA
that personal information is onlyA
shared with individuals as agreed orA
explained to the person raising theA
concern. The details of the concernA
itself, and how it has been handled, A
need to be stored in a way that willA
enable reporting and monitoring ofA
concerns and concerns handling.A

22.AThis may mean that concerns aboutA

local authority services are recordedA
separately from those relating foA
NHS services. Any joint systems thatA
are developed will need to be ableA
to separate out concerns about NHSA
services from those about the localA
authority services, so the NHS boardA
canAarryAutAppropriateAonitoringA
of these concerns. A



Monitoring, reporting
and learning from
concerns

23.A The detailed information aboutA
monitoring, AeportingAnd learningA
from concerns (Part 5 of theA
Standards) is alsoApplicable toA
concerns raised within HSCPs inA
relation to their NHS services.A

24, A It is important for all services toA
listen to staff concerns, and, whereA
appropriate, for this to lead toA
organisational learning and serviceA
improvements. Learning canAveA
identified from individual casesA
closed at stage 2 and throughA
statistical analysis of concernsA
resolved atstage 1 of the procedure. A
This may include the potential forA
improvementsAicrossAdtherAreasA
of the service. Any learning that isA
identified from concerns must beA
recorded within the case record, A
including any action planning.A

25. A NHS boards are responsible forA

collating reports of concernsA
raised in relation to the servicesA
they deliver, including thoseraisedA
within the HSCPs in its area. In thisA
way, boards will be able to identifyA
areas for specific attention, basedA
onthethemesandtrendsacrossA
these HSCPs. Feedback from thisA
process provides the opportunity toA
demonstrate the benefits of raisingA
concerns.A

26. A Each HSCP is also expected toA
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showtheirstaff thattheyvalue the A
concerns that are raised by staff andA
other workers. All IJBs must ensureA
that information is published andA
promoted about the concerns thatA
have beenraised about theirservices, A
unless this is likely to identifyA
individuals. High-level informationA
(with very limited information aboutA
what was investigated) may stillA
beAppropriate, And will provideA

the opportunity to show staff thatA
managers will listen and respond toA
concerns.A
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Student and trainee
access to the Standards
and the Independent
National Whistleblowing
Officer (INWO)

1.A Students, frainees, and anyone onA
apprenticeshipsAnd intfernshipsA
workingAnd/orAtudyingAvithin NHSA
servicesmusthave accesstotheseA
Standards for raising concernsAboutA
NHS service delivery. They must be A
able to speak out by raising concernsA
over patient safety or malpractice, A
and they must have access to theA
support they need to do so.A

2.A Students and trainees are often atA
specific risk of detriment duringA
placements, as they will be relyingA
on managers and mentors forA
assessmentAnd grading. TheyAnayA
be deterred from raising concernsA
if they feel this would impact onA
their marks, and this concern mustA
be taken into consideration whenA
responding to concerns raised byA
students.A

3.A During their tfraining, mostA
students will be informed of whatA
whistleblowingAneansAnd howA
raising concerns provides anA
important mechanism for serviceA
improvements. SomeAvill alsoA
be informed of the duty they willA
have toraise concerns, once theyA
are registered professionals. TheirA
confidence in putting this intoA
practice will vary, depending onA
a range of factors, including theirA
previous placements and the cultureA
theyAxperienceAround themAvhereA
theyAreAvorking.A

Students raising
concerns within NHS
services

4 A Students and trainees working in anA

NHS setting should be encouraged toA
participate fully in the organisation’sA
learning culture and should beA
encouraged to use the systemsA
available to all regular members ofA
staff to raise concerns.A

5.A They must have access to informationA

and advice from all the same sourcesA

as other staff within the service A

including:A

50.1 the board's confidentialcontactA
for raising concerns, or otherA
confidentialspeakup contact; A

5.2. Athe INWO;Aphone 0800 008 6112
orAmMalANWO@spso.gov.scoft),
who candrovideAnformation
andAdvice aboutAowAA
concermnAhouldAe handled, AndA
can provide support through
theAorocess;A

5.3. AunionAepresentatives; A

5.4. Aprofessional bodies;A

5.5.Auniversity representatives (for
students); andA

5.6, ANHS EducationAcotland (for
trainee doctors and dentists). A

6.A They must also be able to raise A

85A

concernsAvith:A

6l. aservicemanagerorteamA
leader;A

62. A more senior manager ifA
circumstances mean thisis more A
appropriate;A

63.  Aa universityAepresentative (seeA
below for details); orA

64 aconfidential contact forraisingA
concerns (in some placesA
there may also be speak upA
ambassadorsArAadvocates). A


mailto:INWO@spso.gov.scot

7.A Al NHS boards and service providersA
must be open to receiving concernsA
either directly from a student, orA
through a representative from theirA
course, and must ensure that theseA
concerns are responded to in lineA

does not feel confident that thisA
would achieve the right outcomesA
for them, they must be able to raise A
their concern through their course A
representativedrAcourseAdvocate’. A

with the Standards.A 11.A Each course that providesA

8.A Students may have concerns thatA
relate to the way their courseA
has been managed or how theirA
placement fits intfo their widerA
studies. Concerns such as these, thatA
relate to their course rather than theA
delivery of NHS services, should beA
directedto the complaints procedureA
in their higherA&ducation institutionA
(HEI). Concerns about NHS servicesA
should always be referred to theA
NHS for consideration, either by theA
student or via their course advocate, A

placements, fraineeships or workA
experience in NHS services mustA
have a named person (such as theA
course coordinator), who canact asA
anadvocate,andtaketheconcernA
to the board or primary care serviceA
on their behalf. This person mustA

be fully aware of these Standards,A
whatstudents can expectwhen theyA
raise a concern, andwhoto contactA
in each of the boards where theirA
students work, in case any concernsA
areAaised.A

as detailed below. A 12.A The course advocate must provideA

9.A (Staff that have NHS as well asA
teaching responsibilitiesAhouldA
raise their concerns through theA
NHS procedure, as thiswill provide A
protection through the Standards.A
See Part 6 of the Standards forA
furtherAnformation.) A

Students raising
concerns throughcourse
advocates

10.Alnadditiontotheroutesnormally A
available to staff, students canA
also raise their concerns with aA
representative ontheircourse. ltA
may be that information and adviceA
is enough for the student to thenA
raise the concern within the service.A
However, if this is not felt appropriate A
in the circumstances, or if the studentA

86A

information and adyvice to students, A
and discuss the implications of raisingA
the concern either directly or throughA
the advocate. This discussion mustA
include:A

121. consideration of confidentialityA
issues;A

122.  support available to the studentA
andhow to access it; andA

123, details of the procedure andA
what to expect.A

13.A If a student chooses to, they canA

use the course advocate to raiseA
the concern on their behalf, andA
can choose whether they thenA
remain anonymous to the board orA
service provider. If they choose to beA
anonymous, allcommunication mustA
go through the course advocate.A
This includes enquiries for furtherA
information, updates and a finalA
response at the end of the process.A



Support for the student

14.A Trainees that are under a directA
contract with NHS EducationA

scotland (NES) can choose toA 17.A Students raising concerns must haveA

raise their concern directly withtheA access fo the same support as staffA

NHS board they are working for, orA do !n relation to raising c.oncems.A
through NES, with NES acting in theA Their course advocate will be able toA

provideAomeAupport in person. TheA
advocatewillalsobe expectedtobeA
able to adviseAdn support optionsA
provided by the board or serviceA
provider. This may, on occasion,A
mean making specialarrangementsA
to ensure access, for example, toA
counselling which would normallyA

Recordi ng student be providedthroughanemployeeA
assistanceAcheme.A
concerns

same way as an HEl. Trainees mustA
beinformed ofwhothey can contactA
within NES if they want to raise aA
concern or would like advice orA
support in raising a concern.A

15.A Student concernsshould berecordedA
in the same way as any otherA
concerns. Detailed information aboutA

what to record is available in Part 5 ofA . . .
these Standards. A 18.A The final decision provided by theA

NHS service on any concern raisedA
with them must include signpostingA
to the INWO. This applies equallyA
to student concerns, and, whereA
appropriate, AourseAdvocatesmustA
takeAesponsibility for passingAnA
this information to the studentsA
concerned.A

Signposting to the INWO

16.A For concerns that are raised by aA
course advocate rather than by theA
student, the record should indicate A
the role of the person bringing theA
concern, as well as their full contactA
details, and information about theA
concern being raised. The name,A
contact details or any other personal A
details (including course details) of A
the student must not be recorded, A
as this could put them at risk ofA
detriment. A
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Volunteers’ access to
the Standards and the
Independent National
Whistleblowing Officer
(INWO)

Volunteers raising
concerns within NHS
services

4 A Volunteers do not have access foA
most NHS policies and procedures, A

1.A All volunteers working within NHSA

services must have access to theseA
Standards; they must be able toA
speakoutwhere theyhave concernsA
over patient safety or malpractice, A
and they must have access to theA
support they need to do so.A

2.A Volunteers often have a uniqueA

perspective on the work of a ward orA
service. Their regular presence mayA
mean they become aware of issuesA
which are of concern, and they mayA
well be uncertain of how to deal withA
them. They may also be uncertainA
about how serious a problem is, orA
whether it is something they shouldA
have any involvement in A

3.A Volunteers are unlikely to share theirA

concernsunlesstheyareencouragedA
and offered the opportunity toA
share their insights with others. TheyA
may not feel that a whistleblowingA
procedure applies to them, so it isA
particularly important to ensure thatA
all volunteers are informed of theA
procedure andhowtheycanaccessA
it.A

89A

but this procedure is an exception.A
They must have access to informationA
and advice from all the same sourcesA
as board staff, including:A

41. the board's confidential contactA
for raising concerns, or other
confidential speak up contact;A
the INWO (phone 0800 008 6112A
or email INWO@spso.gov.scoft),
who can provide information
and advice about how a
concern should be handled, and
can provide support through

the process;A

coordinator for the organisation
they are volunteering for.

42.

43.

They must also be able toraise
concerns with:

5. aservicemanagerorteam
leader;

52 a more senior manager if
circumstances mean this is more
appropriate;

53, avolunteerrepresentative (see
below for details); or

54, aconfidential contact forraising

concerns (in some places there
may also be whistleblowing
ambassadors oradvocates).

NHS boards must be open to
receiving concerns eitherdirectly
from a volunteer, or through

a volunteer coordinator or
representative.



Volunteers raising
concerns through the
charity’s representative

7.A In addition to the routes normallyA

available toAtaff AolunteersAanAlsoA
raise their concerns with a volunteerA
representative. This is the personA
nominated by the organisationA
arranging theAolunteeringA
opportunity (which could be directlyA
through the NHS, a charity or otherA
third sector provider). It may be thatA
information and advice is enoughA
for the volunteer to then raise theA
concern within the service. However, A
if this is not felt appropriate in theA
circumstances,Ar if theAoolunteerA
does not feel confident that thisA
would achieve the right outcome, A
they must be able to raise theirA
concern through thefrganisation'sA
representativedrAolunteerA
coordinator.A

8.A Any organisation that engagesA

volunteers to work in NHS servicesA
must be provided with informationA
about these StandardsAnd asked toA
ensure that they have someone (suchA
as the volunteer coordinator), whoA
can act as an advocate, and take theA
concerns to the board or primaryA
care service onthe volunteer’'sbehalf, A
if needed. This person must be fullyA
aware of these Standards, whatA
volunteersAanAxpectAvhen theyA

9.A

raise a concern, and who to contactA
in each of the boards where theirA
volunteers work, in case any concernsA
areAgised.A

TheAwolunteerAepresentativeA

must provide information andA
advice toAolunteers, And discussA
the implications of raising the A
concern either directly orusing theA
representative as an advocate. ThisA
discussion mustinclude:A

91.  consideration of confidentialityA
issues;A

92.  support available to theA
volunteer and how to accessit;A
andA

93.  detailsofthe procedure andA
what to expect.A

10.AIf a volunteer chooses to, they canA

90A

use theAolunteerAepresentativeA

to raise a concern on their behalf, A
andcanchoosewhethertheythenA
remain anonymous to the boardA
or service provider. If they chooseA
this anonymity, all communicationA
must go through the volunteerA
representative. This includesA
enquiries for furtherAnformation, A
updatesand afinalresponse attheA
end of the process.A



Recording volunteer
concerns

11.A Volunteer concerns should beA
recorded in the same way as anyA
other concerns. DetailedinformationA
about what to record is available inA
Part 5 of the Standards.A

12.A For concerns that are raised by aA
volunteerAepresentative&ather thanA
by the volunteer, the record shouldA
indicate the role of the personA
bringing the concern, as well as theirA
full contact details, and informationA
about the concern being raised. A
The name, contact details oranyA
other personal details (includingA
volunteeringAole) Af theAolunteerA
must not be recorded, as this couldA
put them atrisk of detriment.A

Support for the volunteer

13.A VolunteersAaisingAoncernsAmnustA

have access to all appropriate formsA
of support. Their representative willA
e able to provide some supportinA
person.Theywillalsobe expectedtoA
be aware of, orseek outinformationA
about, supportAptionssorovided by A
the board or service provider.A

14.A Boards must ensure that, whereverA

possible, Aolunteers haveAiccessA

to the same support as staff do inA
relation to raising concerns. This may,A
on occasion, mean making specialA
arrangements to ensure access, forA
example, to counselling which wouldA
normally be provided through anA
employeeAssistanceAcheme. A

Signhposting to the INWO

15.A The final response or feedbackA

1A

provided by the NHS service onA

any concern raised with them mustA
include signposting to the INWO.A

This also applies to concerns raisedA

by volunteers,And theAolunteerA
representativemustAakeAesponsibility A
for passing on this information to theA
volunteer&oncerned.A
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About this guidance

If you are an employee or a social work student and you are unsure
about how to raise a concern in your workplace this guidance will
help you. It explains the difference between raising a concern and
whistleblowing and when a person raising a concern qualifies for
legal protection under whistleblowing law.

The section for employers and managers gives guidance about how
to deal with concerns and indicates what kind of culture, systems
and processes should be in place to help staff speak up.

You should read the guidance together with any policies and
procedures your employer has about raising concerns and
whistleblowing alongside the SSSC Codes of Practice and other
guidance we have available for workers and employers. A list of
SSSC resources available to support workers and employers is
included at Appendix 1.

We have produced this guidance in consultation with Unison and
employer representative bodies.

raising a concern and
whistieblowing




Part 1 Guidance for social
service workers and social
work students

Your professional duty to raise a concern

Working in social services means you care for some of our most
vulnerable citizens. Your position on the front line whether you are
an employee, social worker, manager or supervisor means you are
most likely to see poor practice when it happens.

Sometimes you see things that are wrong (which can vary from
poor treatment, financial issues to employment conditions or the
way a service is run) but you may not report it until it happens
again. Or you may not be sure if it is wrong because you are new
into a job. The important thing is to trust your judgement. If you
see something you feel is wrong report it to your manager as soon
as possible. Your colleagues may also have concerns, but if nobody
speaks up its unlikely the situation will improve. You need to act to
protect those in your care.

We expect all social service workers, regardless of their role, to take
action to raise any concerns they have about the care, dignity and
safety of people who use services.

You may be anxious about raising a concern because:

e it may affect your relationship with colleagues

e it may affect your career

e you may be treated differently by your colleagues or employer
e you may cause trouble for your colleagues

e nothing will be done as a result of you raising the concern.

However your role as a social service worker carries with it a
significant level of public trust. Your main duty is to put the safety
and wellbeing of people who use services first and act to protect
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them. It is also your duty to raise valid concerns in an appropriate
way, putting aside personal or professional loyalty.

Your responsibilities under the SSSC Codes

The Code of Practice for Social Service Workers sets out the clear
standards of behaviour and competence you need to meet to
provide safe and effective care to people who use services. The
Codes set out what good practice and conduct look like and reflect
professional and public expectations of the role of a social

service worker.




You should feel able to speak out if you have any concerns about
the quality and standard of care being given, or if you are concerned
that the care provided will or has caused harm.

Working in social services can be extremely challenging, there are
often high levels of demand placed on workers which can be difficult
for employers and staff. Sometimes there are tight financial controls
and budget pressures.

It is important that if you have good reason to believe that issues
such as workloads, staffing levels, working environments or working
arrangements are not safe whether they impact on people who

use services or not, you raise your concerns. The Code of Practice
requires you to do this.

If you are told not to raise or follow up a concern, even by someone
more senior than you, you should not stay silent. All of our
registrants have a duty to be open and honest.

These are examples of things you might want to raise a concern
about, and the list is not exhaustive.

You have a child protection or adult protection concern
about a person who uses care services.

Examples

e Colleagues speaking to people who use services in an abusive,
mocking or mimicking way even if ‘in jest'.

e Rough handling or retaliation during restraint.

e Stealing from service users or colleagues.
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/You are concerned about the fitness to practise of one of\

your colleagues.

Examples

e Coming to work under the influence of alcohol.
e Senior staff instructing others to undertake unsafe practices.
e Abusive or bullying behaviour towards colleagues.

e Making sexualised comments to people who use services or
\_ colleagues.

/
a I

You are concerned about the standard or quality of care
provided by a care service.

Examples

e Not maintaining the dignity of people who use services during
personal care.

e Not changing a child’s nappy and lying about having done so.

\_ _/
a )

You are concerned that your employer is not complying
with health and safety requirements or any other
requirement imposed by law or the Health and Social Care
Standards.

Examples

e Senior staff not taking action following a complaint or not
taking a complaint seriously.

e Making false records of health and safety checks such as
fridge or food temperatures.

\_ _/

There are a number of SSSC resources which can provide further
guidance and support if you are unsure whether to raise a concern.
See Appendix 1.




Raising a concern and whistleblowing

There is sometimes confusion about the difference between raising a
concern and whistleblowing.

What is whistleblowing?

Whistleblowing is a legal term - and the Public Disclosure Act 1998
sets out a number of criteria for raising concerns to qualify as
whistleblowing. Full details are on this website
https://www.gov.uk/whistleblowing

Whistleblowing is when a worker raises a concern about wrongdoing
in the public interest. A worker can blow the whistle to someone in
their own organisation or to a third party known as a ‘prescribed
person’. The SSSC and the Care Inspectorate are prescribed persons
in the whistleblowing legislation.

If the concern meets the whistleblowing criteria, then the person
who is blowing the whistle is legally protected from suffering any
disadvantage or victimisation from their employer because of what
they have done. In addition, any acts of victimisation against you by
your colleagues should be treated as a disciplinary offence by your
employer. Your employment and opportunities for future promotion
or training should not be affected.

Most employers will have whistleblowing policies and procedures
where you can find more information on how to blow the whistle.
You should follow your employer’s process first and only report your
concerns to a ‘prescribed person’ like the SSSC or Care Inspectorate
if your employer fails to take appropriate action.

There are a number of places you can find support and advice.
Details of these are in Appendix 2.
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What is not whistleblowing?
Raising a concern and making a complaint or grievance

There is a difference between raising a concern and making a
complaint or grievance. A grievance or private complaint is about
the person’s own employment position and there is no public
interest element. For example, a worker may raise a grievance
against a colleague for breaching their confidentiality. Most
employers will have a specific grievance procedure for doing this.
This is not whistleblowing.

People who use services, their relatives or members of the public
can also make complaints about social service workers or a care
service. They can do so by making a complaint to the organisation
using their complaints procedure, or to a prescribed body such as
the SSSC or the Care Inspectorate. This is not whistleblowing.

How to raise a concern

You should always try to raise concerns directly with your employer
as far as possible. You can often do this informally, for example in

a one to one supervision or team meeting, or by speaking to your
manager, or another manager. Informal approaches, when taken
early can improve a situation more quickly than ‘saving up’ evidence
to raise a concern under formal procedures. All registered services
must have a complaints procedure in place.




The following checklist may help you raise a concern.

/

Check your employer’s procedures for raising and
escalating concerns, including any whistleblowing policy.

Are you clear about what you are concerned about and
why? What evidence do you have?

Does this issue just affect you or can you raise your
concerns collectively? Even if no one else wants to raise
concerns you should still raise them.

Have you recorded your concerns anywhere in writing?

Even if you raised them verbally you should either follow
up with an email or record it somewhere so there is an
audit trail.

What do you want to achieve by raising the concern?

You should acknowledge any personal grievance you
have about the situation, but focus on the issue of safety
of people using services.

If you are having a meeting to discuss your concerns
make sure you are prepared for it.

Set out what your concerns are, the evidence in support,
what you have done, when and why.

Don't forget if you are a member of a trade union or
professional association you can contact them for advice
and/or support.

SECECINCICECECHCR ML

10 Raising concerns in the workplace




flowchart
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Can I raise a concern confidentially?

You can raise it in confidence or anonymously, but it is better to be
open about it. Your focus should be on protecting vulnerable people.

It can be difficult to speak out, but there are risks when you raise

a concern anonymously. Raising a concern anonymously makes it
more difficult to investigate the concern as the person raising the
concern is not known and it is therefore not possible to ask follow up
questions or request further information to assist the investigation.
It is also easier to get protection under whistleblowing law if you
raise the concern openly. It is also important to note that although it
is anonymous people may still guess who raised the concern.

Your employer’s policy should allow you to raise a concern
confidentially, which means your name will not be revealed without
your permission, unless required by law. When you raise your
concern you must make it clear if you are doing so confidentially.

What response should I expect when I raise a concern?

When raising a concern you should be listened to carefully and you
should not worry about how people react. Your employer should
investigate your concern, thoroughly, promptly and confidentially.
They should tell you how they intend to deal with your concern
and set a timescale for responding to you. If this is not the case
then you can go to a ‘prescribed person’ like the SSSC or Care
Inspectorate.

What to do if you're still not satisfied with how your
concern has been dealt with

If you have followed all processes available to you through your
employer without success or if you feel you cannot raise your
concern with your employer you can make a complaint directly
with a regulatory body. If your concern is about an individual or
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work colleague this should be raised with the relevant professional
regulatory body. If this is a social service worker or student it will be
the SSSC. If your concern relates to the quality of care provided by
a registered care service rather than an individual, raise it with the
Care Inspectorate which is the service regulator.

If your complaint relates to a social work service, you should make a
formal complaint through the local authority complaints process.

Information about what will happen when you raise a concern with
the SSSC is at http://www.sssc.uk.com/fitness-to-practise/
raising-a-concern/people-who-use-services,-carers,-
colleagues-and-the-public

If you or your employer refers a concern to the
SSSC or Care Inspectorate you will he expected
to cooperate and provide information to us



http://www.sssc.uk.com/fitness-to-practise

Part 2 Guidance for social
service employers and
managers

Developing a culture that encourages openness and honesty is
important so that staff feel comfortable with raising concerns. It

is everyone’s role to define and develop this mind-set and being
proactive about asking staff if they have any concerns for example
in supervision will help. Pressures in the work environment are
inevitable, but regularly taking the time to discuss these with staff
can be a good way to address any concerns the staff may have as
a result. You should proactively and routinely seek feedback from
staff and welcome complaints as a learning opportunity. We expect
organisations to have oversight of individual’s complaints and
consider making changes for everyone’s care as a result.

Many employers and managers are also registered with the SSSC
in their own right, and so must also comply with the SSSC Code of
Practice for Social Service Workers.

Employers must treat all concerns with equal importance however
they are raised. You should encourage and support a workplace in
which staff:

e can speak openly and freely about their concerns

e can be reassured that whatever they say will be treated with
appropriate confidence and sensitivity

e will be treated courteously and sympathetically and where
possible will be involved in decisions about how their concerns
are handled.

You must also make sure that you:
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e have policies and procedures in place to manage concerns which
all staff have access to

e proactively encourage all staff, including temporary staff, to raise
concerns about the safety of service users, including risks posed
by colleagues

e take all concerns seriously and ensure the person who raises the
concern is not victimised

e investigate all concerns properly and keep all staff up to date
with your progress

e protect any staff who raise concerns from unfair criticism or
retaliation, including any negative consequences and dismissal

e have systems in place to support staff who are the subject of
a concern, whether it is due to poor performance, health or
behaviour

e do not stop anyone from raising a concern.

It is important that the instructions you give to staff as managers or
employers, or the expectations you have of staff, do not negatively
affect the care given or their ability to comply with the SSSC Codes
of Practice.

You can find information from the SPSO on complaint handling here:
http://www.valuingcomplaints.org.uk
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Employer’s responsibility under the SSSC Codes of
Practice

The SSSC Code of Practice for Employers of Social Service Workers
sets out your responsibilities for making sure your workforce is
trusted, skilled and confident.

Duty of Candour

As part of developing a culture of openness and honesty
organisations should be aware of their Duty of Candour. The Duty
of Candour provisions set out a range of things that need to happen
when unexpected or unintended harm has occurred.
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Where does Duty of Candour come from?

The Duty of Candour provisions are set out in the Health (Tobacco,
Nicotine etc. and Care) (Scotland) Bill which was given Royal Assent
on 6 April 2016. The implementation date for the Duty of Candour
provisions was 1 April 2018.

The Act introduces a statutory organisational duty of candour on
health, care and social work services.

What is the Duty of Candour?

The overall purpose of the duty is to ensure that organisations
are open, honest and supportive when there is an unexpected or
unintended incident resulting in harm or death, as defined by
the Act.

Organisations must follow a duty of candour procedure which
includes notifying the person affected, apologising and offering a
meeting to give an account of what happened.

How can I find out more?

You can find more information including a leaflet on the NHS Little
Things Make A Big Difference web pages under the Duty of
Candour resources section.

There is a new elearning module which you can access from the
resources section and it is also available on the SSSC Learning
Zone.

The non-statutory guidance which underpins the organisational
duty of candour is available here: http://www.gov.scot/
Publications/2018/03/1321

You can also find information on the Scottish Government website:
https://www.gov.scot/Topics/Health/Policy/Duty-of-
Candour
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Further advice

If you need any further advice about raising a concern you can
contact the SSSC or the Care Inspectorate. Contact details are
noted below.

Scottish Social Services Council
Phone: 0345 60 30 891
Website: http://www.sssc.uk.com/contact-us

Care Inspectorate

Phone: 0345 600 9527

Website: http://www.careinspectorate.com/index.php/
contact-us
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About us
The Scottish Social Services Council

The Scottish Social Services Council (SSSC) was set up in 2001 as
the regulatory body for the social service workforce in Scotland.

Our work means the people of Scotland can count on social services
being provided by a trusted, skilled and confident workforce. We
protect the public by registering social service workers, setting
standards for their practice, conduct, training and education and by
supporting their professional development.

Where people fall below the standards of practice and conduct we
can investigate and take action.

The SSSC Codes of Practice for Social Service Workers and
Employers set the standards expected of social service workers and
employers. Workers and employers must keep to these standards to
protect and enhance the interests of people who use services. If a
worker does not adhere to the Codes of Practice then the SSSC may
investigate whether their fitness to practise is impaired.

The Care Inspectorate

The Care Inspectorate was established in 2011 as the regulatory
body for care services in Scotland. It has the general duty of
furthering improvement in the quality of care services in Scotland.

Its vision is that everyone experiences safe, high-quality care that
meets their needs, rights and choices.

The Care Inspectorate inspects registered care services, assessing
quality against the Health and Social Care Standards. It can
investigate complaints about care services. If it finds that care is not
good enough, it can take action including making recommendations
and issuing requirements for improvement and change.
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Appendix 1 — Resources

The SSSC has a number of different resources available to provide
help and support to social service workers and employers, including:

The Continuous Learning Framework introduces you to different
aspects of your learning and development in social services,
including how your employer can support you.

Making better decisions gives examples of situations and
dilemmas you may come across at work. It helps you to safely
experience the impact of the decisions you make in these situations
and to address these if something goes wrong.

You will find all our learning resources on the Learning Zone and
resources to support your leadership development on Step into
Leadership.

Duty of Candour

You can find guidance focusing on the implementation of the duty of
candour procedure for all organisations that provide health services,
care services or social work services in Scotland on the Scottish
Government website here:
https://www.gov.scot/Topics/Health/Policy/Duty-of-
Candour

The Scottish Social Services Council in partnership with Care
Inspectorate, Healthcare Improvement Scotland, Scottish
Government and NHS Education for Scotland has developed an
e-learning module on the Learning Zone for workers which will
support organisations with implementation.
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Appendix 2 - Help and advice

If you are not sure whether, or how, to raise a concern, you can get
advice from:

e a senior member of staff or an impartial colleague
e your trade union representative
e your professional association

e C(Citizens Advice
https://www.citizensadvice.org.uk

e an employment law solicitor — you can search the Law Society of
Scotland website for solicitors in your area
https://www.lawscot.org.uk/find-a-solicitor

e Advisory, Conciliation and Arbitration Service (ACAS) - a gov-
ernment body which provides free and impartial information and
advice to employers and employees on all aspects of workplace
relations and employment law
http://www.acas.org.uk

e Public Concern at Work - a charity which provides free, confiden-
tial legal advice to people who are concerned about wrongdoing
at work and not sure whether, or how, to raise a concern
http://www.pcaw.org.uk

Raising concerns at work, while the right thing to do, can be very
stressful, particularly if you are worried that you will receive a
negative response. It is important to stay focused on the issue you
raised concerns about, but you will need to be resilient to see things
through. It is important you get advice and support from the people
or organisations above and from family and friends.
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PURPOSE

The purpose of this report is to update the Committee on the outcome and
publication of the Joint Inspection of Adult Support and Protection Services in East
Dunbartonshire.

RECOMMENDATIONS

It is recommended that the Performance, Audit and Risk Committee:

Note the publication of the Joint Inspection of Adult Support and Protection Services
in East Dunbartonshire.

Note that the Action Plan in response to the inspection findings will be overseen by
the Adult Protection Committee reporting to the Chief Officer’'s Group.

CAROLINE SINCLAIR
CHIEF OFFICER, EAST DUNBARTONSHIRE HSCP
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BACKGROUND/MAIN ISSUES

On the 16th October 2023 the Care Inspectorate, His Majesty’s Inspectorate of
Constabulary in Scotland and Healthcare Improvement Scotland wrote to the Chief
Executive of East Dunbartonshire Council to advise that they would undertake a joint
inspection of Adult Support and Protection arrangements in East Dunbartonshire.

The focus of the joint inspection was to provide;

e Independent scrutiny and assurance of how partnerships ensure that adults at
risk of harm are kept safe, protected, and supported.

e Assurance to Scottish Ministers about how effectively partnerships have
implemented the Adult Support and Protection (Scotland) Act 2007.

e An opportunity to identify good practice and support improvement more
broadly across Scotland.

The Inspection Team conducted the investigation focussing upon two particular
areas of our work and quality indicators;

e Key adult support and protection processes
e Leadership for adult support and protection.

The Inspection was undertaken in phases between November 2023 and January 2024.
Actions carried out included a staff survey, preparation of a position statement,
provision of relevant supporting evidence, file reading and sampling of Social Work,
NHS and Police Scotland records, and focus groups with staff across the partnership
and third sector.

The first formal feedback on any element of the inspection findings was provided on
the 19th of February 2024 when the Care Inspectorate issued the draft report for
factual accuracy followed by the Professional Discussion 2 feedback which took place
on the 21st February 2024. The factual accuracy report feedback was provided in line
with the agreed timeline of 23 February 2024. The embargoed report was published
5t March 2024 and the report was finally published 12" March 2024.

FEEDBACK FROM INSPECTION / MAIN FINDINGS

The same methodology and approach has been applied by the Joint Inspection Team
across Scotland. East Dunbartonshire were one of six pilot inspection sites in 2017
the remaining 25 partnerships have been inspected following the development of the
inspection methodology. The full national cycle of inspection reports is now being
completed by the current Joint Inspections of the original six partnerships.

The Joint Inspection team report against the two key quality indicators using an
assessment grading of;

e Very Effective
e Effective with recommendations
e Important areas of weakness

East Dunbartonshire’s Joint Inspection report highlights significant areas of good
practice and areas for further development and concluded on an assessment grading
for the two quality indicators;
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e Key adult support and protection processes — Effective with
Recommendations

e Leadership for adult support and protection - Effective with
Recommendations

This evaluation is applied identifying that there are clear strengths supporting positive
experiences and outcomes for adults at risk of harm, which collectively outweighed the
areas for improvement.

The report highlights the following summary of strengths and areas of good practice;

e Adult support and protection inquiries were undertaken in line with the revised
code of practice. They were comprehensive, collaborative, and effectively
determined whether the three-point criteria was met.

e The quality of completed chronologies was a clear strength. Strong collaboration
and promotion of a trauma informed-approach supported effective decision
making and protective actions.

e Adult support and protection investigations were competent and comprehensive.
A significant number of health professionals were trained as second workers.
This ensured that adults at risk of harm benefitted from a collaborative and multi-
agency approach.

e Strategic leaders effectively communicated the joint vision for adult support and
protection. This was well understood by staff at all levels.

The report also highlighted three priority areas for improvement.

e The partnership should promote more consistent use of chronologies to inform
analysis and better reflect the impact of life events on the adult at risk of harm.

e The partnership should ensure that risk assessments are undertaken, and case
conferences held for all adults at risk of harm when necessary. These are key
components of protection and support for adults and will improve how protection
risks are identified and mitigated.

e The partnership’s self-evaluation framework should be assessed and refined to
ensure it can identify all areas for improvement. This will strengthen leadership
and governance of adult support and protection practice across the partnership.

Additional commendation was given in relation to the staff survey response which the
Joint Inspection Team identified as one of the strongest staff survey returns nationally,
reflecting the strength of our collaborative working and collective and shared ownership
of adult support and protection.

An Action/Improvement Plan will be developed in response to the areas for
improvement identified and this is to be submitted to the Care Inspectorate by the 24"
April 2024. The Action / Improvement Plan will be overseen by the Adult Protection
Committee reporting to the Chief Officer's Group.

IMPLICATIONS

The implications for the Board are as undernoted.

Relevance to HSCP Strategic Plan 2022-2025 Priorities;-
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5.1

6.0

6.1

6.2

Empowering People

Empowering Communities

Prevention and Early Intervention
Public Protection

Supporting Carers and Families
Improving Mental Health and Recovery
Post-pandemic Renewal

Maximising Operational Integration

ONoOOhWNE

Frontline Service to Customers — The inspection relates to the delivery of adult support
and protection services to customers.

Workforce (including any significant resource implications) — None

Legal Implications — The inspection relates to the delivery of statutory functions
specifically adult support and protection work and the inspection process is also in line
with statutory requirements.

Financial Implications — None.

Procurement — None.

ICT — None.

Corporate Assets — None.

Equalities Implications — None.

Sustainability — None.

Other — None.

MANAGEMENT OF RISK

The risks and control measures relating to this Report are as follows:-

The inspection process seeks to assess our key processes and strength or our
strategic leadership, in the delivery of Adult Support and Protection services in East
Dunbartonshire. The findings offer assurance that these are effective with clear
strengths supporting positive experiences and outcomes for adults at risk of harm,
with three priority area identified for further development.

IMPACT

STATUTORY DUTY - Scottish Ministers formally direct the Care Inspectorate to lead
a joint inspection and development of adult support and protection in collaboration
with Healthcare Improvement Scotland and His Majesty’s Inspectorate of
Constabulary in Scotland.

EAST DUNBARTONSHIRE COUNCIL — Adult Support and Protection services are
supported by East Dunbartonshire Council
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6.4

7.0

7.1

8.0
8.1

NHS GREATER GLASGOW AND CLYDE — Adult Support and Protection services
are supported by East Dunbartonshire Council

DIRECTIONS REQUIRED TO COUNCIL, HEALTH BOARD OR BOTH — No
Direction Required.

POLICY CHECKLIST

This Report has been assessed against the Policy Development Checklist and has
been classified as being an operational report and not a new policy or change to an
existing policy document.

APPENDICES
Appendix 1 — East Dunbartonshire Joint Inspection Adult Support and Protection
Report
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Joint inspection of adult support and protection in the East
Dunbartonshire partnership

Joint inspection partners

Scottish Ministers requested that the Care Inspectorate lead a second phase of joint
inspection and development of adult support and protection in collaboration with
Healthcare Improvement Scotland and His Majesty’s Inspectorate of Constabulary in
Scotland.

Phase two

This programme follows our phase one inspections. We published an overview
report which summarised the findings and key themes identified. Phase two is
closely linked to the Scottish Government’s improvement plan for adult support and
protection, and the national implementation groups which support it.

The joint inspection focus

Phase two joint inspections aim to provide national assurance about individual local
partnership’ areas’ effective operations of adult support and protection key
processes, and leadership for adult support and protection. We also offer a
summary of the partnerships’ progress since their inspection in 2017.

Updated codes of practice were published in July 2022. In recognition that adult
protection partnerships were at different stages of embedding these, we issued a
single question survey to all partnerships in Scotland. This asked respondents to
describe their approach to inquiry and investigation work and outline the role of
council officers. Twenty-two partnerships responded, and findings showed that
practice and adoption across Scotland is variable, with most areas having work to do
in this respect. The East Dunbartonshire partnership had fully adopted the codes of
practice.

The focus of this inspection was on whether adults at risk of harm in the East
Dunbartonshire partnership area were safe, protected and supported.

The joint inspection of the East Dunbartonshire partnership took place between
October 2023 and February 2024. We scrutinised the records of adults at risk of
harm for the preceding two-year period from October 2021 to October 2023.


https://www.careinspectorate.com/images/documents/7231/ASP%20The%20joint%20inspection%20of%20adult%20support%20and%20protection%20overview%20report%20June%202023.pdf
https://www.careinspectorate.com/images/documents/7231/ASP%20The%20joint%20inspection%20of%20adult%20support%20and%20protection%20overview%20report%20June%202023.pdf
https://www.gov.scot/publications/adult-support-protection-scotland-act-2007-code-practice-3/

Quality indicators

Our quality indicators? for these joint inspections are on the Care Inspectorate’s
website.

Progress statements

To provide Scottish Ministers with timely high-level information, this joint inspection
report includes a statement about the partnership’s progress in relation to our two
key questions.

e How good were the partnership’s key processes for adult support and
protection?

e How good was the partnership’s strategic leadership for adult support and
protection?

Joint inspection methodology

In line with the targeted nature of our inspection programme, the methodology for
this inspection included five proportionate scrutiny activities.

The analysis of supporting documentary evidence and a position statement
submitted by the partnership.

Staff survey. Two hundred and one staff from across the partnership responded to
our adult support and protection staff survey. This was issued to a range of health,
police, social work and third sector provider organisations. It sought staff views on
adult support and protection outcomes for adults at risk of harm, key processes, staff
support and training and strategic leadership. The survey was structured to take
account of the fact that some staff have more regular and intensive involvement in
adult support and protection work than others.

Respondents by Employer type

m Social Work
® Health
m Police
m Other
m Provider org




The scrutiny of social work records of adults at risk of harm. This involved the
records of forty adults at risk of harm who did not require any further adult support
and protection intervention beyond the initial inquiry stage.

The scrutiny of the health, police, and social work records of adults of risk of
harm. This involved the records of forty-two adults at risk of harm for whom inquiries
have used investigative powers under sections 7-10 of the 2007 Act. This included
cases where adult support and protection activity proceeded beyond the inquiry with
investigative powers stage.

Staff focus groups. We carried out three focus groups and met with 36 members
of staff from across the partnership to discuss adult support and protection practice
and adults at risk of harm.

Standard terms for percentage ranges

Data descriptors for percentage scale

All

Few Almost all
1%-19% 80%-99%
Some Most
20%-39% 60%%-79%

Just under Just over
half half
40%-49% 51%-59%

Half



Summary - strengths and priority areas for improvement

Strengths

Adult support and protection inquiries were undertaken in line with the revised
code of practice. They were comprehensive, collaborative, and effectively
determined whether the three-point criteria was met.

The quality of completed chronologies was a clear strength. Strong
collaboration and promotion of a trauma informed approach supported
effective decision making and protective actions.

Adult support and protection investigations were competent and
comprehensive. A significant number of health professionals were trained as
second workers. This ensured that adults at risk of harm benefitted from a
collaborative and multi-agency approach.

Strategic leaders effectively communicated the joint vision for adult support
and protection. This was well understood by staff at all levels.

Priority areas for improvement

The partnership should promote more consistent use of chronologies to
inform analysis and better reflect the impact of life events on the adult at risk
of harm.

The partnership should ensure that risk assessments are undertaken, and
case conferences held for all adults at risk of harm when necessary. These
are key components of protection and support for adults and will improve how
protection risks are identified and mitigated.

The partnership’s self-evaluation framework should be assessed and refined
to ensure it can identify all areas for improvement. This will strengthen
leadership and governance of adult support and protection practice across the
partnership.



How good were the partnership’s key processes to keep adults at
risk of harm safe, protected and supported?

Key messages

Initial inquiries effectively determined whether adults were at risk of harm. All
initial inquiries that involved investigatory powers were undertaken by a
council officer, in keeping with the adult support and protection code of
practice.

Comprehensive and timely investigations were conducted for adults who
required them. Health professionals were effectively deployed as second
workers when necessary.

Completed chronologies were of a high standard. The well-designed format
was co-designed with staff and supported trauma informed practice.
However, chronologies were not completed for some adults at risk of harm
who needed one.

Case conferences effectively determined what was needed to keep an adult at
risk of harm safe. Police and health always attended when invited. The
reasons why adults did not attend needed to be more accurately recorded in
the minutes of meetings.

Half of adults at risk of harm did not have a risk assessment and some adults
did not have a case conference when they should have done. Although the
quality of those completed was high, protection planning was inconsistent.

The application of local guidance linking the risk assessment and
management procedure (RAMP) was inconsistent. Some adults at risk of
harm subject to RAMP were therefore denied access to the safeguards adult
support and protection legislation offered.

Referrals to independent advocacy were not consistently made limiting the
adult at risk of harm’s ability to express their views and wishes.

We concluded the partnership’s key processes for adult support and
protection were effective with areas for improvement. There were clear
strengths supporting positive experiences and outcomes for adults at risk of
harm, which collectively outweighed the areas for improvement.



Screening and triaging of adult protection concerns

All adult support and protection referrals and adult concern reports were recorded on
the social work IT system upon receipt. This was overseen by the shared services
business support team. Referrals were then forwarded on to the relevant specialist
or locality team where social work team managers or deputising senior practitioners
screened all referrals and concern reports within one working day.

All adult protection referrals automatically triggered a duty to inquire under the Adult
Support and Protection (Scotland) Act 2007 unless there was already an ongoing
inquiry. Adult concern reports sent by the police were also escalated to an adult
protection inquiry where warranted.

Decisions to progress to an adult support and protection inquiry, were accurately
recorded as an outcome of the screening process.

Repeat adult support and protection referrals or adult concern reports received within
a six-month period were escalated to service manager level for a review of the
circumstances. Multi-agency meetings were frequently used options to share
information and agree a pathway for intervention if necessary.



Initial inquiries into concerns about adults at risk of harm

The partnership was an early adopter of the Scottish Government’s revised code of
practice for adult support and protection. It took positive steps to align social work
capacity and resources to ensure requirements were met. These measures
contributed to significant improvement in the quality of practice since the 2017
inspection.

Commendably, every initial inquiry where investigative powers were enacted was
carried out by a council officer in a timely manner. The quality of almost all inquiries
were good or better and completed in keeping with the principles of the act. The
three-point criteria was almost always correctly applied. Communication between
multi-agency partners at this early stage was effective. Strong management
oversight also complemented this effective area of practice. This level of
collaboration supported effective decision making and consequently every episode
reached the right stage of the adult support and protection process. In just over half
of initial inquires, the adult at risk of harm was informed of their rights and that they
were subject to adult support and protection activity.

Interagency referral discussions

Following a pilot in 2018, interagency referral discussions (IRDs) were included in
East Dunbartonshire partnership's local adult support and protection procedures.
They were managed under a joint protocol agreed by social work, Police Scotland,
and health and could be initiated by any partner.

While this was a very positive step taken by the partnership, IRDs were under-
utilised. This limited the potential benefits for considering and mitigating against risk
of harm. A more consistent approach would strengthen practice.



Inquiries including the use of investigatory powers
Chronologies

Where chronologies were completed, the quality was good or better in almost all
cases reflecting a significant strength in this area of practice. This was aided by a
well-designed tool available for and used by both child and adult protection services.
Strengths included the concise level of detail recorded and clear layout of key
events. This supported a trauma-informed approach that enabled staff to recognise
and take account of past and present complex life events.

Some records that should have contained a chronology did not. The partnership’s
own audits showed more work was needed to ensure that all adults at risk of harm
benefitted from this commendable approach.

Risk assessments

There was a risk assessment in half of the records we read. Where available, all
were timely and nearly always informed by multi-agency partners’ views. The quality
of those completed was mostly good or better. Positive features of completed risk
assessments included the comprehensive level of detail and analysis of risk.

While the overall quality of completed risk assessments was high, the partnership
must address the significant number of adults at risk of harm with no risk
assessment in their record. Risk assessments in cases not progressing to case
conference should be an area of particular focus. Risk assessment is a critical area
of practice that should be addressed to ensure all adults are safe from harm.

The partnership identified that risk assessment practice required improvement and
targeted improvement actions were ongoing.

Investigations

Almost all records included a comprehensive investigation. Positively they were
timely, and appropriate parties were involved every time including council officers.
Where second workers were needed, they were almost always deployed including
where health professionals were needed. The quality of most investigations was
good or better and almost all effectively determined if the adult was at risk of harm.
There was a combined inquiry and investigation template co-designed with staff that
supported this work. This template contributed to effective work in this important
area of practice in accordance with the code of practice.

Adult protection initial case conferences

Where case conferences took place, they effectively determined what needed to be
done to ensure the adult at risk of harm was safe, protected and supported. The
quality of case conferences was positive with almost all being good or better. Case
conferences were almost always undertaken in a timely manner with most involving
the relevant professional parties. Health and police attended every time they were
invited.
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Just under half of cases should have progressed to the initial case conference stage
but did not. For those cases that failed to progress, this meant the adult missed the
opportunity to benefit from careful protection analysis and planning. A common
diversion for those who should have progressed was the use of various pre-planning
meetings and the Risk Assessment and Management Procedures (RAMP). Senior
staff were clear that the RAMP process was specifically for complex cases that did
not meet the three-point criteria, but we found this varied. Both processes were
coupled together with adults frequently passing between the two processes. There
was inconsistency of practice in this area of work.

The adult’s attendance at case conferences is important but sometimes not
appropriate. Almost all records showed that adults were not invited to case
conferences with the reasons evident just under half the time. The commitment to
carer involvement was clearer. They were always invited where appropriate, were
well supported and attended every time.

Adult protection plans / risk management plans

Protection plans were completed when an initial or review case conference decided
that one was necessary to manage risk under adult support and protection or RAMP.
Cases that did not progress to case conference did not benefit from a risk
management plan. Some records did not have a protection plan when they should
have. This was an area of practice needing some attention. All of those completed
were up to date and almost all reflected the input of multi-agency partners. The
quality of most was good or better.

Adult protection review case conferences

The picture for review case conferences mirrors the issues in the initial case
conferences. They were timely, of good quality and effectively determined how to
keep the adult safe when they took place. Just under half the time they did not take
place when they should have.

Implementation / effectiveness of adult protection plans

The partnership used core group meetings where relevant, to review allocated
actions of protection plans arising from adult support and protection case
conferences. Where protection plans were in place, they were almost always
collaborative and effectively determined what was needed to keep the adult at risk of
harm safe. The quality of protection planning for adults who did not move on to case
conference was mixed. Too often the records did not detail what needed to be done
to keep adults safe from harm.

Large-scale investigations

The partnership recently updated its large-scale investigation guidance in 2023. No
large-scale investigations had been conducted during the inspection timeframe.
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Collaborative working to keep adults at risk of harm safe, protected
and supported.

Overall effectiveness of collaborative working

The partnership broadly followed the West of Scotland interagency adult support and
protection practice guidance 2019. The partnership has diverged from the West of
Scotland guidance for areas related to the Scottish Government’s revised code of
practice. Local operational adult support and protection procedures were updated in
2023 and took account of these changes. They were well embedded and supported
confidence amongst staff.

The partnership recently implemented a public protection website with both public
and staff facing pages. Although the adult protection pages still required some
development, they allowed staff to access policies, procedures and other relevant
documents more easily.

Staff felt they were well supported to work collaboratively. There was strong
collaboration evident in key areas of practice including investigations and case
conferences. Health and police attended all case conferences when invited and it
was clear from case conference minutes that agencies collaborated to support and
protect adults at risk.

Health involvement in adult support and protection

Community-based health services in the partnership area were well organised and
effective. Key health staff at all levels were often co-located with social work
colleagues which promoted effective networking and knowledge sharing. A
dedicated joint team worked closely with care home providers. The integrated care
home support team addressed care home related referrals in a timely manner and
supported improvements in practice that reduced risks to adults living in these
settings.

NHS Greater Glasgow and Clyde provided acute hospital services. In line with the
NHS public protection accountability and assurance framework, the NHS board
recently developed a public protection strategy and service. The public protection
leads attended the adult protection committee to ensure clear links and information
sharing.

Health staff made referrals for adult support and protection in some of the cases.
Timely feedback was provided to the referrer in most instances. Health staff fully
understood their role and what to do when concerns about an adult at risk of harm
arose. They were confident about appropriately escalating matters relating to adult
support and protection and applying the three-point criteria.

12



The quality of community health services interventions was always good or better.
The interventions provided following emergency readmissions were mostly good.
Medical examinations were always carried out when required. Commendably,
suitably qualified health professionals were always deployed as second workers
when appropriate. This was a strong area of practice. Health colleagues always
attended case conferences when invited however, in some cases the partnership did
not invite health colleagues. This was an area for improvement.

Health staff shared information appropriately and effectively. Commendably, in most
cases adult support and protection information was evident in and well recorded in
health records.

Capacity and assessment of capacity

For some adults at risk of harm, an assessment of capacity was necessary. Staff
sought these most of the time when required. A suitable health professional carried
out capacity assessments promptly when requested on all occasions. Overall, this
was a positive element of practice.

Police involvement in adult support and protection

Contacts made to the police about adults at risk were almost all effectively assessed
for threat of harm, risk, investigative opportunity, vulnerability and engagement
(THRIVE). Just over half of cases had an inaccurate STORM Disposal Code (record
of incident type).

In almost all cases the initial attending officers’ actions were evaluated as good or
better. The assessment of risk of harm, vulnerability and wellbeing was accurate
and informative in all cases. The wishes and feelings of the adult were always
appropriately considered and recorded.

Where adult concerns were recorded, officers did so efficiently and promptly on all
occasions, using the interim vulnerable persons database (iVPD).

In almost all instances, frontline supervisory input was evident. Supervisory
oversight was found to be good or better on most occasions.

Divisional concern hub staff actions and records were good or better in almost all of
the cases read, with a resilience matrix and relevant narrative of police concerns
recorded in all instances. Almost all referrals were shared by the divisional concern
hub timeously to partners.

The inspection team were encouraged by the commitment of Police Scotland in the
creation of a dedicated adult, support and protection team. Officers were tasked to
deal with any issues and work alongside statutory and third sector partners, to
improve the wellbeing of individuals who placed the greatest demands on services.
This resource commitment built on existing relationships and enhanced a
collaborative approach to complex or protracted cases.

The initiation of an escalation protocol review (instances of repeat police
involvement) appeared to be well embedded with almost all relevant cases following
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the protocol. When the escalation protocol was adhered to, almost all action was
rated good or better.

The Police attended case conferences on all occasions when invited. It was evident
that the Police were invited to most case conferences.

Third sector and independent sector provider involvement

The third and independent sector made a few adult support and protection referrals.
They provided additional support in some cases and were involved in delivering
crucial services relating to protection plans. Almost all adults at risk of harm who
needed additional support from services got it. For most adults, this support was
comprehensive, effective, and met the adult’s personal outcomes. All provider staff
who responded to the survey were supported to work collaboratively and understood
their role. They were positive about their opportunities to participate in multi-agency
training and development opportunities.
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Key adult support and protection practices
Information sharing

Information sharing between partners was timely and effective. Almost all staff
agreed that they understood their role and knew what to do if they were concerned
that an adult was at risk of harm. Local adult support and protection procedures
encouraged agencies to make referrals where there were concerns. On most
occasions, referrers were offered feedback in accordance with procedures.

Management oversight and governance

While most social work managers read adult support and protection records,
discussions and decisions from supervision were evident just under half the time.
Overall, most recording was in line with the needs of the adult at risk of harm.
Governance of police records was almost always evident. Commendably, health
records demonstrated management oversight most of the time.

Involvement and support for adults at risk of harm

The views of adults at risk of harm were almost always considered throughout their
adult support and protection journey. Potential barriers to their involvement were
effectively addressed, and effective support for the adult at risk of harm, was
provided in almost all cases. Unpaid carers were also consulted, and their views
consistently sought indicating a strong person-centred approach by staff.

Less positively, only a few adults at risk of harm were invited to case conferences.
These were critical decision-making forums that had the potential to change adults’
lives. More transparency in this important area of practice was needed.

Independent advocacy

Adults at risk of harm were not routinely offered advocacy. Reasons for not referring
to advocacy were not always recorded. A referral was made in just over half of the
cases where it was deemed appropriate. When the advocacy service was offered, it
was always provided timeously and helped the adults at risk of harm’s views to be
articulated and heard. A more consistent approach would benefit adults at risk of
harm to express their views.

Financial harm and alleged perpetrators of all types of harm

A few adults at risk of harm whose records we read experienced financial harm. The
partnership took effective multi-agency action to stop this harm in all cases. The
perpetrator was almost always known to the partnership, and it undertook the
necessary supportive work with them most of the time. The quality of work with
perpetrators was good or better in just over half of cases.
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Safety outcomes for adults at risk of harm

Almost all adults at risk of harm experienced some improvement to their safety due
to the partnership’s adult support and protection intervention. For most adults this
was a result of multi-agency working. Almost all adults who required additional
support received it.

Adult support and protection training

The partnership’s adult support and protection learning strategy was reviewed
annually. This supported a comprehensive and ambitious local multi-agency training
programme including a bespoke approach for local community health teams. All
social workers within adult services were expected to undertake council officer
training when they met the requirements set out in the revised code of practice. This
resulted in sufficient council officers to meet the demands of adult support and
protection work within the partnership.

Training was viewed very positively by staff. All survey respondents agreed that the

adult support and protection training that they received provided them with the skills,
confidence, and knowledge to undertake their role and duties.
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How good was the partnership’s strategic leadership for adult
support and protection?

Key messages

e The vision for adult support and protection was well understood by staff at all
levels across the partnership.

« Strategic leaders drove a high level of strategic collaboration that led to
impressive innovations and improvements in some areas of practice.

e The partnership had well embedded leadership and governance frameworks
that oversaw the quality of adult support and protection activity.

e The approach to self-evaluation should be assessed and refined to better
highlight those key areas for improvement identified. A more comprehensive
approach will strengthen the partnership’s delivery of competent and effective
practice.

e There was no involvement of adults with lived experience on the adult
protection committee. The partnership was implementing a strategy to
address this issue.

We concluded the partnership’s strategic leadership for adult support and
protection was effective with areas for improvement. There were clear
strengths supporting positive experiences and outcomes for adults at risk of
harm, which collectively outweighed the areas for improvement.
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Vision and strategy

The partnership had a clear vision statement it intended to refresh and promote in
the spring of 2024. Commendably, almost all staff agreed that local leaders provided
them with a clear vision for their adult support and protection work. Strategic leaders
and frontline staff worked in proximity and joint working practices promoted a culture
of co-production with staff. A champions group supported such initiatives. The adult
protection committee and lead officer played a key role in promoting the vision in
their work. The lead officer often attended team meetings and partner agency
forums to promote and embed adult support and protection priorities in practice.

The partnership’s vision would benefit from being more clearly embedded in their
strategic planning and delivery of core documents. This would provide a stronger
and more visible golden thread for its vision.

Effectiveness of strategic leadership and governance for adult support and
protection across partnership

The chief officers’ group provided the high-level oversight for adult support and
protection work. The group consisted of relevant agencies and meetings were
planned at regular intervals. There was good evidence that this meeting connected
well with the adult protection committee, public protection and wider health and
social care strategic groups.

The chief officers' group received regular adult protection performance reports as
well as briefings on the results of adult support and protection self-evaluation activity.
They ensured necessary scrutiny and analysis. The independent convenor oversaw
both child and adult protection committee activity which ensured a further layer of
scrutiny. The convenor and lead officers shared dedicated administrative support
that made effective use of their time.

Following the publication of the NHS Public Protection Accountability and Assurance
Framework NHS Greater Glasgow and Clyde developed an NHS GGC public
protection strategy. The public protection service was transitioning from a child
protection unit to a public protection service. Adult support and protection work was
well supported by the public protection leads and service team who attended the
adult protection committee. This strengthened links across protection agendas.

The adult protection committee oversaw five sub-groups. Two operated jointly with
the child protection committee. These arrangements provided opportunities for
collaboration which the partnership took advantage of including the development of
their effective chronology tool. Work across the sub-groups was collaborative and
well supported by the chief officers’ group. Improvement activities were co-produced
and included representation across sectors and staff groups. For example, this was
evident in their hoarding and self-neglect, integrated care home support team and
large-scale investigation work. The partnership’s efforts to promote this approach
was evident amongst staff who shared a very high level of staff confidence in their
strategic leadership team.

18



Effectiveness of leaders’ engagement with adults at risk of harm and their
unpaid carers

Adults and carers were not directly represented on the adult protection committee.
The partnership recognised this and placed a high value on the voice of lived
experience. There was previously a consultation sub-group that was deemed
impactful, but its lifespan had ended. In response, the adult protection committee
reviewed their approach and was actively developing a participation strategy. This
built on the positive achievements of the previous sub-group and was engaging
adults with lived experience to inform the partnership’s priorities and adult protection
committee business plan and improvement cycle.

This plan identified what needed to be done to further integrate the voices of those
with lived experience in the partnership’s improvement journey. The strategy aimed
to ensure the views of adults with lived experience was routinely captured and that
this influenced strategic change and improvement. These were cognisant with the
principles of adult support and protection legislation.

Delivery of competent, effective, and collaborative adult support and
protection practice

The partnership had tools in place to ensure a very high level of adult support and
protection work. Governance arrangements were long-standing and well embedded.
Self-evaluation, audit, and improvement activity was collaborative and inclusive.
However, despite these robust frameworks, there were several areas of key practice
that required close attention. This included chronologies, risk assessments,
protection plans, investigations, and case conferences.

While the quality of work done in these areas was sound, there were too many
instances where more adult support and protection work should have been done to
secure the safety of the adult. Adults who should have accessed these interventions
risked missing out on protection planning and mitigation.

The risk assessment and management procedure (RAMP) process was well
understood by social work managers and leaders. This level of confidence was not
consistent across frontline social work services or other agencies including health
and police. A few staff said the RAMP and adult protection key processes often
converged. While we commend the complex case RAMP alternative to adult support
and protection processes, there should be clearer delineation of those parallel
processes.

Quality assurance, self-evaluation, and improvement activity

The partnership had a strong history of undertaking annual multi-agency self-
evaluation activity that was thematic and took account of a small number of cases.
Commendably, the third sector was well represented in this process led by the adult
protection committee’s continuous improvement sub-group. This was stood down
during the Covid-19 pandemic but had re-started. Both the methodology and
approach were mostly sound including benchmarking against other relevant national
reports.
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Action plans developed following this work were embedded in the adult protection
committee’s improvement plan and overseen by the adult protection committee and
chief officers’ group. Actions relating to wider health and social care issues were
well connected to wider governance and reporting frameworks. Improvements were
joint in nature and crossed partner agencies.

Routine social work audits took place, some of which related to protection or high-
risk cases. Police Scotland G Division’s adult protection team took on a quality
assurance role in relation to the handling of adult concern reports and the adult
protection committee was well sighted on the NHS public protection governance and
accountability framework.

Overall, the deployment of multi-agency self-evaluation and audit was well
embedded and collaborative. That said, refinement was needed to ensure it more
accurately identified those areas for improvement noted in this inspection. Although
we are assured the systems to govern and oversee improvement were in place, a
more comprehensive approach was needed to impact more widely on areas for
improvement.

Learning reviews

The partnership had not undertaken any learning reviews during the timeframe of the
inspection. Learning points were addressed from an initial case review that was
undertaken.

The partnership updated their learning review protocol. This was a helpful document
that was aligned with the national guidance 2022 and provided a useful section on
implementing recommendations.
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Summary
Key processes

Overall, the partnership demonstrated resilience since 2017, including during the
Covid-19 pandemic. During this period, it had maintained their approach to self-
evaluation and audit and were early adopters of the code of practice.

The 2017 joint inspection of adult support and protection in East Dunbartonshire
highlighted chronologies as an area for improvement. In response, the partnership
implemented a chronology project in conjunction with staff from across children’s and
adult services. They effectively identified the barriers to creating, updating, and
reviewing chronologies. The resulting improvement ensured a shared template with
a focus on trauma and portability for young people transitioning from children's
services. A prompt for managers to check for completion of chronologies was
introduced to the reflective supervision tool in 2019 and staff were trained.
Subsequent partnership audits found quality had improved but challenges remained
with completion of chronologies. We found this remains the case. There was
significant improvement in the quality of chronologies, but completion had only
slightly progressed.

In 2017 just over half of initial inquiries were good or better. Improvement in this
area was significant with all initial inquiries now good or better. Compliance with the
code of practice was closely adhered to, with strong collaboration and oversight
evident.

In 2017 almost all adults at risk of harm had a risk assessment completed, but this
had since reduced to half. Protection plans had also declined from being present in
almost all cases to just over half. Where completed, the quality of risk assessment
had remained stable, with the quality of mostly good or better.

The quality of investigations in 2017 was a strength with almost all good or better.
This had reduced, but as in 2017 almost all effectively determined if the adult was at
risk of harm and all were completed timeously. A multi-agency approach was
evident. Commendably, health staff were trained and acted as second workers when
this was beneficial to the investigatory process.

Despite clear guidance the risk assessment and management procedure (RAMP)
was used for some adults at risk of harm as an alternative to adult support and
protection processes. This remains the case with convergence between the two
processes impacting on the outcomes of a few adults at risk of harm. Adults meeting
the three-point criteria should always access the protective safeguards afforded by
adult support and protection legislation. In 2017 The chief officers' group were
sighted on the need to monitor this delineation and oversight should continue as a
priority.
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Strategic leadership

The level of staff confidence in strategic leaders had improved since 2017 and was a
positive feature of this inspection, reflected in our staff survey. This foundation
forged close working relationships and confidence amongst staff across the
partnership.

In 2017 the strategic leadership team had a clear vision that promoted productive
and collaborative work for adult support and protection. There was effective
oversight of multi-agency practice and the partnership used long established self-
evaluation and audit activities to identify areas for improvement to good effect.

While this largely remained, the audit and self-evaluation approaches needed to be
reviewed to ensure that key areas for improvement were identified and subsequently
embedded in improvement plans. The competence and effectiveness of key areas
of adult support and protection practice will improve as a result.

The strategic leadership continued to promote collaborative working. Close working
relationships were evident at all levels, particularly between social work and health
staff in adult support and protection work. They were strong operational and
strategic partners. The integrated care home support team had reduced adult
support and protection referrals from care homes and ensured that protection issues
were dealt with consistently from a multi-agency perspective.

Next steps

We asked the East Dunbartonshire partnership to prepare an improvement plan to
address the priority areas for improvement we identify. The Care Inspectorate,
through its link inspector, Healthcare Improvement Scotland and His Majesty’s
Inspectorate of Constabulary in Scotland will monitor progress implementing this
plan.
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Appendix 1 — core data set

Scrutiny of recordings results and staff survey results about initial inquiries —
key process 1

Initial inquiries into concerns about adults at risk of harm scrutiny
recordings of initial inquiries

* 100% of initial inquiries were in line with the principles of the ASP Act

» 100% of adult at risk of harm episodes were passed from the concern hub to
the HSCP in good time

* 95% of episodes where the application of the three-point criteria was clearly
recorded by the HSCP

* 95% of episodes where the three-point criteria was applied correctly by the
HSCP

» 98% of episodes were progressed timeously by the HSCP

 Of those that were delayed,100% were one to two weeks

» 85% of episodes evidenced management oversight of decision making
» 100% of episodes were rated good or better

Staff survey results on initial inquiries

* 96% concur they are aware of the three-point criteria and how it applies to
adults at risk of harm, 2% did not concur, 1% didn't know

* 91% concur that interventions for adults at risk of harm uphold the Act's
principles of providing benefit and being the least restrictive option, 3% did not
concur, 6% didn't know

* 90% concur they are confident that the partnership deals with initial adult at risk
of harm concerns effectively, 3% did not concur, 7% didn't know

Information sharing among partners for initial inquiries

» 88% of episodes evidenced communication among partners
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File reading results 2: for 50 adults at risk of harm, staff survey results (purple)

Chronologies

* 61% of adults at risk of harm had a chronology
* 95% of chronologies were rated good or better, 5% adequate or worse

Risk assessment and adult protection plans

* 50% of adults at risk of harm had a risk assessment

» 74% of risk assessments were rated good or better

» 58% of adults at risk of harm had a risk management / protection plan (when
appropriate)

» 73% of protection plans were rated good or better, 27% were rated adequate or
worse

Full investigations

* 94% of investigations effectively determined if an adult was at risk of harm
* 100% of investigations were carried out timeously
* 72% of investigations were rated good or better

Adult protection case conferences

* 58% were convened when required

* 93% were convened timeously

* 100% were attended by the adult at risk of harm (when invited)
* Police attended 100%, health 100% (when invited)

* 93% of case conferences were rated good or better for quality
* 100% effectively determined actions to keep the adult safe

Adult protection review case conferences

» 45% of review case conferences were convened when required

* 100% of review case conferences determined the required actions to keep the
adult safe
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Police involvement in adult support and protection

* 100% of adult protection concerns were sent to the HSCP in a timely manner
* 93% of inquiry officers' actions were rated good or better
* 93% of concern hub officers' actions were rated good or better

Health involvement in adult support and protection

* 67% good or better rating for the contribution of health professionals to improved
safety and protection outcomes for adults at risk of harm

» 70% good or better rating for the quality of ASP recording in health records

» 74% rated good or better for quality information sharing and collaboration
recorded in health records

25



File reading results 3: 50 adults at risk of harm and staff survey results (purple)

Information sharing

* 98% of cases evidenced partners sharing information

* 95% of those cases local authority staff shared information appropriately and
effectively

* 95% of those cases police shared information appropriately and effectively
* 100% of those cases health staff shared information effectively

Management oversight and governance

* 69% of adults at risk of harm records were read by a line manager

 Evidence of governance shown in records - social work 76%, police 90%, health
61%

Involvement and support for adults at risk of harm

» 83% of adults at risk of harm had support throughout their adult protection
journey

» 76% were rated good or better for overall quality of support to adult at risk of
harm

* 90% concur adults at risk of harm are supported to participate meaningfully in
ASP decisions that affect their lives, 2% did not concur, 8% didn't know
Independent advocacy

» 58% of adults at risk of harm were offered independent advocacy
* 100% of those offered, accepted and received advocacy
» 100% of adults at risk of harm who received advocacy got it timeously.

Capacity and assessments of capacity

» 73% of adults where there were concerns about capacity had a request to health
for an assessment of capacity

* 100% of these adults had their capacity assessed by health

* 100% of capacity assessments done by health were done timeously

Financial harm and all perpetrators of harm

* 17% of adults at risk of harm were subject to financial harm
* 100% of partners' actions to stop financial harm were rated good or better

» 20% of partners' actions against known harm perpetrators were rated good or
better
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Safety and additional support outcomes

» 88% of adults at risk of harm had some improvement for safety and protection
* 93% of adults at risk of harm who needed additional support received it

* 86% concur adults subject to ASP, experience safer quality of life from the
support they receive, 3% did not concur, 11% didn't know

Staff survey results about strategic leadership
Vision and strategy

» 82% concur local leaders provide staff with clear vision for their adult support
and protection work. 5% did not concur, 13% didn't know

Effectiveness of leadership and governance for adult support and protection
across partnership

» 82% concur local leadership of ASP across partnership is effective, 2% did not
concur, 15% didn't know

» 78% concur | feel confident there is effective leadership from adult protection
committee, 3% did not concur, 18% didn't know

* 62% concur local leaders work effectively to raise public awareness of ASP, 10%
did not concur, 28% didn't know

Quality assurance, self-evaluation, and improvement activity

» 69% concur leaders evaluate the impact of what we do, and this informs

improvement of ASP work across adult services, 4% did not concur, 26% didn't
know

* 75% concur ASP changes and developments are integrated and well managed
across partnership, 4% did not concur, 21% didn't know
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2.1

PURPOSE

The purpose of this report is to present the Audit Scotland report on the NHS in
Scotland 2023.

RECOMMENDATIONS

It is recommended that the Performance, Audit & Risk Committee:

Note the contents of the Audit Scotland report on the NHS in Scotland 2023.

CAROLINE SINCLAIR
CHIEF OFFICER, EAST DUNBARTONSHIRE HSCP



3.1

3.2

3.3

3.4

BACKGROUND/MAIN ISSUES

This Audit Scotland report is an annual report and provides assurance over NHS
Scotland’s performance and finances and assesses the progress of ongoing reforms.

The report reflects the need for short-, medium- and long-term investment and reform
to ensure the future sustainability of the NHS in Scotland. It provides an update on
the implementation of longer-term reforms, such as the Sustainability and Value
Programme and the Care and Wellbeing Portfolio approach, alongside reporting on
how recovery has progressed.

The key messages from the report are set out below:

Significant service transformation is required to ensure the financial sustainability of
Scotland’s health service. Rising demand, operational challenges and increasing costs
have added to the financial pressures on the NHS and, without reform, its longer-term
affordability.

The NHS, and its workforce, is unable to meet the growing demand for health services.
Activity in secondary care has increased in the last year but it remains below pre-
pandemic levels and is outpaced by growing demand. This pressure is creating
operational challenges throughout the whole system and is having a direct impact on
patient safety and experience.

There are a range of strategies, plans and policies in place for the future delivery of
healthcare, but no overall vision. To shift from recovery to reform, the Scottish
Government needs to lead on the development of a clear national strategy for health
and social care. It should include investment in preventative measures and put patients
at the centre of future services. The current absence of an overall vision makes longer-
term planning more difficult for NHS boards.

There were a number of recommendations set out in the report for the Scottish
Government and for the Scottish Government and NHS boards collectively:

The Scottish Government should:

 develop and publish a national NHS capital investment strategy in 2024, stating how
spending is being prioritised and the overall estate is being managed (paragraph

30).

* ensure that the relationship between new financial engagement arrangements and
the NHS Scotland Support and Intervention Framework is widely understood by
stakeholders ahead of NHS boards preparing and submitting their 2024/25-26/27
financial plans (paragraph 39).

* publish a revised Medium-Term Financial Framework (MTFF) for health and social
care, following publication of its wider Medium-Term Financial Strategy (MTFES) in
2024 (paragraph 41).

» confirm which indicator(s) will be used to measure year-on-year reductions in
waiting times (paragraph 49).




* publish a National Workforce Strategy update for health and social care that
includes guidance on improving staff wellbeing and culture (paragraph 75) and
indicative workforce growth projections (paragraph 79) in 2024.

* revisit its NHS Recovery Plan commitments and use its annual progress updates to
report clearly and transparently on what progress has been made and whether those
commitments, or the targets and delivery timeframes related to them, need to
change and why (paragraph 92).

* publish clear and transparent annual progress reports on:

— the work being undertaken on the reform of services showing the effectiveness
and value for money of new innovations and ways of delivering NHS services
(paragraph 103)

— the Care and Wellbeing Portfolio to better show how it is making a difference
(paragraph 108).

» work with NHS boards, their staff, partners, and the public to develop a new long-
term vision for the wider health system by 2025 that sets out national priorities and
recognises the interdependencies in the healthcare system, to enable the necessary
reforms that will ensure the future sustainability of health services (paragraph 121).

The Scottish Government and NHS boards should:

» work together to progress the 13 actions set out in the Value Based Health and Care
Action Plan, empowering staff to take advantage of innovative opportunities for
service reform and transformation and measuring the difference Realistic Medicine is
making to outcomes and service sustainabilityl (paragraph 116).

» ensure that the new approach to self-assessment within the revised Blueprint for
Good Governance in NHS Scotland is rolled out across all NHS boards in 2024 and
that any areas for improvement identified are addressed (paragraph 126).

3.5 The Audit Scotland is included as Appendix 1.

4.0 IMPLICATIONS

The implications for the Board are as undernoted.

4.1 Relevance to HSCP Board Strategic Plan — none

4.2  Frontline Service to Customers — none

4.3  Workforce (including any significant resource implications) — none
4.4  Legal Implications — none

4.5  Financial Implications — none

4.6  Procurement — none

4.7 ICT — none.



4.8

4.9

4.10
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5.0

5.1

6.0

6.1

6.2

6.3

6.4

7.0

7.1

8.0
8.1

Corporate Assets — none.
Equalities Implications — none
Corporate Parenting — none

Other — none.

MANAGEMENT OF RISK

The risks and control measures relating to this Report are as follows:-

The risks are no risks to this report.

IMPACT

STATUTORY DUTY — None

EAST DUNBARTONSHIRE COUNCIL — none

NHS GREATER GLASGOW & CLYDE — none

DIRECTIONS REQUIRED TO COUNCIL, HEALTH BOARD OR BOTH — No Direction

required.

POLICY CHECKLIST

This Report has been assessed against the Policy Development Checklist and has
been classified as being an operational report and not a new policy or change to an
existing policy document.

APPENDICES
Appendix 1 — Audit Scotland Report — NHS in Scotland 2023
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Key messages

Key messages

1 Significant service transformation is required to ensure the
financial sustainability of Scotland’s health service. Rising
demand, operational challenges and increasing costs have added
to the financial pressures on the NHS and, without reform, its
longer-term affordability.

2 The NHS, and its workforce, Is unable to meet the growing
demand for health services. Activity in secondary care has
Increased In the last year but it remains below pre-pandemic
levels and is outpaced by growing demand. This pressure is
creating operational challenges throughout the whole system
and is having a direct impact on patient safety and experience.

3 There are a range of strategies, plans and policies in place for the
future delivery of healthcare, but no overall vision. To shift from
recovery to reform, the Scottish Government needs to lead on
the development of a clear national strategy for health and social
care. It should include investment in preventative measures and
put patients at the centre of future services. The current absence
of an overall vision makes longer-term planning more difficult for
NHS boards.




Recommendations

Recommendations

The Scottish Government should:

develop and publish a national NHS capital investment strategy in 2024, stating how
spending is being prioritised and the overall estate is being managed (paragraph 30).

ensure that the relationship between new financial engagement arrangements and
the NHS Scotland Support and Intervention Framework is widely understood by
stakeholders ahead of NHS boards preparing and submitting their 2024/25-26/27
financial plans (paragraph 39).

publish a revised Medium-Term Financial Framework (MTFF) for health and social
care, following publication of its wider Medium-Term Financial Strategy (MTFS) in
2024 (paragraph 41).

confirm which indicator(s) will be used to measure year-on-year reductions in
waiting times (paragraph 49).

publish a National Workforce Strategy update for health and social care that
includes guidance on improving staff wellbeing and culture (paragraph 75) and
indicative workforce growth projections (paragraph 79) in 2024.

revisit its NHS Recovery Plan commitments and use its annual progress updates
to report clearly and transparently on what progress has been made and whether
those commitments, or the targets and delivery timeframes related to them, need
to change and why (paragraph 92).

publish clear and transparent annual progress reports on:

— the work being undertaken on the reform of services showing the effectiveness
and value for money of new innovations and ways of delivering NHS services
(paragraph 103)

— the Care and Wellbeing Portfolio to better show how it is making a difference
(paragraph 108).

work with NHS boards, their staff, partners, and the public to develop a new long-
term vision for the wider health system by 2025 that sets out national priorities
and recognises the interdependencies in the healthcare system, to enable the
necessary reforms that will ensure the future sustainability of health services
(paragraph 121).




Recommendations

The Scottish Government and NHS boards should:

e work together to progress the 13 actions set out in the Value Based Health and
Care Action Plan, empowering staff to take advantage of innovative opportunities
for service reform and transformation and measuring the difference Realistic
Medicine is making to outcomes and service sustainability? (paragraph 116).

e ensure that the new approach to self-assessment within the revised Blueprint for
Good Governance in NHS Scotland is rolled out across all NHS boards in 2024 and
that any areas for improvement identified are addressed (paragraph 126).




Introduction

Introduction

1. The NHS provides a range of vital services to thousands of people,

everyday, across Scotland. We publish an annual report on the NHS in
Scotland to provide assurance over NHS Scotland’s performance and

finances and to assess the progress of ongoing reforms.

2. Our NHS in Scotland 2022 report focused on progress against

the NHS Recovery Plan 2021-2026 (published in August 2021), as the
health system emerged from the Covid-19 pandemic. It highlighted

that progress against recovery ambitions had been slow, and that the
financial, workforce and demand pressures faced by the NHS presented
an ongoing risk to recovery from the pandemic.

3. This report reflects the need for short-, medium- and long-term
investment and reform to ensure the future sustainability of the NHS in
Scotland. It provides an update on the implementation of longerterm
reforms, such as the Sustainability and Value Programme and the Care
and Wellbeing Portfolio approach, alongside reporting on how recovery
has progressed.

4. This includes an increased focus on funding and financial performance,
position and sustainability compared to our recent reports; analysis of
service performance and patient safety; and progress on wider reforms
aimed to ensure services are sustainable into the future. VWe outline our
audit methodology in Appendix 1, provide more detailed board level
performance data in Appendix 2 and comment on the progress made
against the recommendations from our NHS in Scotland 2022 report

in Appendix 3.

To note:

5. When reporting on funding and finances, we refer to changes in

real terms in this report. This means that we are showing financial
information for past and future years at 2022/23 prices, adjusted for
inflation so that they are comparable. To adjust for inflation we use gross
domestic product (GDP) deflators, which are published quarterly by

HM Treasury. GDP deflators are the standard approach adopted by both
the UK Government and Scottish Government when analysing public
expenditure. As a result of the way that GDP is calculated, Covid-19
resulted in volatility across 2020/21 and 2021/22. To compensate for this,
and to provide meaningful comparisons between years, we have used an
average GDP growth rate for 2020/21 and 2021/22 in our calculations to
separate inflation (increases in prices) from changes in outputs and those
largely attributable to Covid-19 spending.
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1. Financial performance and outlook

1. Financial performance

and outlook

The NHS in Scotland faces medium-term financial
challenges that highlight the need for service reform

Health funding has been increasing in real terms,
and is projected to take up an increasing share of the
Scottish Government’s budget

6. The Scottish Government manages health spending as part of its

overall budget process. Health remains the single largest area of Scottish
Government spending, accounting for 39 per cent of the budget in 2022/23.
Between 2013/14 and 2022/23, direct health spending has increased by

21 per cent in real terms. The Scottish Government health budget in
2022/23 was £17.8 billion. Most health funding is provided to territorial
boards to deliver services (Exhibit 1, page 8).

7. NHS boards delegate a significant proportion of their budget to
Integration Authorities (IAs) to fund health services such as

primary and community care. In 2022/23, territorial boards delegated
£7.2 billion directly to IAs, 49 per cent of their budgets. In turn, NHS
boards received £7.5 billion back to provide services on behalf of |As.
Alongside these payments NHS boards also transferred £0.7 billion

on behalf of themselves and |As directly to councils. The Accounts
Commission produces an annual report on the finances and performance of
Integration Joint Boards (IJBs), next due for publication in June 2024.

8. The Scottish Government received significant Covid-19 related funding
linked to increased UK Government spending in both 2020/21 and 2021/22.
A total of £2.9 billion (2020/21) and £2.6 billion (2021/22) of this funding
was used to support health and social care. From 2022/23 onwards,
however, any spending related to Covid-19 was expected to be funded
from the Scottish budget rather than from specific funding allocations and
be managed as part of NHS boards’ annual budget-setting processes.

This resulted in a real-terms decrease in health spending between

2021/22 and 2022/23, reflecting the reduction in Covid-19 related funding
(Exhibit 2, page 9).

9. The overall health and social care budget for 2023/24 was set at

£19.1 billion, representing over one-third of the total Scottish budget and

38 per cent of the discretionary budget, although in-year changes reduced this
to £18.9 billion.2 This means, in real terms, there was a small annual reduction
in the health budget of 0.2 per cent. However, this relates mainly to increases
in the annual transfers of social care funding to the local government portfolio

to support social care and mental health service delivery.

PR
o

Integration
Authorities

The Public Bodies
(Joint Working)
(Scotland) Act 2014
(the Act) requires
councils and territorial
NHS boards to

work together in
partnerships, known
as Integration
Authorities (IAs).

As part of the Act,
new bodies were
created — Integration
Joint Boards

(IUBs). The IUB is a
separate legal entity,
responsible for the
strategic planning

and commissioning

of the wide range

of health and social
care services across

a partnership area. Of
the 31 IAs in Scotland,
30 are IJBs and one
area, Highland, follows
a Lead Agency model.
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1. Financial performance and outlook

Exhibit 1.
Scottish Government health funding in 2022/23

Total Scottish Government Health Budget 2022/23

£17.8 bhillion
£17.4 billion £0.4 billion
Territorial boards National boards
£15.1 billion £2.2 billion
Scottish Government Scottish Government
sets revenue and sets revenue and
capital limits capital limits
Revenue Capital Revenue Capital
£14.6 billion £0.5 billion £2.1 billion £0.1 billion

l

Integration Authorities
£7.2 billion

Note: Figures may not balance due to rounding.
Source: Scottish Government Budget documents and NHS boards’ audited accounts

10. In its Medium-Term Financial Strategy (May 2023), the Scottish
Government reflected the Scottish Fiscal Commission’s projections that
health spending will grow faster than that of other public services.2, 4 The
growth in health spending up until 2027/28 was, however, one reason that
the Scottish Government forecast that its budget would potentially not be
enough to meet its spending commitments. This highlights the challenge of
meeting healthcare costs in the medium term.
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1. Financial performance and outlook

11. The Scottish Government published its 2024/25 budget plans in
December 2023, with the health budget of £19.5 billion representing a real-
terms annual increase of 1.7 per cent and reflecting the longer-term trend of
real-terms increases in health spending. The Scottish Government published
a single-year budget but has indicated that it intends to provide further
public sector-wide spending plans in 2024, including a refreshed Medium-
Term Financial Strategy, Resource and Capital Spending Reviews and an
Infrastructure Investment Plan.

Exhibit 2.

The health budget has been increasing in real terms since 2013/14
Specific funding was given to support the response to Covid-19, and funding is now
increasing again annually.

( )
________________________________________________________________________ The Scottish Government
" Included £2.9 billion of i Included £2.6 billion of ;| continues to distribute funding
: additional Covid-19 funding | | additional Covid-19 funding | | throughout the year, which will
' 2020/21 E i 2021/22 E reduce Centrally held fundlng

e T | and increase the final budgets
provided to NHS boards

2023/24, 2024125 €
J

£ billion
e [£17.§bn ][£18.?bn][£19:5bn]
20 : "
15
10
5 2013/14 to 2017/18
0
2018/19 2020/21 2022/23 2024/25
— Health budget in 2022/23 prices — Health budget (cash terms)
B Board revenue Board capital M Central and other funding
Notes:

1. The total health budget reflects the position from relevant Scottish Government budget
documentation as at December 2023. From 2022/23 it is shown in both cash and real terms, but
all other figures have been adjusted to 2022/23 prices.

2. Board allocations reflect the final allocations to NHS boards up to 2022/23 and assume all capital
funding distributed to boards from 2023/24 onwards.

3. Central funding represents the difference between the health budget and direct board allocations
and, from 2023/24 onwards, funds distributed in-year. It also includes some technical elements of
the Scottish Budget and so differs from the ‘Centrally retained’ funding in Exhibit 1.

Source: Audit Scotland analysis of Scottish Government budget documentation and NHS boards'
audited annual accounts
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The Scottish Government has made progress in
moving boards towards receiving their calculated
share of the health budget

12. The Scottish Government uses a formula developed by the NHS
Scotland Resource Allocation Committee (NRAC) to assess how much
funding each of Scotland’s 14 territorial NHS boards should be allocated.
NRAC funding covers hospital and community health services and GP
prescribing. It considers many factors that influence the need for, and
cost of, providing healthcare such as population size, deprivation levels
and geographical differences.

13. The Scottish Government currently adjusts NRAC allocations to

reflect specific need and ensure stability of funding, with some boards
receiving more than their formula allocation (and others less). The Scottish
Government committed to moving all boards closer to receiving their
NRAC calculated share of funding, known as parity, by gradually increasing
all annual resource allocations to boards in real terms, but giving those
boards receiving above target allocations smaller relative increases.2

14. Following the extraordinary measures taken throughout the Covid-19
pandemic, including suspending medium-term planning arrangements
and using Covid-19-specific funding to ensure that boards were fully
funded, moving towards parity has resumed in 2023/24. Currently no
board is more than 0.6 per cent below parity (compared to 0.8 per cent
in 2018/19).8 The Scottish Government has committed to reviewing the
NRAC formula and this work is currently ongoing.

All boards met financial break-even requirements
in 2022/23, but over one-third of territorial boards
needed financial support to do so

15. In 2020/21 and 2021/22, the Scottish Government provided non-
repayable financial support to ensure all NHS boards delivered financial
balance due to the exceptional financial challenges related to responding
to the Covid-19 pandemic. From 2022/23, however, boards were again
expected to operate within their financial targets. They can also make use
of limited financial flexibilities, allowing them to operate within one per
cent of their core revenue budget, offsetting any annual overspend over
the next two years (‘three-year break-even’).

16. All 22 NHS boards met their break-even requirements in 2022/23,
but this was achieved only after five territorial boards received additional
funding from the Scottish Government, and one made use of the three-
year flexibility:

e NHS Ayrshire and Arran (£25.4 million), NHS Borders (£11.7 million),
NHS Dumfries and Galloway (£9.3 million), NHS Fife (£9.7 million) and
NHS Highland (£16.0 million) all received additional financial support
(brokerage).

Core revenue
budget

NHS boards receive
budget limits from the
Scottish Government.
These are referred

to as the revenue
resource limit (RRL)
and capital resource
limit (CRL).

Core revenue budgets
are those spent on
delivering services, for
example to pay staff
and buy medicines.

Core capital budgets
are spent on building
and maintaining

the NHS estate or
investing in new
medical equipment.

Non-core budgets
are for technical
accounting
adjustments, for
example depreciation.
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1. Financial performance and outlook

e NHS Tayside made use of the three-year flexibility to allow it to spend
an additional £9.6 million in 2022/23.

From 2022/23, additional funding will again be repayable. The Scottish
Government will set repayment terms only once these boards have
returned to a break-even position.

Seven boards failed to make planned savings in
2022/23 and the NHS remains reliant on one-off
savings

17. In 2022/23, NHS boards were once again required to produce three-
year financial plans. Boards had to prepare to manage the end of Covid-19-
specific funding streams despite some associated costs continuing. The
three-year plans submitted to the Scottish Government in 2022 indicated
that, in 2022/23, three of the 14 territorial boards and seven of the eight
national boards expected to break even, subject to achieving £620.6 million
of savings.

18. The final health budget undergoes significant in-year changes due

to a number of factors. In-year funding allocations to boards, alongside
additional support and flexibilities, reduced the 2022/23 required savings
to around £464 million, with boards collectively achieving £441 million of
this target. Notably, however, two-thirds of the savings delivered were
one-off, non-recurring measures which will not contribute to efficiencies
on an ongoing basis.

19. For 2023/24, the Scottish Government has set an NHS-wide target
for boards to deliver recurring annual savings equivalent to three per
cent of their baseline RRL. \While boards did deliver savings equivalent
to three per cent of the baseline RRL in 2022/23, two-thirds of savings
were non-recurring in nature and seven boards failed to achieve their
own revised savings targets. The level of savings, both in value and the
reliance on one-off, non-recurring savings, was in line with historical
(pre-Covid) savings delivered (Exhibit 3, page 12).

Even if ambitious future savings targets are achieved,
boards are likely to require further financial support

20. The savings identified in the 2023/24 three-year financial plans will
not be sufficient to allow boards to break even. At the beginning of
2023/24 only 62 per cent of required savings had been identified, with
a further 20 per cent to be drawn from identified potential savings and
18 per cent remaining unidentified. Even if savings in excess of those
delivered in recent years are achieved, and savings are delivered as per
the plans, it was forecast that annual deficits in excess of £0.5 billion
would still require to be addressed by 2025/26 (Exhibit 4, page 13).

Baseline RRL

Boards' revenue
budgets are further
split into recurring
funding that will be
received every year,
and specific funding.

This allows boards to
identify their ‘baseline’
revenue funding,
which is the funding
they can be certain
they will receive in
future years to meet
day-to-day spending.

The Scottish
Government and

NHS boards can then
use this baseline
budget as part of their
medium-term financial
planning, including
the savings they may
need to make.

1



Exhibit 3.

1. Financial performance and outlook

Historically boards have found it difficult to deliver planned savings and have often
relied on non-recurring measures, as in 2022/23

Savings made (£ million)

Non-
NHS Board recurring Total

NHS Scotland 145.5
NHS Ayrshire & Arran 6.5
NHS Borders 2.4
NHS Dumfries & Galloway 2.2
NHS Fife 3.0
NHS Forth Valley 9.0
NHS Grampian 2.5
gggg?);?/a;eélyde 54.8
NHS Highland 3.0
NHS Lanarkshire 9.5
NHS Lothian 14.7
NHS Orkney 0.9
NHS Shetland 1.2
NHS Tayside 4.4
NHS Western Isles 2.2
NHS 24 1.3
NHS Education 00
for Scotland

NHS Golden Jubilee 1.0
NHS_NationaI 147
Services Scotland

Healthcare Improvement 04
Scotland

Public Health Scotland 4.3
Scottish Ambulance Service 7.5
The State Hospital 0.0

Source: Audit Scotland analysis of NHS audited information

@ Savings target met

295.5
4.8
7.6

21.3
6.8
20.3
7.7

119.7

7.0
45.0
91
24
29
19.0
1.8
1.4

2.8

2.0

3.1

0.0

0.3

9.9
0.8

Savings

made as a

Savings| percentage

target| of baseline

(€ million) RRL (%)

441.0 464.0 © 35
11.3 16.7 @ 1.4
10.0 115 Q@ 4.3
235 235 @ 70
9.8 117 @ 1.3
29.3 293 @ 4.9
10.2 54 @ 1.0
174.5 1745 @ 70
10.0 26.0 @ 1.4
54.5 545 @ 4.0
23.8 259 @ 15
3.2 49 Q 5.7
4.1 31 @ 7.2
23.4 234 @ 2.7
4.0 40 @ 4.8
2.6 26 @ 3.2
2.8 28 @ 0.6
3.0 46 Q 4.3
17.8 16.8 @ 4.8
0.4 00 @ 1.2
4.6 46 @ 8.7
17.4 174 @ 5.5
0.8 08 @ 2.1

© Savings target not met
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Exhibit 4.

Even if savings are delivered as planned over the next three years, significant
forecast deficits remain to be addressed

£ million

1,000
900
800
700 511
600 577 561
500
400
300
200

100

2018/19 2019/20 2022/23 2023/24 2024/25 2025/26
Actual Forecast

Bl Recurring B Non-recurring 1 Remaining deficit

Notes:

1. 2020/21 and 2021/22 are excluded due to operational pressures and funding arrangements related
to Covid-19. 2022/23 totals differ between Exhibits 3 and 4 by £1 million due to rounding.

2. Savings achieved in 2022/23 were equivalent to 3.5 per cent and planned savings in 2023/24 are
equivalent to 3.2 per cent of baseline RRLs. Planned savings in 2024/25 and 2025/26 are around
2 per cent of forecast annual Core RRLs. Remaining deficit is against forecast Core RRLs.

3. Figures for 2023/24 onwards have not been adjusted by Audit Scotland as they were adjusted by
boards when preparing their financial plans.

Source: Audit Scotland analysis of NHS audited information and the Scottish Government’'s summary
of NHS board three-year financial plans submitted to them in summer 2023

21. A total of £200 million was provided to boards over the summer of
2023 in in-year adjustments, including money for new medicines funding,
movement towards NRAC parity and to address issues of financial
sustainability. The latest assessment, made at the mid-point of 2023/24,
is that this additional funding has now reduced the forecast 2023/24
deficit to around £400 million but the level of savings achieved by NHS
boards is behind schedule.
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NHS boards faced significant cost pressures in
2022/23, with staff and prescribing costs increasing
alongside inflation

22. Direct responses to Covid-19 within the healthcare environment, the
pandemic-related healthcare backlog, and wider societal and behavioural
changes have altered how health services are delivered. In 2022/23,
boards had to manage the end of Covid-19-specific funding streams,
although some associated costs continued. At the same time, general
inflationary pressures, increasing utility prices and higher than expected
pay deals have increased significant areas of NHS spending. For example,
the costs associated with primary and secondary prescribing rose, in real
terms, with increases in unit costs. These external factors have resulted
in increased volatility as boards have tried to plan in the medium term
(Exhibit 5, page 15).

Staffing remains the most significant cost for NHS
boards and will continue to increase

23. Staff costs across the NHS increased again in 2022/23, both in

real terms and as a proportion of overall NHS spending, to £9.8 billion.
Commitments around pay, and terms and conditions, play an important
role in the recruitment and retention of staff. Staff costs are subject to
annual increases but will also rise because of recruitment ambitions to
increase the number of NHS employees, including nurses and doctors
There is an ongoing commitment to no compulsory redundancies for
NHS staff.

24. Recently agreed pay deals, reflecting higher than expected inflation,
resulted in significant wage increases across the public sector. For
example, junior doctors in Scotland agreed to a 4.5 per cent wage deal in
2022/23, with an average increase of 12.4 per cent agreed for 2023/24.
Similarly, NHS workers subject to the Agenda for Change agreement
(which includes nurses, midwives, paramedics and others) agreed an
average 7.5 per cent increase in pay in 2022/23, with a further 6.5 per
cent average increase in 2023/24.

25. The National Workforce Strategy for Health and Social Care in
Scotland (March 2022) committed to increasing the NHS workforce over
the next five years by one per cent (1,800 Whole Time Equivalent (WTE))
to ensure there is sufficient workforce capacity, but this does not take
into account any reduction in WTE hours. Forthcoming changes such as
the intention to move staff, including nurses, to a 35-hour working week
will mean more WTE staff being needed to meet staffing requirements
and provide the same number of working hours.

14
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Exhibit 5.

Boards faced significant cost pressures in 2022/23 and these pressures
are likely to continue

Net expenditure
£17.0 billion

Staff costs
£9.8 billion

Medical and dental staff
£2.3 billion

O ° Agency staff costs?
'. £381.8 million

(3.9% of total staff costs)

Including medical agency?
£119.6 million

(+10% since last year)

Change since last year’

¥ -60%

4 04%

Nursing and midwifery
£3.7 billion

S 275%

Including nursing agency?
£169.7 million

(+79% since last year)

Change from five years ago'

4 136%
4 235%

Other staff, including AHPs
£3.8 billion

4 972%

Cost of using the nursing bank*
£277.7 million

(+12% since last year)

Prescribed drugs costs

Y o
£21 billion 4 o6% L 37%
In primary care: . .
£1.1 billion 4 o05% ¥ 54%
In secondary care:

° o
£979.9 million % o07% 4 169%

7 Capital and estate costs
Expenditure: £5628.5 million

¥ 31%

Backlog maintenance of £1.1 billion at the end of 2022
Energy costs: +21% in a year

Cleaning costs: +28% in a year

Cont.
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Change since last year’ Change from five years ago’

Clinical negligence and other risks
indemnity scheme (CNORIS)

Set aside to manage future

potential clinical negligence
payments: ‘ 3.5% ‘ 11.5%
£804.2 million

Notes:

1. All changes are in real terms.

2. Agency staff costs (£381.8 million) are as reported in NHS staff and remuneration reports. This
includes all agency and directly engaged staff, for example those on temporary contracts, and not
just medical and nursing agency staff.

3. Medical agency (£119.6 million) and nursing agency (£169.7 million) costs are included in this overall
figure and are published separately by NES.

4. Costs related to the use of the nursing bank are not included within agency costs, or separately
disclosed in NHS board accounts, but are published by NES.

Source: Audit Scotland analysis of NHS boards’ 2022/23 audited accounts, Scottish Government
management information and NES Workforce statistics

26. Total agency staff costs continued to rise in 2022/23, increasing

by over 25 per cent overall, and with a significant annual increase in
spending on agency nurses (79 per cent). Increases in spending on
agency staff, however, pre-date this and, at the same time, use of
nursing bank staff has also been increasing. Boards spent £278 million
on nursing bank staff in 2022/23, an annual real-terms increase of

12 per cent and 50 per cent since 2018/19.8 In 2023, the Scottish
Government removed flexibilities on the use of agency staffing which

it had introduced during the Covid-19 pandemic, with the impact of this
likely to be shown in 2023/24 NHS spending. Nonetheless, agency and
bank staffing is likely to remain a significant cost while vacancies are filled
on a permanent basis (paragraph 71).

Capital funding will not be sufficient to deliver
new healthcare facilities and also maintain the
current estate

27. The capital budget available to NHS boards has been increasing in
recent years, but this has largely been commmitted to pay for specific new
building projects, including the development of the National Treatment
Centres (NTCs). Hospitals represent 60 per cent of the total estate, and
investment in recent years has resulted in a newer estate. Around 70 per
cent of the estate is in good condition and used efficiently.?
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28. Future capital funding available, however, is likely to be constrained.
The Scottish Government's overall capital funding now includes ring-
fenced funding for research and development. The funding that can be
spent on equipment, new buildings and maintenance is therefore unlikely
to keep pace with increasing costs and existing commitments related

to delivering the NTCs. While this will impact wider investment in new
buildings, it also means that the funding available for maintaining the
current estate is unlikely to be sufficient (Case study 1).

Case study 1.

National Treatment Centres

In the NHS Scotland Recovery Plan 2021-2026, the Scottish Government
announced plans for a network of National Treatment Centres (NTCs).
These were expected to contribute to the overall ambition of delivering
55,000 additional inpatient and day case procedures by 2025/26 (NTC's
delivering 40,000 of these) and involve significant recruitment (1,500
NTC-based staff).

Initially, nine NTCs were announced, to be completed by 2026 at

an estimated cost of £400 million, including the second phase of
development at the Golden Jubilee Hospital. The programme was then
extended to include the redevelopment of the Princess Alexandria Eye
Pavilion, bringing the total number of NTCs to 10, with costs revised to
£600 million.

Currently, only three NTCs are operational (Golden Jubilee Phase 1,
NHS Fife and NHS Highland), with Golden Jubilee Phase 2 and the NTC
located in NHS Forth Valley now due to open in 2024.

The NTC located in NHS Ayrshire and Arran was scheduled to open as
planned in 2025, but delays and slippage across the programme meant
the remaining five NTCs would not be delivered until 2027, impacting
their contribution to the 2025/26 activity targets. Due to global supply
chain issues and construction inflation, the cost of building the remaining
NTCs has also been significantly revised. The latest estimates available
indicated that the first four NTCs have cost around £190 million to build,
and that the cost of building five of the six remaining NTCs would be
£730 million (not including the NTC based in NHS Lanarkshire).

Following the 2024/25 budget in December 2023, the Scottish
Government indicated that all major projects in construction will be
completed, including Phase 2 of the Golden Jubilee, but that NHS boards
should pause the development of any projects that have not yet passed
certain development milestones. This includes the remaining six NTCs.

Source: Audit Scotland
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29. There is already a significant backlog of maintenance required across
the NHS estate, with the identified backlog now exceeding £1.1 billion
(Exhibit 6). As capital budgets available for new buildings and maintenance
decrease, 1t is not clear how boards will address both routine and backlog
maintenance requirements as the existing estate ages.

30. In our recent briefing Investing in Scotland’s Infrastructure, we set
out the challenges the Scottish Government faces as it looks to manage
a decreasing capital budget while meeting its infrastructure investment
ambitions. Deployment of limited health capital funding will require clear
strategic oversight of the national estate, alongside transparency about
how projects are being prioritised, and coordinated action to address

the maintenance backlog. A national NHS capital investment strategy,
drawing upon current information about the state of the estate and up-to-
date cost projections for new building projects, would help to ensure
that the existing estate can be maintained and reshaped to meet future
clinical needs.

Exhibit 6.

The maintenance backlog across the NHS estate now exceeds £1.1 billion,
almost double the total 2022/23 capital budget and three times the future
budgets that can be spent to address it

£ billion
1.2
1.0
0.8
0.6
0.4 0.3
0.2 I
0.0
2014/15 2016/17 2018/19 2020/21 2022/23 2024/25
B Backlog B Budget B Budget available B Ring-fenced budget
for investment
Notes:

1. Work to assess the value of maintenance required was not undertaken in 2021.
2. Figures may not total due to rounding.

Source: Audit Scotland analysis of Scottish Government budget documentation and management
information related to backlog maintenance
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Currently, Reinforced Autoclaved Aerated Concrete
(RAAC) across the NHS estate is unlikely to require
significant spending in the short term

31. RAAC represents a risk to the public sector estate and, under certain
circumstances, requires immediate remedial work to be undertaken.
Initially, a desktop survey was completed by NHS boards to assess
which properties may contain RAAC. Across 11 territorial boards,

254 properties were identified as having a high or medium likelihood of
containing RAAC. Information about these properties was published on
relevant board websites and on the NHS Scotland Assure website. NHS
Scotland Assure then led a national programme of physical surveys of
these properties to assess the presence of RAAC across the NHS estate
in Scotland, concluding this work in November 2023.

32. Of the buildings physically surveyed, RAAC was identified as being
present in 32. This resulted in the planned closure of one building being
brought forward, and remedial work being undertaken at another.

No urgent remedial work was required at the other 30, with ongoing
monitoring deemed appropriate. This has limited the immediate potential
demand on the capital budget that widespread remedial work would
have necessitated.

33. Since the initial survey work was undertaken, a further 150 buildings
have been identified or reclassified as having a potentially medium or high
likelihood of containing RAAC. The programme of physical survey work
has been extended to these sites and is expected to conclude in March
2024, prior to physical surveys then being carried out on those properties
identified as having a low likelihood of RAAC being present.

Recognising the scale of the overall financial
challenge the Scottish Government has put in place a
range of support for boards

34. The Scottish Government has now established the Financial
Improvement Group (FIG) to monitor and support boards in delivering
their planned savings and wider elements of financial planning. Made
up of senior stakeholders from across NHS boards and the Scottish
Government, the FIG meets monthly to support boards and Health and
Social Care Partnerships (HSCPs)/Integration Joint Boards (IJBs) to work
towards achieving financial balance, supporting the wider Sustainability
and Value Programme (paragraph 98).

35. Boards continue to develop their own financial plans but, on
submission to the Scottish Government, these are reviewed by the FIG
which gives its opinion on the level of detail and assurance provided. In
2023, a small number of boards were asked to resubmit their financial
plans following this initial review (Exhibit 7, page 21).
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36. The Scottish Government has now established a central Financial
Delivery Unit (FDU). The FDU is aiming to support the delivery of board
savings at a more operational level, assisting boards in identifying
savings and supporting their delivery by issuing detailed guidance on
how individual boards made specific savings so that others can look to
implement the same measures.

There is a need for greater clarity about Scottish
Government monitoring and support as financial
challenges become more widespread

37. Alongside the work of the FIG and FDU, the Scottish Government
has introduced new financial support and engagement arrangements for
2023/24 to help individual boards address the financial challenges they
are facing. NHS boards have been categorised into three engagement
groups: Tailored Support; Enhanced Monitoring and Quarterly
Engagement. Those in the first two categories received specific support
to develop current financial plans aimed at improving the underlying
financial health of the board.

38. Where NHS boards are not delivering effective performance against
agreed outcomes or appropriate governance, or are facing significant
financial challenges, boards may be subject to additional scrutiny and
support through the NHS Scotland Support and Intervention
Framework (the framework).1? The Scottish Government'’s National
Planning and Performance Oversight Group (NPPOG) considers both
performance and finances when deciding where to place a board on
the framework, which consists of five levels. Each increase in the level
assigned corresponds to increased formal monitoring and intervention
from the Scottish Government. Six NHS boards are currently escalated to
stage three or above on the framework (Exhibit 7, page 21).

39. Historically, where a board required additional financial support
(brokerage), or was forecasting significant deficits, they would have been
escalated up the framework. Escalation on the framework was paused
at the end of March 2020 to enable all boards to focus on ensuring an
effective response to the pandemic. Due to systemic financial pressures
emerging across boards in the medium term there is a need for greater
clarity around the level of support offered to boards. This includes clearly
communicating how decisions are made about boards being assigned
to an engagement level; how boards can move to a lower engagement
level; and the relationship between financial support categories and
placement on the more formal framework. The Scottish Government
needs to clarify the plans for future escalation on financial grounds and
ensure that the placement of boards on the framework, and what this
means, is communicated and understood.

NHS Scotland
Support and
Intervention
Framework

Stage 1 — steady
state: NHS boards

are delivering in line
with agreed plans.
Normal reporting
arrangements in place.

Stage 2 — enhanced
monitoring: Some
variation from agreed
plan(s), possible
delivery risk if no
remedial action is
taken.

Stage 3 - enhanced
monitoring and
support: Significant
variation from plan,
risks materialising,
Scottish Government
commissioned tailored
support package is
required.

Stage 4 — senior
external support and
monitoring: Significant
risks to delivery and
tailored support is not
producing the required
improvements. Senior
level external support
required.

Stage 5 — statutory
intervention: The
level of risk and
organisational
dysfunction is so
significant that the
NHS Board requires
direct intervention
using statutory
powers of direction.
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Exhibit 7.

Scottish Government financial support arrangements 2023/24

Financial
Scottish Current support
Government framework sought in
engagement | Criteria NHS boards level 2022/23
¢ Financial forecast deficit NHS 3 £11.7 million
@ position significant deviation  Borders (financial) brokerage
. from average position.
Tailored . -
support e Appropriate Scottish NHS Dumfries 2 £9.3 million
Government support o and Galloway brokerage
develop and implement 3 o
financial recovery plan. NHS (financial and £16.0 million
Highland - brokerage
NHS Ayrshire 3 £25.4 million
and Arran (financial)  prokerage
NHS 3
Orkney (financial)
e Financial plan requires to NHS 2 £9.7 million
all be resubmitted, either Fife brokerage
due to financial position
:2:;:‘;?: or significant weaknesses ~ NHS 3 £9.6 million
g identified in plan. Tayside (non-financial) flexibility
e Specific actions set for NHS 2
board to complete to Grampian
address issues. This may
be supported potentially NHS 1
with less formal Scottish Shetland

Government support.
Scottish Ambulance

e Regular engagement with )
9 gag Service

board to ensure delivery of
these actions.

Cont.
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Financial
Scottish Current support
Government framework sought in
Engagement | Criteria NHS Boards level 2022/23
(U U ¢ Board to be subject to NHS Forth 4
regular monthly monitoring ~ Valley (non-financial)
Quarterly and quarterly review. NHS Greater 1

engagement * Board expected to continue  Glasgow and
to participate with national  Clyde
forums to share good
practice and learning with NHS , 1
other boards. Lanarkshire
NHS 1

Lothian

NHS Western 1
Isles

All other
National Boards

Note: The framework applies to NHS territorial boards only. National boards are covered by separate
arrangements.

Source: Scottish Government

Boards require greater certainty to appropriately plan
for the medium term

40. Boards submitted financial plans for the period 2023/24 to 2025/26 to
the Scottish Government in the summer of 2023, after the preparation of
the 2023/24 Annual Delivery Plans (ADPs) and three-year Medium Term
Plans (MTPs). Financial plans made assumptions relating to allocation
uplifts, inflation, pay and prescribing cost growth as well as ongoing
Covid-19 costs and targeted efficiency savings. Boards prepared and
submitted these plans in the absence of a revised MTFF. Auditors at

a number of boards recommended that detailed scenario planning be
included in future financial plans and reporting submitted in public to
boards, as well as in quarterly forecasting to the Scottish Government.

41. The 2018 MTFF aimed to provide a clear indication of future financial
scenarios for health and social care over the medium term, it being
aligned to the Scottish Government’s own wider MTFS. In our NHS in
Scotland 2022 report, we recommended that the Scottish Government
publish a revised MTFF as soon as possible after the May 2023 MTFS
was published. This is still required, which the Scottish Government
recognises and has stated its aim is to publish a revised MTFF in spring
2024. This is needed alongside the better alignment between the annual
activity planning cycle that the Scottish Government has introduced for
2024/25. NHS boards are now required to develop their existing MTPs
and produce three-year delivery plans for submission, alongside their
three-year financial plans (paragraph 97).
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2. Operational performance
and recovery

The NHS in Scotland is still struggling to recover
following the Covid-19 pandemic, and increasing
demand is adding to capacity issues

42. In addition to the financial pressures the NHS is facing, described in
Part 1, its operational performance and recovery continues to be challenged
by a range of other systemic issues. Even before the Covid-19 pandemic,
NHS boards were finding it difficult to consistently meet waiting times
standards, particularly for planned care.

The NHS in Scotland is still struggling to provide
healthcare in a timely way; most waiting times
standards are not being met

43. Performance against national waiting times standards shows that the
NHS in Scotland is still struggling to provide healthcare in a timely way

for many patients. Only three out of eight key waiting times standards

have been met at a national level in any quarter in the last five years
(Exhibit 8, page 24). Between July and September 2023, only one

out of eight key waiting times standards was met at NHS Scotland level.
When the latest quarter is compared with the equivalent quarter a year ago,
performance has improved against four standards, but has deteriorated in
the other four. Performance against each standard varies among boards.
(Webpage table)

44. Although waiting times standards are an official measure of
performance, they do not provide a comprehensive picture of post-
pandemic service performance or recovery. Performance against the
standards continues to be influenced by the backlog of care that built

up during the pandemic, efforts to reduce the number of long waits for
planned care, the availability of staff and hospital beds, and other factors that
affect activity and capacity.!!

45. There are no current plans to change the waiting times standards; the
Scottish Government and NHS boards still aim to reduce waiting times
and meet the standards in the future. They have agreed interim targets
and trajectories to help monitor performance as services recover from the
pandemic. The Scottish Government has recently reviewed and updated
official guidance on planned care waiting times, reflecting newer working
practices.’? This includes how appointments at NTCs should be managed
and the waiting list improvement work led by the national Centre for
Sustainable Delivery (CfSD).
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Exhibit 8.
Performance against key waiting times standards, September 2018 to

September 2023
Only one out of eight key waiting times standards is currently being met in NHS Scotland.

Change in
latest year

Waiting times standard Quarterly trend (quarter ending) (percentage
(target) September 2018 — September 2023 points)

People referred to CAMHS'
should start treatment within
18 weeks (90%)

People referred for help with drug
and alcohol use should receive 2.3 ‘
treatment within 3 weeks (90%)2

People attending A&E should be 92.0% 0
. : 71.3%

admitted, discharged or transferred 1.8 ‘
for treatment within 4 hours (95%)

People referred urgently with a 81.4% &— T ~~———9 72.0%
suspicion of cancer should begin -31 ’
treatment within 62 days (95%)3

People diagnosed with cancer 95.2% ® = —® 94.9%

should begin treatment within ‘
31 days of the decision to treat 0.5
(95%)3

People referred for a new 75.7% " ~————_
’ 63.4%
44 ¥

outpatient appointment should
be seen within 12 weeks (95%)

People should begin inpatient/day 43 go, .v_/\/\’\_.
case treatment within 12 weeks of 56.1% -04 '
the decision to treat (100%)

People referred for planned 82.2% &~—~—— ~—e 0
care should begin treatment 68.7% -3.7 '
within 18 weeks (90%)*

- - - Target O Standard met in latest quarter Sep 2022-Sep 2023
Notes:
1. Child and Adolescent Mental Health Services (CAMHY).
2. Drug and alcohol standard includes community and prison based services only.
3. The cancer waiting times standards do not apply to all referrals/cancers.
4. National trend data for the referral to treatment standard is unavailable for some quarters.

Source: Public Health Scotland
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Meeting waiting times standards for cancer remains a
priority, but performance against the 62-day standard
is poor

46. The Cabinet Secretary for NHS Recovery, Health and Social Care has
the objective of showing an improvement in cancer waiting times by April
2024, set by the First Minister as part of the 2023/24 Programsnme for
Government.’® In our NHS in Scotland 2022 report, we noted that cancer
referrals had increased and were higher than pre-pandemic. This growth in
referrals has continued in 2023. In the quarter ending 30 September 2023,
NHS Scotland was struggling to meet the 31-day standard, with four boards
not meeting it. No boards were meeting the 62-day waiting times standard
(Exhibit 8, page 24).14

Planned care activity has increased in the last year, but
so has demand, and so waiting lists continue to grow

47. \Waiting lists for planned care are still substantially larger, and

waiting times substantially longer, than before the pandemic

(Exhibit 9, page 26). The number of new outpatient attendances and
inpatient/day case admissions increased in the year to September 2023,

but so did demand. Furthermore, activity is still running below pre-pandemic
levels, and more cases are being added to waiting lists than are being
removed. In the year to September 2023 waiting lists continued to grow,
but the rate of growth has slowed for the inpatient/day case waiting list1®

48. Although some progress has been made in reducing some of the
longest waits, key targets for eradicating long waits have been missed and
reducing the number of long waits remains a priority:

e The number of ongoing waits for a new outpatient appointment,
where patients have been waiting over a year, increased in the year
to September 2023 by 7.2 per cent. This means that the target to
eradicate these waits in most specialties by March 2023 was
not achieved.

* The number of ongoing waits for inpatient/day case treatment, where
patients have been waiting over 18 months, increased in the year
to September 2023 by 7.8 per cent. This means that the target to
eradicate these waits in most specialties by September 2023 was
not achieved.

New commitments on waiting lists and waiting times
are unlikely to be met in 2023/24

49. In the 2023/24 Programme for Government, the Scottish Government
made commitments to reduce waiting lists and waiting times year on
year. Based on current progress, it is unlikely that it will meet these
commitments in 2023/24 (Exhibit 9, page 26). The Scottish Government
has not stated which indicator it intends to use to measure year-on-year
reductions in waiting times, but for 2023/24 the focus is still on eradicating
the longest waits.
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Exhibit 9.

New outpatient and inpatient/day case waiting list activity, size and
waiting times

Planned care activity has increased in the last year, but so has demand, and so waiting
lists continue to grow.

Pre-Covid Latest year Change
New outpatient Year to Year to Latest
waiting list activity Sep 2019 Sep 2022 Sep 2023 year
Attendances 1,460,289 1,208,048 1,237,657 f 2.5%
New outpatient’ End of End of End of Latest
ongoing waits and waiting times Sep 2019 Sep 2022 Sep 2023 year
Number of ongoing waits 319,356 475,618 525,654 4 10.5%
Over 12 weeks (standard) 87,365 252,105 302777 4 201%
Over 1 year (long wait target)? 3,694 37,353 40,052 ‘ 7.2%
Median ongoing wait (days)* 45 93 107 ‘ 14 days
90th percentile ongoing wait (days)® 1 day
waiting list activity Sep 2019 Sep 2022 Sep 2023 year
Admissions 281,785 194,503 232,601 19.6%
Inpatient/day case End of End of End of Latest
ongoing waits and waiting times Sep 2019 Sep 2022 Sep 2023 year
Number of ongoing waits 77,806 141,286 151,093 f 6.9%
Over 12 weeks (standard) 24,845 95,738 103112 ®  77%
Over 18 months (long wait target)? 486 16,520 17,812 ‘ 7.8%
Median ongoing wait (days)* 48 168 166 . -2 days
90th percentile ongoing wait (days)® 196 582 579 ' -3 days
Notes:

1. Before October 2019, the new outpatient waiting list included some patients waiting for a diagnostic
test. These patients are no longer included in this list, so caution is required when comparing figures
for September 2019 to later years.

2. New outpatient long wait target to eradicate waits of over one year by March 2023.

3. Inpatient/day case long wait target to eradicate waits of over 18 months by September 2023.

4. Median ongoing wait: half of ongoing waits are less than or equal to this time.

5. 90th percentile ongoing wait: nine out of ten ongoing waits are less than or equal to this time.

Source: Public Health Scotland
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50. Waiting lists and waiting times continue to be particularly long for
some specialties. For example, nearly one-third of waits for inpatient/
day case treatment are for an orthopaedic procedure, and the number
of waits for this specialty increased to 45,549 in the year to September
2023 (+7.3 per cent). Orthopaedics has the highest number of ongoing
waits lasting over 18 months (6,290 or 13.8 per cent of all ongoing waits
within this specialty).)

51. Progress in increasing activity, reducing waiting lists and eradicating
long waits also varies among boards (Appendix 2). The CfSD is supporting
boards to adopt good practices and implement a range of programmes

to manage demand and increase capacity. This includes working with
specialty delivery groups to reduce unwarranted variation among boards,
and initiatives such as active clinical referral triage and patient-initiated
review. The National Elective Coordination Unit is helping boards to validate
waiting lists, reduce unnecessary appointments and coordinate the use of
available capacity across NHS Scotland.’®

52. Apart from the indicators of activity mentioned above, there are other
signs that activity has increased in NHS Scotland in the last year. For
example, the number of return outpatient attendances and the number
of procedures performed in acute hospitals increased in 2022/23.12 More
planned operations were scheduled in the year to September 2023
compared with the previous 12-month period.2? Activity in each of these
areas is, however, still below pre-pandemic levels.

Winter planning began earlier in 2023 and focused on
building resilience across the health and social
care system

53. The Scottish Government took a more proactive approach to planning
for winter 2023/24 compared with previous years. Building on lessons from
2022/23, planning began in early spring 2023 and involved organisations
from across health and social care. This included establishing a single,
whole-system oversight and planning group to replace the separate
governance structures used in earlier years. A whole-system winter
planning summit was also held in August 2023. This was the first time that
people from across the health and social care sectors, trade unions, local
authorities and the third sector were brought together to plan for winter in
this way.

54. Unlike previous winter plans, the 2023/24 plan does not rely on non-
recurring funding.2! Many of the actions in the plan are already being
implemented as part of wider reform and improvement programmes.

Two announcements relating to funding were made as part of the 2023/24
winter plan:

e £50 million for the Scottish Ambulance Service (SAS) to help support
increased demand. SAS's Demand and Capacity Programme began
in 2019 with core funding of £40 million, with further funding to set up
an integrated clinical hub and patient pathways navigations centre
(E5 million) and to cover Covid-19-related costs (£5 million).
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e {12 million to create an additional 380 Hospital at Home service
beds, over and above the 800 beds already available. In 2022/23
more than 11,000 patients received care through part of this
service,?2 and its expansion will allow acute care to be provided to
more patients in their own homes. Capacity will also be extended
into new service areas to help reduce hospital admissions.23

55. The 2023/24 winter plan focuses on building resilience across the
system to cope with increased demand and surges in demand no matter
when they occur. Winter will always bring particular challenges, but more
fundamental capacity and demand pressures need to be addressed.
These pressures include workforce shortages in health and social care,?
an ageing population,2® the growing burden of disease,2¢ an increasing
number of people with multiple health conditions,?’ health inequalities,?®
and the healthcare backlog that built up during Covid-19.22

Demand for unscheduled care continues to cause
pressure, but the Scottish Government and NHS
boards are acting to address this

56. The Urgent and Unscheduled Care Collaborative (UUCC), launched
in June 2022, is working to protect inpatient capacity for those with the
greatest need. The UUCC has five strands focusing on urgent

care pathways in the community, flow navigation centres/redesign

of urgent care, Hospital at Home services, assessment and care
pathways in Accident and Emergency (A&E) departments, and hospital
discharge planning.

57. The Redesign of Urgent Care Programme has been incorporated into
the UUCC. Originally implemented in December 2020, this programme
aims to reduce the number of people who self-present at hospital,
particularly when this is not the best place for them to receive care.

If they need to attend an A&E department, patients may be given a
scheduled, or ‘planned’, time to attend.

58. According to activity data published by Public Health Scotland
(PHS), there are fewer unplanned A&E attendances now than before
the pandemic. In the year to September 2019 there were 1.7 million
unplanned A&E attendances. This compares with 1.5 million in the
year to September 2023.3% However, it is not known how many people
are presenting at A&E departments as planned attendances. PHS is
working with boards to improve the consistency and quality of planned
attendance data so that it can be reported in the future.

59. The impact of the Redesign of Urgent Care Programme is not

yet clear. An independent evaluation of the programme is currently

in progress and is due to report in 2024. This evaluation will assess
patient and staff experiences of the programme; it will also consider the
programme’s current performance and how its impact can be evaluated
on an ongoing basis.
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60. Ninety-five per cent of people attending A&E departments should

be seen and admitted, discharged or transferred within four hours. This
standard is an important indicator of pressure throughout the acute care
system, but currently it applies only to unplanned A&E attendances.
Despite the work described above to reduce unplanned attendances,
performance against the four-hour standard remains poor and instances
of extreme overcrowding in A&E departments have been reported.3!
Performance against the standard fell to a low in December 2022

(62.1 per cent). Although it began to recover in spring 2023, performance
levelled out at around 71-73 per cent during the summer months.
Performance in September 2023 fell to 70.0 per cent, one per cent better
than at the same point a year earlier.32

Increased ambulance turnaround times are reducing
the effectiveness of work to improve urgent and
unscheduled care

61. Additional funding provided to SAS over the last few years has helped
the service to increase capacity by employing extra staff (paragraph 54).
It has also allowed SAS to focus on reducing the demand for ambulances
and on A&E departments through initiatives such as the integrated
clinical hub (covered as a case study in NHS in Scotland 2022).

62. Overcrowding and increased waiting times in A&E departments are,
however, leading to increased ambulance turnaround times at hospital.
This is reducing the effectiveness of SAS's improvement work. On
average, compared with before the pandemic, SAS staff are spending
around 23 minutes longer at the hospital for every patient conveyed
there.22 This reduces the availability of ambulances for other emergency
patients, affects SAS staff rest periods, and undermines patients’
experience and safety. Like the A&E service, the ambulance service is
not designed to care for patients for extended periods.

63. The Scottish Government issued new guidance in April 2023 to
support the safe and timely handover of patients who arrive at hospital
by ambulance, particularly when A&E departments are under pressure. It
sets out the responsibilities of SAS and receiving hospitals and underlines
the importance of working together. The guidance states that, by August
2023, 100 per cent of patients should be handed over within 60 minutes.
Turnaround times, however, indicate that handover within one hour is not
always achieved and show that turnaround performance varies widely
among hospitals.24

The Scottish Government and NHS boards have
worked to reduce delayed discharges, but they
remain stubbornly high

64. In our NHS in Scotland 2022 report, we noted that delayed
discharges were a barrier to patient flow through hospitals, which puts
pressure on the whole system. Furthermore, patients whose discharge is
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delayed can have poorer experiences and poorer outcomes. The Scottish
Government developed a Delayed Discharge and Hospital Occupancy
Plan early in 2023 and issued it to boards in March. The plan is evidence-
based and promotes known good practice in terms of discharge planning
and whole-system working. Implementing the plan, however, has not
managed to free up as much capacity in hospitals as was anticipated.

65. The number of people whose discharge has been delayed is still
higher than pre-pandemic. The Scottish Government had hoped to
reduce the number of people who were delayed in their discharge at
each monthly census point to around 1,400-1,550 by summer 2023, but
1,688 is the lowest number of people delayed achieved at any census
point in 2023 (March). At the end of September 2023, the number of
people whose discharge was delayed (1,835) was slightly lower than at
the equivalent point a year earlier (1,885).3°

66. People who are delayed in their discharge continue to occupy a
considerable number of hospital beds.2¢ The Delayed Discharge and
Hospital Occupancy Plan indicates that boards should be aiming for a
hospital occupancy rate of around 85-89 per cent. The occupancy rate for
acute specialty beds across NHS Scotland was 88.1 per cent in 2022/23.
This is higher than the previous year (2021/22: 84.4 per cent) and higher
than pre-pandemic (2019/20: 85.8 per cent). But, this annual figure does
not capture the variation among hospitals or peaks in particular months or
weeks. Board-level data show that eight boards had a hospital occupancy
rate above 90 per cent in 2022/23.37

67. Hospital occupancy rates and patient flow are affected by the number
of delayed discharges, but also by the length of time patients stay in
hospital even when their discharge is not delayed. The average length of
stay associated with all inpatient discharges, delayed or otherwise, has
increased in recent years. This is particularly the case for those patients
admitted as an emergency (7.6 days in 2022/23 versus 6.6 days in
2019/20).38

68. Alongside work to reduce attendances, admissions and length

of hospital stay, some boards are implementing continuous flow
models to try to improve patient flow and prevent overcrowding in

A&E departments. For example, NHS Greater Glasgow and Clyde has
introduced GlasFLOWV. This system uses a regular schedule of patient
moves from A&E to inpatient wards, in line with expected discharges
from hospital. A&E staff report that this model has allowed responsibility
and risk to be shared across the hospital system, but have stressed
that it is ‘not a magic bullet’. The board also noted that the model is
supported by other programmes such as Discharge without Delay.32
When introduced, it is vital that the impact of a continuous flow model
is monitored to ensure that patient safety and experience issues are not
transferred to other parts of the system.
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69. A lack of social care capacity remains an obstacle to improving patient
flow and reducing the number of delayed discharges from hospital. This
is supported by data showing that many patients whose discharge is
delayed are awaiting the completion of care arrangements to allow them
to live in their own home (awaiting social care support), waiting for a
place in a nursing home, or awaiting the completion of a post-hospital
social care assessment. Just over a quarter of delays are for complex
reasons, for example when a patient lacks capacity or is awaiting a place
in a specialist facility.2? Our three case study boards highlighted the
importance of encouraging patients to plan for the future by putting in
place anticipatory care plans and power of attorney arrangements. If a
patient loses the capacity to make decisions, having these plans in place
can help to reduce delays and also safeguard the patient’'s wishes.

70. As at autumn 2023, several systemic pressures in NHS Scotland
remained unresolved, despite focused work to tackle them. Changing
this situation will rely on wider and more rapid reform of services and
investment in preventative measures. It will also require a shared sense
of responsibility and collaboration across the whole system. The Auditor
General plans to consider these issues further in an audit of primary care
services in 2024.

Despite growth in the workforce, the number of
vacancies remains high and staff turnover and
absences have increased

71. The number of staff employed in the NHS in Scotland has increased
over the last five years, however the number of vacancies has also
increased (Exhibit 10, page 32).4! The use of agency and bank staff
has also increased, with significant growth in the costs associated with
this (Exhibit 5 and paragraph 26).

72. Staff sickness absence increased in 2022/23 to 6.2 per cent;
equivalent to 9,719 WTE staff over the year. This is above the four per
cent national standard set by the Scottish Government, and is the highest
rate reported in the last ten years. Given that Covid-19-related absences
have been included in this rate since September 2022, the figure for
2022/23 is not directly comparable with earlier years.

73. Workforce capacity is also affected by high staff turnover rates. In

the first year of the pandemic turnover dropped markedly, but it has risen
sharply since. The expiry of fixed-term contracts among temporary staff,
taken on during the pandemic, contributed to a historically high overall
turnover rate of 9.4 per cent in 2022/23, but turnover rates for permanent
staff are also historically high.
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Exhibit 10.
NHS Scotland workforce: September 2018 — September 2023

The NHS Scotland workforce has grown in the last five years, but so has the number
of vacancies.

@ Whole-Time Equivalent 158,375 @ Sickness 6.2%
(WTE) September 2023 AW absence
2022/23
000 . 0
222 Headcount 183,858 (;‘ Turnoverrate  9.4%
September 2023 2022/23

Medical and dental (WTE)

16,500
15,782 Turnover rate
2022/23
13,532 NJ—/\/_J n /
2018 Vacancies' 2018 2023
Number 398 439 4
[0) [0)
10,000 Rate 6.9% 69%
Nursing and midwifery (WTE)
75,000

Turnover rate KT\ W.C/A
65,270 2022/23

59489 A~ T 2023 2018 2023

2018 (+9.7%) Vacancies
Number 3,024 5,447 #
[0) (o)
45,000 Rate 4.8% 77% *
Allied health professions (WTE)
15,000 @
Turnover rate
13,836 2022/23
2023
11’260 613 (+18.6%) Vacancies 2018 2023
Number 542 934 4
(o) (o)
9,000 Rate 4.4% 6.3% 4
Note

1. Consultant grades only.
Source: NHS Education for Scotland
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NHS staff remain under significant pressure and it
is not clear that the workforce strategy and other
ongoing actions will resolve this challenge

74. The results of the latest iMatter health and social care staff survey
indicate that overall employee satisfaction has improved.*2 However,

our three case study boards and NHS Education for Scotland (NES)
confirmed that the NHS workforce remains under significant and
sustained pressure. National support for staff wellbeing has begun to
move away from the short-term measures put in place during the Covid-
19 pandemic, towards longer-term programmes managed by NES. For
example, the Coaching for Wellbeing service, launched in May 2020,
provides free coaching to support health and social care staff; 3,709 staff
had registered for coaching by the end of 2022/23.

75. The Scottish Government previously committed to publishing the
Improving Wellbeing and Workforce Culture Strategy. Instead of a
standalone strategy, the Scottish Government now plans to incorporate
new guidance and principles into its National \Workforce Strategy for
Health and Social Care.22 It is expected to publish an update on the
progress of this overarching strategy, including this new guidance, in
spring 2024.

76. Several other national programmes are also under way to improve the
recruitment, training and retention of NHS staff. One major workstream
is the Nursing and Midwifery Taskforce, announced in February 2023.
Four working groups focusing on attraction, education and development,
culture and leadership, and wellbeing are expected to develop initial
recommendations for the taskforce by early 2024. All four groups are
considering retention of staff.

77. The recruitment and retention of staff in remote and rural areas is

an ongoing concern. The Scottish Government has commissioned NES
to establish a National Centre for Remote and Rural Health and Care to
help address this issue. The centre will have an initial focus on primary
care. The Scottish Government is also developing a Remote and Rural
Workforce Recruitment Strategy for Health and Social Care, expected by
the end of 2024.

78. Despite these programmes, workforce and performance data show
that there is a continuing mismatch between the demand for, and the
availability of, staff to work in health and social care. It is not yet clear
whether the actions set out in the National Workforce Strategy for Health
and Social Care, published by the Scottish Government in March 2022,
will be enough to resolve this ongoing challenge.
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79. Workforce planning, recruitment, training, retention and wellbeing
are closely tied to NHS Scotland'’s ability to provide safe, high-quality
care that ensures the best outcomes for patients. The Health and Care
(Staffing) (Scotland) Act 2019 is due to be implemented in April 2024.
It sets out statutory requirements for safe staffing across health and
care services and aims to support better understanding of workforce
requirements. In the National Workforce Strategy for Health and Social
Care, the Scottish Government committed to publishing indicative
projections of workforce growth and to review these projections annually.
The Scottish Government has said that it intends to publish initial
projections as part of the workforce strategy update, expected in 2024.

Operational performance and workforce capacity
challenges are having a direct impact on patient
safety and experience

80. In April 2022 and November 2022, Healthcare Improvement
Scotland (HIS) wrote to NHS boards to highlight some serious concerns
identified during Safe Delivery of Care inspections of acute hospitals,

to enable all boards to review their systems and procedures in light

of inspection findings.## HIS has confirmed that the issues raised

in these letters remain key areas of focus for their inspections to

help support the delivery of safe and effective person-centred care
(Exhibit 11, page 35).

81. HIS also noted areas of good practice. Examples include staff
working well together in challenging circumstances to manage and
mitigate risk, positive and caring interactions between staff and patients,
and staff working hard to deliver safe care. Several of HIS's concerns,
however, relate to workforce issues. For example, high levels of
supplementary staffing, staff feeling exhausted, staff feeling unable to
provide safe patient care, and staff's lack of confidence in local processes
for raising concerns and having them acted upon. The Scottish Public
Services Ombudsman/Independent National Whistleblowing Officer
echoed these issues in its 2022/23 annual report.22

82. The Scottish Government has already taken steps to support NHS
staff to raise concerns about patient safety and poor organisational
culture through the National \Whistleblowing Standards that came into
operation in April 2021. The standards are designed to encourage a
‘'speak up’ culture and to ensure that people who raise concerns can
do so without fear of victimisation, discrimination or disadvantage.
Awareness of the standards is promoted within NHS boards and via
online training provided by NES.
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Exhibit 11.

Key patient safety concerns raised in Healthcare Improvement Scotland
Safe Delivery of Care inspections of acute hospitals
Overcrowding in A&E, the use of non-standard areas, staff wellbeing, medicines

governance and the condition of buildings are key areas of concern in relation to
patient/staff safety and experience.

Example of impact on patient/staff

Area of concern safety and experience
05‘50 Extreme overcrowding e Patients seated in corridors and waiting areas for long
'i.i' in A&E and other periods of time, without care needs being met.

' admission units, and

e Patients being cared for in ‘locked areas’, preventing
patients and visitors from leaving the area without
staff assistance.

the use of non-standard
areas to provide patient
care (paragraph 60)

e Patients waiting for a dedicated bed space not having
the required level of privacy.

e Emergency fire evacuation procedures within
overcrowded areas not being fully considered.
‘ Staff wellbeing e Staff expressing feelings of exhaustion.

" (paragraphs 74 and 81) e Staff expressing concerns about their ability to provide
safe patient care.

e Staff expressing concerns around their ability to escalate
concerns and feel that they are being listened to.

O Workforce pressures e Poor skill mix and high use of agency nurses
'.D.l and higher than normal contributing to gaps in record keeping.
levels of supplementary e Staff having less or limited experience of the specialty

staffing (paragraph 26)

they are working in.

‘ a Unsafe practice around ® Prepared intravenous medications left unattended.

medicines governance ¢ |nadequate checks of medication, dose or

patient details.

¢ Medication cupboards and trolleys left unlocked
and unattended.

Poor condition of ¢ | ack of planned preventative maintenance, including
% the healthcare built testing of fire safety equipment and water safety testing.
environment and lack of

maintenance
(paragraph 29)

e Damaged surfaces, flooring and walls. Leaking pipes
and unsealed drains.

¢ |nadequate precautions to manage built environment
infection risks to patients.

Source: Healthcare Improvement Scotland
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83. If someone working with the NHS raises a concern locally and is not
satisfied with the response, they can escalate their concern for external
review to the Independent National Whistleblowing Officer (INWO). The
number of cases currently being referred to the INWO is still relatively
low, but concerns should be referred there only when they have not been
resolved locally. In 2022/23, the INWO provided advice to 90 people and
received 125 cases, 12 of which it progressed to a full investigation.48

Some staff still lack trust in processes for raising
concerns

84. Despite the introduction and promotion of the Whistleblowing
Standards, some staff still appear to lack awareness of and trust in the
escalation process. It also appears that some staff do not believe that raising
a concern locally will lead to the necessary action. Responses to questions
about raising concerns included in the 2023 iMatter staff experience survey
confirm that some staff still lack confidence in this area.?’

85. There are other indicators of patient safety within NHS Scotland, such
as significant adverse event reviews (SAERs). Since January 2020, NHS
boards have been required to notify HIS of all category one SAERSs; this is
the most serious type of adverse event, for example one that may have
contributed to, or resulted in, unexpected death. HIS has confirmed that,
because of increased compliance with reporting requirements, the number
of SAER notifications has generally increased in the last few years. Currently,
however, there is no publication showing national trends in SAERs.

86. HIS has highlighted a lack of consistency in the way that SAERs are
currently recorded and is leading a programme of national standardisation
work to address this. HIS is also reviewing and updating its Learning from
Adverse Events Framework. This important work, which will ensure that
national data about SAERs is robust, is still ongoing and there are no plans
to publish national figures while this work is under way.

87. Alongside patient safety, patient experience remains a valuable indicator
of quality of care. NHS boards capture patient experience in a number of
ways including through patient surveys, complaints procedures, incident
reporting and stories submitted to the Care Opinion website. National
information on patient experience, however, is captured less frequently
and the National Care Experience Survey Programme is currently under
review. The Chief Medical Officer’s Value Based Health and Care Action
Plan includes an action to develop a national person reported experience
measure to improve the provision of person-centred care.%8 The plan also
has an action to explore the use of patient-reported outcome measures to
drive improvement and better value care.

A new Patient Safety Commissioner will advocate for
the welfare and safety of patients

88. The Patient Safety Commissioner (PSC) Bill was passed by the Scottish
Parliament in September 2023, and a PSC will now be appointed in
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Scotland. The role of this new Commissioner will be to amplify the voice
of patients and other members of the public, and improve the safety of
healthcare in Scotland.

89. The new Commissioner will be independent of government and

will have wide-ranging investigatory powers to look at any issue with a
significant bearing on patient safety. The PSC will consider the whole
healthcare system, including independent healthcare. The Commissioner’s
role is wider than the equivalent position in England, where the focus is on
medicines and medical devices.

90. The Scottish Government has stated that the role of the PSC is not to
replicate the work of other organisations. For example, the Commissioner
will not consider individual complaints or harms in the way that the Scottish
Public Services Ombudsman does. The PSC is expected to be a small
body, so it will need to be focused and work in collaboration with other
parts of the system. An advisory group, including patient representatives
and subject area experts, will support the Commissioner.

Operational challenges have slowed progress in
achieving the ambitions of the NHS Recovery Plan

91. In 2021 the Scottish Government published its NHS Recovery Plan
2021-2026, which outlined its ambitions for recovering and renewing health
services and clearing the backlog of care.?2 The Scottish Government
published its 2023 annual update on progress made against the recovery
plan in December 2023.5°

92. Previously, we recommended that the Scottish Government report
clearly and transparently on progress made against the recovery plan,
including whether any changes in indicated targets and timescales

would be needed. The 2023 annual update has failed to progress this
recommendation. Updates against a range of the ambitions are absent;
other targets are mentioned but with no reference to the progress made;
and others are reported so that the contribution of the actions taken to
overall performance is difficult to identify. In some cases, the way progress
towards specific ambitions is now being presented is also different from in
the original recovery plan with no explanation given as to why.

93. From the 2023 progress update, however, it is clear that progress in
certain areas is behind schedule. Delays in opening NTCs, for example, will
have reduced their contribution to planned additional procedures and the
recruitment of staff to work in them. Similarly, we note above that across a
range of indicators performance is currently below pre-pandemic levels, and
has the potential to fall further as a result of pressures in winter 2023/24.
There is a clear risk to achieving the planned increases in activity levels that
the recovery plan outlined by 2025/26.
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3. Reform and redesign

A clear vision is required to move from recovery to
reform; and significant service transformation is needed
to ensure the future sustainability of the NHS

94. Financial challenges (Part 1) and operational pressures (Part 2)
mean that the NHS has continued to focus on recovery and responding
to short-term challenges. But the NHS now needs to move away from
short-term firefighting to long-term fundamental change.

The Scottish Government and NHS boards have
adopted a three horizons approach to planning

95. Work to support boards has adopted a three horizons model,
ensuring that the responses to short-term pressures (Horizon 1) are
designed to support delivery of outcomes and address emerging financial
challenges. Horizons 2 and 3 involve developing larger more complex
reforms over the medium and longer term (Exhibit 12, page 39).

96. For 2023/24, the Scottish Government issued national guidance to
boards about preparing activity-based Annual Delivery Plans (ADPs) and
three-year Medium Term Plans (MTPs), alongside their financial plans.
The ADPs and financial plans represented Horizon 1 for boards. Boards
agreed their local operational and strategic priorities, aligning these to
the 10 national drivers of recovery. These plans formed the basis of
formal performance and improvement discussions between boards and
the Scottish Government. The Scottish Government has now moved to
strengthen and better align activity and financial planning processes.

97. For 2024/25, NHS boards have been asked to develop their existing
MTPs into three-year Delivery Plans, meaning activity and financial plans
will cover the same periods and be prepared concurrently. Delivery
Plans will continue to refer to the national drivers of recovery, but should
also align with the ministerial priorities for NHS Scotland set out in the
Programme for Government, and include detailed actions for 2024/25.
By setting out high level priorities and aligning activity and financial
planning, it is hoped that NHS boards will be better able to plan within
their own financial context to deliver both national and local priorities. The
Scottish Government is introducing a Delivery Performance Framework
that will set out how the progress and impact of the three-year delivery
plans will be assessed, and how this will inform performance and
improvement discussions.

10 national drivers
of recovery

1. Improved access
to primary and
community care

to enable earlier
intervention

2. Urgent
&Unscheduled Care —
Provide the Right Care,
in the Right Place, at
the right time

3. Improve the delivery
of mental health
support and services

4. Recovering and
improving the delivery
of planned care

5. Delivering the
National Cancer
Action Plan (spring
2023-2026)

6. Enhance planning
and delivery of the
approach to health
inequalities

7. Fast-track the
national adoption of
proven innovations

8. Implementation of
the Workforce Strategy

9. Optimise use

of digital and data
technologies in the
design and delivery
of health and care
services

10. Climate Emergency
and Environment
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Exhibit 12.

The Scottish Government acknowledges a wider programme of reform
to consider longer-term changes that improve sustainability, including
outcomes prioritisation, is now needed and has set this out in their
hierarchy of reform planning

Sustainability and Value

The Sustainability and Value Collaborative is a joint effort between

Integration Authorities and NHS boards to deliver better value care, Horizon
make effective use of resources through financial improvement and
to optimise within available resources. The intention is not to replace

actions that can be agreed and implemented locally in each board area,
but to drive opportunities to be identified and implemented on a cross-
Scotland basis.

CHOICES

Review of Health and Social Care Director budgets to prioritise/rationalise Horizon
commitments, as defined in the Programme for Government, and to set

out CHOICES regarding options that can be delivered by the Portfolio

within a defined financial envelope. This will require balancing policy
priorities, operational recovery and managing within existing resources.

Reform and Change

Given the residual financial gap, after implementation of CHOICES and

Sustainability and Value, decisions regarding reform and change will Horizon
be necessary if financial balance is to be achieved. This will involve

considering options that include both policy and service reform and

change. Given the requirement for such actions to close a ‘significant’

financial gap, decisions will require to balance the need to achieve
resource savings while ensuring that changes are consistent with the
longer-term priorities and strategy.

Source: Scottish Government
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The Sustainability and Value Programme identifies
savings and efficiencies, with a focus on annual
break-even rather than longer-term reform

98. Work to support boards in responding to immediate challenges in
2022/23 and 2023/24 was largely delivered through the Sustainability
and Value Programme. Launched in 2022, it aimed to support boards to
achieve and maintain financial balance. The financial challenges facing
boards means that the immediate focus of the programme was to try to
reduce the scale of possible deficits in 2023/24, but with some longer-
term efficiencies, for example those relating to workforce, featuring in the
programme’s workplan.

99. Bringing together senior representatives from the Scottish
Government, NHS boards and Integration Authorities, four thematic
groups supported the Sustainability and Value Board across its work:

e Operational Performance and Delivery Group: has oversight of
the progress of national and local plans to deliver planned and
unscheduled care waiting times targets, considering the wider
system impact on areas such as cancer and diagnostics, and to
support identification of national efficiencies.

e Climate Emergency and Sustainability Board: looks at opportunities
for efficiencies related to estates, energy management and
clinical waste and ensures that they are both financially and
environmentally advantageous.

e \Norkforce: addresses workforce-related programmes, such as the
use of agency and locum staff, permanent staffing levels and future
workforce requirements to identify a longer-term programme of
potential savings.

e \alue Based Health and Care Group: its remit is largely aligned to &
the actions set out in Delivering Value Based Care (2022)%! and its
associated action plan (2023)%2 which look to support the practise The principles of
of Realistic Medicine.> Realistic Medicine

The Financial Improvement Group (FIG) then operates as the primary 1. Shared decision

interface with boards, assisting them to identify immediate savings WL
opportunities and actions to respond to emerging issues (paragraph 2. A personalised
34). The impact of the Sustainability and Value Programme and the approach to care.
FIG, which have good visibility and are well understood across boards, 3. Reduce harm and
has not, as yet, been sufficient to address forecast deficits in 2023/24 waste.

(paragraph 21). In November 2023, a new NHS Scotland Planning
and Delivery Board was established, with a remit covering national

4. Reduce unwarranted

. . . variation.
programmes, strategic programmes and national improvements. The
Sustainability and Value Board ceased to operate at this point, with its 5. Managing risk
responsibilities being transferred to this new board. The four thematic better.
groups remain in operation but now report to the new board. 6. Become improvers

and innovators.
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National commitments to deliver reform and
innovation are at risk of not being delivered

100. Adopting digital healthcare solutions is one way the NHS can identify
efficiencies and increase productivity, both in response to immediate
pressures and to enable longer-term changes in how health services are
administered and delivered. The Scottish Government’s and the Convention
of Scottish Local Authorities’ Digital Health and Care Strategy (Care in the
Digital Age) was published in 2021 and aims to deliver new digital products
and solutions to support priorities including proactive and preventative care
and NHS recovery.34

101. The Care in the Digital Age 2023/24 Delivery Plan, published in August
2023, stated that 53 out of 60 commitments in the 2022/23 delivery

plan were delivered or were on track for delivery, with the remaining
commitments carried forward into the 2023/24 delivery plan.®® However,
a further five actions have subsequently been reclassified as at risk and
carried forward from 2022/23 into the 2023/24 delivery plan. While some
commitments take time to deliver, and can span multiple years, a key risk
for digital reform is uncertainty around the availability of the funding to
deliver programmes such as Digital Front Door, Digital Dispensing and an
integrated health and social care record. Such innovations are required as
preparations are made for the proposed development of the National
Care Service.

102. Alongside national digital programmes, the Scottish Government has
commissioned NHS Golden Jubilee to host the CfSD to assist boards in
implementing transformation programmes and adopting new and innovative
approaches to delivering care. Part of the CfSD'’s work is the Accelerated
National Innovation Adoption (ANIA) pathway which fast-tracks technological
innovations from market to roll-out across boards in NHS Scotland. Through
the ANIA pathway, the Scottish Government expects more technological
solutions to be implemented on a ‘Once for Scotland” basis, meaning that
boards can adopt technological innovations more quickly. In the past year,
the ANIA pathway has been developing projects to capture digital images
for dermatology referrals and to increase access to closed loop monitoring
systems for type one diabetes, but the adoption of these national solutions
remains a local decision for each board.

103. NHS boards are also putting in place their own innovative approaches
to improving care and creating more sustainable services. Boards are
working in partnership with local authorities, the third and independent
sectors, the academic sector and local industry to develop, test and
implement innovative solutions. New models of care are going beyond

the use of communication technologies such as Near Me to focus on
supporting patients in the community and increasing service efficiency
through automation and online data capture. While there is evidence

that some nationally developed programmes are being adopted, further
monitoring and reporting is needed to determine how digital programmes
and the work of the CfSD are contributing to efficiencies on a national basis,
both financially and operationally.
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There is a need for greater transparency in reporting
progress of the Care and Wellbeing Portfolio against
its strategic priorities

104. The Scottish Government'’s Care and Wellbeing Portfolio aims to
move towards a more sustainable health and care system that supports
improvements in population health and reduces health inequalities. The
Scottish Government intends this to be a cohesive portfolio of activity to
shape and coordinate reform over Horizons Two and Three, rather than a
set of separate projects.

105. Since we reported on its development last year, the portfolio’s
approach and internal structures have been refined and its membership
expanded to include a broader range of Scottish Government and
external stakeholders, and it has been adopted across the sector as a
way of prioritising preventative care (Exhibit 13, page 43). Some
progress has been made in embedding elements of its work, for
example strengthening boards’ roles as anchor institutions. But there
is a lack of transparency in reporting overall progress, which is obscuring
the risks to the portfolio being able to deliver the reforms needed to
reach its ambitions. To address this, the Scottish Government, working
with Public Health Scotland, has now launched a publicly available

Care and Wellbeing Dashboard. This remains in the early stages of
development, but aims to allow the progress that the portfolio is making
against specific indicators to be monitored.

106. The portfolio has identified a high risk that immediate priorities

will not be successfully delivered due to a lack of strategic direction on
scope and priorities. It has struggled to define the scope and direction of
the NHS Recovery, Renewal and Transformation programme, resulting
in focus shifting to a broader ‘Long-term Planning’ programme. The
portfolio is also reviewing how workforce assumptions and constraints
are likely to affect what it can deliver and has identified a risk of portfolio
programmes not being sufficiently aligned or integrated with existing
strategies and priorities at national and local levels. If these risks are not
fully addressed on a sustainable basis, the impact of the portfolio will

be limited.

107. The Portfolio Board is taking action to mitigate or reduce these
risks, however successfully delivering the strategic aims and outcomes
of the portfolio will require significant service change, a widespread shift
in focus to preventative care, and effective collaborative working across
many boundaries. While links are being made between the portfolio

and various ongoing strategies, the Board must have a clear strategic
direction for all programmes, effectively plan actions in the short and
long term, and strengthen the coherence between portfolio programmes
and the many actions taking place across the public sector that affect
population health and inequalities.

3. Reform and redesign

&5

An anchor institution
is defined as a

large organisation
whose long-term
sustainability is tied
to the wellbeing

of its population.
Anchors get their
name because they
are rooted’ in their
communities, are
unlikely to relocate,
and have significant
assets and resources
which can be used to
influence the health
and wellbeing of
communities.

NHS boards can
increase their
contribution to
primary prevention by
becoming exemplar
anchor institutions. By
providing access to
quality work, procuring
goods and services
locally where possible,
and ensuring their
land and buildings are
used to advantage the
local community. NHS
boards can improve
the lives of people in
the communities it
serves by enhancing
wealth and wellbeing
in the local population.
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Exhibit 13.

The Care and Wellbeing Portfolio’s mission and objectives were revised in
2023 to reflect the refreshed Programme for Government

Care and Wellbeing Portfolio

Improved population health and wellbeing, reduced

inequalities and sustainable health and care services.

Our aim is achieved by taking a person-centred approach to delivering
clear outcomes spanning short, medium and long term.

Everyone in Scotland Prevention, early Communities, third

gets the right care, at intervention, proactive sector and public sector
the right time, in the care and good disease work together to improve
right place based on their ™ management keeps =1 health and wellbeing and
individual circumstances people in Scotland healthy, reduce health inequalities

and needs. a active and independent. e in local communities. e

Many of the influences on health outcomes lie outwith health and social
care. Our cross-government work to date provides an initial focused
contribution to the wider government missions for 2026.

Equality

i

Opportunity Community

Care and wellbeing programmes and enablers

Preventative and NHS recovery, renewal and
proactive care transformation'’

Place and wellbeing

Enablers
Analysis and evidence; digital and data; finance; innovation;
service co-design and improvement; workforce

Together the Care and Wellbeing Programmes and Enablers provide a
comprehensive and progressive health and social care reform package.

Note 1. As noted in paragraph 106, the ‘NHS recovery, renewal and transformation’ programme has
shifted focus to ‘Long-term planning'.

Source: Scottish Government



108. Without clear and transparent reporting, it will be difficult for the
Scottish Government to demonstrate how the portfolio enablers and
programmes are progressing or how its approach is making a difference.

There is an increased focus on public health
interventions and prioritising prevention, but this
still remains secondary to more immediate
operational pressures

109. A whole-system approach to improving the health of the Scottish
population is essential to reducing the demand for health and care
services. People’s health is shaped by social and economic factors,
health behaviours, health services, and the physical environment.
Investing in preventative measures and implementing service reforms
will help to ensure services are sustainable in the future. This work is not
the sole responsibility of NHS Scotland; every sector has a contribution
to make and it requires long-term and cross-sector investment

focused on improving the wider factors that affect health. Public health
improvements play an important role in shaping future demand for health
and care services. While improving health is everyone's responsibility,
the Scottish Government, through its Care and Wellbeing Portfolio, aims
to provide leadership on prioritising population health within the public
sector. A key partner in this work is Public Health Scotland (PHS).

110. PHS has described three types of prevention, detailing their value
and how they can be used to help manage current and future demand
for health services.2%57 It has also published analysis which suggests
that, despite an overall projected decline in the population of Scotland by
2043, annual disease burdens could increase by 21 per cent.2® Two-thirds
of this increase is predicted to be due to cardiovascular diseases, cancers
and neurological conditions. However, this forecast does not factor in
changes to prevention activity, service provision, advances in treatments
or diagnostics. All types of prevention have a role to play in reducing this
burden, but investment in primary prevention has been identified as the
area which can make the biggest difference to the population’s health
and future demand for health services.

111. PHS’s modelling of demand and capacity within NHS Scotland

is being used by the Scottish Government, NHS boards and some
HSCPs to better understand current pressures and to plan how available
resources can best be used. Currently this work is mainly based on
the acute hospital system, but PHS are working to refine this work
and incorporate wider health and care data as they become available.
Models to predict disease prevalence and how population change may
impact demand for health and care services in the future are now in
development. These models are intended to support decision-making
around how resources are targeted towards public health interventions
that can influence the scale and likely nature of future demand.

3. Reform and redesign

@K

PHS has described
three types of
prevention:

Primary prevention
is action that tries

to stop problems
happening (for
example, by improving
the conditions in
which people work,
live and grow).

Secondary
prevention is action
that focuses on

early detection of a
problem to support
early intervention and
treatment and reduce
the level of harm

(for example, cancer
screening services).

Tertiary prevention
is action that attempts
to minimise the harm
of a problem through
careful management
(for example,
rehabilitation support
for people who have
experienced a stroke).
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112. The importance of improving population health and reducing health
inequalities, while continuing to deliver operational priorities, is reflected in
the delivery planning guidance issued to NHS boards. Delivery Plans
have begun to set out how boards will continue working on reducing
health inequalities. However, the performance indicators on which
boards are currently judged still tend to focus on more immediate
pressures such as waiting times, in effect deprioritising the resourcing of
preventative measures.

Realistic Medicine can support better use of
resources to deliver person-centred outcomes, but
stronger clinical leadership is required

113. There are many opportunities for clinicians and patients to work
together to make health and care decisions that can contribute to better
use of resources and improved health outcomes. After the immediate
response to Covid-19, there is now a renewed focus on Realistic
Medicine, which aims to develop a culture of shared decision-making
between clinicians and patients and reduce the amount of healthcare
interventions that do not add value. Realistic Medicine is partly being
taken forward under the Value Based Health and Care Group
(paragraph 99), but local clinical leadership is needed to apply the
principles consistently in everyday practice.

114. Scotland’s Chief Medical Officer noted in his annual report

that research by the Organisation for Economic Co-operation and
Development (OECD) estimates that 20 per cent of spending on
healthcare does not result in improvements in health.2® This is due

to various factors including inefficient use of resources, treatment
decisions that do not give patients the outcome they would most value,
over-investigation and over-treatment, and not taking full advantage of
conservative treatment options that deliver better outcomes.

115. Clinicians are being asked to implement the principles of Realistic
Medicine by encouraging patients to explore with care teams what
treatment options would make the most impact on their own life. Clinical
practice should also exhibit a culture of stewardship, where everyone
considers their role in the effective use of resources, and clinicians

need to be supported by senior clinical and executive leadership to
manage clinical risk differently. Staff must be empowered to implement
new models of care, reduce practices that are of less value, and

take advantage of innovative opportunities for service reform and
transformation (paragraph 103).

116. The Chief Medical Officer has set out how the Scottish
Government, NHS boards and their partners should deliver Realistic
Medicine in the Value Based Health and Care Action Plan.8 The plan
sets out 13 actions related to staff training and development, maximising
the use of tools that support further adoption of Realistic Medicine, and
measuring the impact of Realistic Medicine on patients. The Scottish
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Government intends to publish a measurement framework to evidence
progress against these actions and the difference Realistic Medicine is
making to outcomes and service sustainability.

Boards are planning over the longer term, but the
scale of the challenge requires national coordination
and a shared vision

117. Boards are trying to address the current operational challenges

they face by implementing a range of approaches to improvement and
redesign and working with national partners such as the CfSD. Boards
are developing their own longer-term strategies to deliver reform over the
next 10-15 years. NHS Tayside intends to refresh its strategic plan this
year, and both NHS Dumfries and Galloway and NHS Greater Glasgow
and Clyde have developed strategic visions in partnership with Integration
Authorities. These plans incorporate key areas such as the importance

of digital and innovation, future demand and capacity modelling, and
prioritising preventative and person-centred approaches as services are
redesigned. Boards, however, told us that there now needs to be greater
national leadership to meet the scale of change that will be required.

118. National planning is often done in isolation and to shorter timescales,
exacerbated by one-year budget settlements. Key considerations for
boards such as infrastructure and workforce requirements are planned
over several years, and it is difficult to make local changes of the scale
required. Boards highlighted the need for difficult financial decisions at

a level not seen before, without a coherent sense of direction or an all-
encompassing strategy to inform their own strategic planning. This is
particularly challenging for smaller or rural boards as they have limited
opportunity for radically changing local services in isolation.

119. The Scottish Government has recognised the need to better align
boards’ operational planning cycle to financial planning and has put plans
in place to do this from 2024/25. But there is also a need to ensure that
NHS boards’ operational Delivery Plans (paragraph 97) are supported by
a shared longer-term vision of what future health services will look like.

120. The national policy context in which the NHS operates is

complex, with a range of strategies, plans and policies in place but no
single, overall vision of what health services will look like in the future
(Exhibit 14, page 47). The ambitions within the Scottish Government’s
2020 Vision were not achieved by 2020.8" The Covid-19 health emergency
and subsequent recovery has been the immediate focus since then, but
the lack of a long-term national vision is hindering boards" ability to plan and
deliver reform at the scale, pace and ambition required.
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3. Reform and redesign

There has been no unified vision for the future direction of the entire

healthcare system published since 2013

Timeline from 2013 m

National Clinical Strategy
(February 2016)

Health and Social Care
Delivery Plan
(December 2016)

Financial Framework
(October 2018)

Health and Social Care
Integrated Workforce Plan
(December 2019)

Independent Review of
Adult Social Care
(February 2021)

Population Strategy
(March 2021)

NHS Recovery Plan 2021-26
(August 2021)

Health and Social Care:
National Workforce Strategy
(March 2022)

National Care Service Bill
(June 2022)

National Care Service and
Co-design
(June 2022)

Source: Audit Scotland

2020 Vision for Health and Social
Care in Scotland (June 2013)

Set out the longer-term vision for

Scotland’'s NHS

Pulling Together

(November 2015)

Realistic Medicine
(February 2017)

Mental Health Strategy 2017-27
(March 2017)

Nursing 2030 Vision
(July 2017)

Re-mobilise, Recover,
Re-design: the Framework for
NHS Scotland

(May 2020)

Women'’s Health Plan
(August 2021)

L)) Digital Health and Care Strategy

(October 2021)

Health and Social Care: Data Strategy
(February 2023)

Cancer Strategy 2023 to 2033
(June 2023)

Mental Health and Wellbeing
Strategy
(June 2023)

Healthcare Associated Infection

(HCAI) Strategy 2023 to 2025

(June 2023)
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121. To reduce demand on the whole health and care system,

public health and preventative health care measures need to be
prioritised. As part of the 2024/25 budget statement, the Scottish
Government indicated its intention to take forward a ‘National
Conversation’ about the future of the NHS.62 The Scottish Government
should now work with NHS boards, their staff, partners, and the public
to develop a long-term strategy for health and social care and support
the movement from recovery to reform (Horizon 3). It should set out
priorities that support large-scale, system-wide reforms, advancing and
building upon ongoing work such as the focus on prevention and Realistic
Medicine, and recognise the interdependencies across the health care
system. This is increasingly important given the proposed development
of the National Care Service.

To support longer-term reform, effective and
collaborative leadership will be required

122. Successfully implementing longer-term reforms requires strong
executive and clinical leadership to address the current operational and
financial challenges, while also looking to implement new approaches to
designing services that will meet longer term need. In the joint Auditor
General for Scotland and Accounts Commission report on progress
with health and social care integration, we highlighted the importance
of ‘systems leadership’ in a complex environment. Effective collaborative
leaders should exhibit influential leadership and the ability to empower
others, promote awareness of the organisation’s goals, engage service
users, and prioritise continual development.

123. The current challenges of leading in a complex and uncertain
environment are putting leadership capacity across NHS Scotland at
increasing risk, and there are concerns that boards are finding it difficult
to recruit externally for senior executive and clinical roles. In the past year
the Chief Executives at four boards have announced their retirements
(NHS Dumfries and Galloway, NHS Forth Valley, NHS Highland, and NHS
Tayside). It has subsequently been announced that the Chief Executive of
NHS Grampian will take up the same post at NHS Tayside, but this still
leaves four out of 14 territorial boards recruiting new Chief Executives.83

124. There is a renewed focus on succession planning and leadership

skills development at various levels, both within individual boards and
nationally. The Scottish Government has commissioned NHS Education for
Scotland to deliver a range of leadership development programmes, known
collectively as Leading to Change. The national programmes offered include
the Aspiring Chief Executives programme (for senior leaders nominated by
boards) and the Developing Senior Systems Leadership Programme (with a
focus on system-wide collaborative leadership).
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3. Reform and redesign

To support reform NHS boards must have good
governance arrangements in place

125. System-wide reforms will require boards to operate effectively,
liaise with their local populations and to report progress transparently. To
support this, NHS boards must have good governance arrangements

in place that provide sufficient scrutiny and assurance of financial

and operational performance. The Scottish Government aims to

support NHS boards by issuing guidance and carrying out reviews of
governance arrangements across boards. The Scottish Government
revised its Blueprint for Good Governance in NHS Scotland in November
2022.54 The second edition of the blueprint sets out principles of good
governance, emphasising the importance of rigorous challenge and
scrutiny as well as collaboration with other stakeholders, including the
public. The model set out in the revised blueprint places more emphasis
on delivering change, and prioritising innovation and a learning culture, at
the same time as meeting operational outcomes and targets.

126. The blueprint sets out three levels of evaluation: appraisal of
individual board members' performance; a regular board self-assessment
exercise; and external review of the organisation’s governance
arrangements. A new approach to self-assessment has been piloted

and is to be rolled out to all boards by March 2024, aiming to provide
constructive challenge and strengthen effective scrutiny and self-
evaluation. A new Healthcare Governance Advisory Board is being set up
and will recommend an approach to external review of board governance.
These reviews will include how boards engage with stakeholders,
including the public. We will continue to consider the effectiveness of the
governance arrangements within NHS Scotland, including the results of
the external reviews, as part of both the annual audits of individual NHS
boards and our programme of national reporting.

127. There were limited governance and financial management concerns
arising from 2022/23 annual audit work. Issues around governance,
leadership and culture were, however, highlighted by the auditors of NHS
Forth Valley. The board has been escalated on the Scottish Government's
NHS Scotland Support and Intervention Framework (paragraphs

37-39). Following escalation, an independent review of the corporate
governance arrangements in NHS Forth Valley was undertaken. The
learning outlined by the review may enable other NHS boards to

identify opportunities to improve their own governance arrangements
(Case study 2, page 50).
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Case study 2.

NHS Forth Valley Corporate Governance Review

In December 2023, the Auditor General published a report to draw Parliament'’s
attention to concerns in relation to the governance, leadership and culture in
NHS Forth Valley and set out the progress the board is making in addressing
these issues.

In November 2022, the board was escalated to stage 4 of the NHS Scotland
Performance Escalation Framework (since renamed the Support and
Intervention Framework). As a result of the escalated governance arrangements
an independent review of the corporate governance arrangements in the
organisation was undertaken. The review was intended to assist the board in
identifying any improvements to their approach to corporate governance that
will be required to address the range of performance-related issues included in
the Escalation Improvement Plan.

The assessment of the effectiveness of the governance arrangements in NHS
Forth Valley is grounded in the NHS Scotland Blueprint for Good Governance
(2022). The conclusions in the report focused on the Board's approach to active
and collaborative governance.

An active governance approach to delivering good governance requires Board
members ‘to focus on the right things, consider the right evidence and respond
in the right way'. Overall, while the board generally was focusing on the right
things, the review noted that there were two notable exceptions to this that
should be considered the root cause of many of the significant challenges
currently faced by the organisation. These are the failure to agree an appropriate
business model for the delivery of integrated health and social care, and the
difficulties experienced in building and maintaining a high-performing Executive
Leadership Team. The review was also concerned that the Board was not
always able to consider the right evidence or respond in the right way.

A collaborative approach to governance needs to be adopted by the key
partners in the healthcare system to ensure governance arrangements are
understood and aligned to achieve the best outcomes for the population and
ensure best value in the use of public funds. The review found there was a

lack of a productive and collaborative approach to governance particularly in
respect of the integration of health and social care. The reasons behind the lack
of collaborative governance reported by the review, reflect those outlined in our
2018 Health and social care integration report, including: an unwillingness by
some senior leaders to relinquish power and control; a lack of understanding of
responsibilities and accountabilities; and difficult relationships between partners.

The review made 51 wide-ranging recommendations for improvements to
the Board's governance arrangements. The review also recommended that
there was merit in sharing the learning with all NHS boards to enable them to
consider the review and possibly identify opportunities to improve their own
governance arrangements.

Source: NHS Forth Valley Corporate Governance Review: Final Report,
October 2023 and Audit Scotland
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Appendix 1.

Appendix 1.

Audit methodology

We aim to answer the following audit questions in this report:
¢ \What was the financial performance of the NHS in Scotland in 2022/23, and what is the
medium-term financial outlook?

e How is the NHS in Scotland performing against national commitments, and what progress is
being made with recovery?

¢ \What is being done to reform and redesign the NHS in Scotland, including making it financially
sustainable?
Our findings are based upon:
e the 2022/23 audited accounts and annual audit reports of NHS boards and supplementary
returns provided by appointed auditors
¢ analysis of NHS board accounts, Scottish Government budget documents
e relevant Scottish Government strategies, plans and publications

e Qactivity and performance data published by Public Health Scotland, NHS Education for Scotland
and other national boards

e interviews with senior officials in the Scottish Government and NHS boards.

This central work was supplemented by targeted work at three NHS boards (NHS Dumfries and
Galloway, NHS Greater Glasgow and Clyde and NHS Tayside). This included a more in-depth review
of board strategies and plans, and interviews and discussions with senior staff.

Advisory Panel

To support our work, an Advisory Panel was established to provide challenge and insight at
key stages of the audit process. Members sat in an advisory capacity only and the content and
conclusions of this report are the sole responsibility of Audit Scotland.

We wish to extend our thanks to the members of the panel: Andrew Bone (NHS Borders); Lorraine
Cowie (NHS Highland); Julie Carter (Scottish Ambulance Service); Stephen Gallagher (Scottish
Government); and Scott Heald (Public Health Scotland).
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Appendix 2.

NHS board performance against selected waiting list
Indicators

New outpatient waiting list indicators (September 2023)

Attendances All| Change Ongoing| Change
in year ongoing| in year to waits over| in year to
to waits| Sep 2023 ayear| Sep 2023
NHS board Sep 2023 Sep 2023 (%) Sep 2023’ (%)
NHS Scotland 1,237,657 25 4 525,654 105 4 40,052 72 4
NHS Ayrshire
& Arran 94,622 50 4 47,689 76 4 5409 265 ¥
NHS Borders 21,677 98 ¥ 11,813 M7 4 1,485 71 ¥
NHS Dumfries
& Galloway 32,177 73 % 10,629 35 % 20 -86.0 ¥
NHS Fife 78,251 49 4 30,300 149 4 2,427 1615 #
NHS Forth
Valley 68,967 04 ¥ 19,312 74 % 84 -633 ¥
NHS
Grampian 112,091 23 4 51684 217 # 6117 457 #
NHS Greater
Glasgow &
Clyde 343,198 5.8 4 146,522 38 4 7463 -384 ¥
NHS Highland 51,909 4.4 4 25171 225 4 2,068 10 4
NHS
Lanarkshire 109,510 15 4 67132 377 * 7661 266.6 4
NHS Lothian 221,444 1.8 4 79,510 22 % 5,603 42 4
NHS Orkney 4,231 44 ¥ 1,513 39.8 4 27 929 4
NHS Shetland 4,671 29 ¥ 1,346 28.2 4 9 28.6 4
NHS Tayside 86,054 74 ¥ 31,319 10.8 # 1,675 343 4
NHS Western
Isles 6,279 23 4 1,367 177 4 4 00 @
NHS Golden
Jubilee 2,576 8.6 4 347 71 4 0 -1000 ¥
Fewer attendances More ongoing waits ~ More ongoing waits over
than a year ago than a year ago a year than a year ago

Note: 1. There was a new outpatient target to eradicate long waits of over one year by March 2023.
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Inpatient/day case waiting list indicators (September 2023)

Admissions All| Change Ongoing| Change
in year ongoing| in year to waits over| in year to
to waits | Sept 2023 18 months| Sep 2023
NHS board Sep 2023 Sep 2023 (%) Sep 2023’ (%)
NHS Scotland 232,601 19.6 4 151,093 69 4 17,812 78 4
NHS Ayrshire
& Arran 15,949 18.0 # 7,863 81 ¥ 753 -13.8 ¥
NHS Borders 2,951 24.6 4 2,539 70 4 310 99 ¥
NHS Dumfries
& Galloway 7,969 11.9 # 4,729 30.8 # 2 -600 ¥
NHS Fife 13,121 15.6 4 7,805 404 4 134 197.8 4
NHS Forth
Valley 9,486 6.3 4 4,822 157 4 23 410 ¥
NHS
Grampian 18,537 14.0 4 16,409 46 4 2,775 15 4
NHS Greater
Glasgow &
Clyde 64,059 210 4 44,878 93 4 6,634 364 4
NHS Highland 13,153 245 4 7,004 75 ¥ 772 429 ¥
NHS
Lanarkshire 17,601 294 % 11,621 07 ¥ 1,634 17 W
NHS Lothian 40,209 314 4 27,780 32 4 3,256 25 4
NHS Orkney 738 82 ¥ 346 47 ¥ 2 714 ¥
NHS Shetland 933 173 ¥ 359 10.8 4 6 00 @
NHS Tayside 20,986 11.0 4 12,911 13.6 # 1,496 73 4
NHS Western
Isles 1,410 -08 ¥ 327 275 ¥ 0 -1000 ¥
NHS Golden
Jubilee 5,499 10.3 # 1,700 8.0 ¢ 15 36.4 4
Fewer admissions More ongoing waits  More ongoing waits over
than a year ago than a year ago 18 mths than a year ago

Note: 1. There was an inpatient/day case target to eradicate long waits of over 18 months by
September 2023.

Source: Public Health Scotland
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Progress against the recommendations from NHS in
Scotland 2022

Recommendations for Scottish

Government Progress/status
Publish a revised Medium-Term Financial In progress.
Framework (MTFF) for health and social care The MTFS was published in May 2023, but

that clgarly aligns with the Medlum—Term . a revised M TFF has not been published yet.
Financial Strategy (MTFS) for the entire Scottish Publication planned for 2024.

Government, as soon as possible after the next

MTFS is published, to determine what financial Further action recommended.

resources will be available and to give a clear

understanding of potential financial scenarios.

Complete work on modelling demand and capacity In progress.
to inform planning for future service delivery,
taking into consideration demographic change,
service redesign options and anticipated workforce
capacity.

A model exists and work to develop and
improve this model is ongoing.

Revisit NHS Recovery Plan commitments annually No progress.
and use annual progress updates to report clearly
and transparently on what progress has been made
and whether those commitments, or the targets
and delivery timeframes related to them, need to
change and why.

The NHS Recovery Plan update was
published in December 2023 but does
not clearly report progress. Further action
recommended.

Ensure targets for tackling the backlog of care In progress.
are clear, publish accessible and meaningful
information about how long people will have to
wait for treatment, and urgently explore all options
to provide support to the most vulnerable people
waiting for treatment to minimise the negative
impact on their health and wellbeing.

Work to improve waiting times information
for patients ongoing.

Publish annual progress updates on the reform of Limited progress.
services, showing the effectiveness and value for
money of new innovations and ways of delivering
NHS services.

Updates for some programmes published.
We repeat this recommendation in this
report.

Cont.



Recommendations for Scottish
Government and NHS boards

Appendix 3.

Progress/status

Work with partners in the social care sector to
progress a long-term, sustainable solution for
reducing delayed discharges from hospital.

Ensure focus on staff retention measures is
maintained, including wellbeing support, and
continually look at ways to increase the impact of
these measures.

Work together more collaboratively on boards'
delivery, financial and workforce plans to maximise
boards’ potential to achieve the ambitions in the
NHS Recovery Plan, by balancing national and local
priorities against available resources and capacity
and setting realistic expectations for the public.

Urgently implement a programme of engagement
with the public to enable an open discussion about
the challenges facing the health sector in Scotland
and help inform future priorities and how the
delivery of services will change.

Limited progress.
Awaiting decision on National Care Service.

In progress.

Awaiting National \Workforce Strategy
progress update.

In progress.

We note the arrangements to support
boards to develop plans and to better align
activity and financial planning.

Limited progress.

There is evidence of engagement locally and
nationally but longer-term strategies, plans
and reforms still need to be developed.
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	This HSCP Quarterly Performance Report provides an agreed suite of measures that report on the progress of the priorities set out in the Strategic Plan.  Information is reported from national and local NHS sources and East Dunbartonshire Council sources to provide the most up to date information available.  For clarity and ease of access, the data are set out in defined sections in accordance with where the data are sourced and reported.  However, all the indicators set out in Sections 3-5 are inter-dependa
	Each indicator is reported individually.  Charts and tables are provided to display targets, trend data, and where available, improvement trajectories.  A situational analysis is provided to describe activity over the reporting period, and improvement actions are provided for all indicators that are below target. 
	  
	The sections contained within this report are as listed and described below. 
	 
	Section 2: Performance summary 
	This section provides a summary of status of all the performance indicators provided in this report by indicating which indicators have improved and which have declined. 
	 
	Section 3: Health & Social Care Delivery Plan 
	The data for unscheduled acute care reported in this document is provided by National Services Scotland for the Ministerial Steering Group for Health & Social Care (MSG). This section provides the latest available data for those indicators identified as a priority by the MSG. 
	 
	Section 4: Social Care Core Indicators 
	This is the updated report of the Social Care core dataset, provided by EDC Corporate Performance & Research team. 
	 
	Section 5: NHS Local Delivery Plan (LDP) Indicators 
	LDP Standards refer to a suit of targets set annually by the Scottish Government, and which define performance levels that all Health Boards are expected to either sustain or improve. 
	 
	Section 6: Children’s Services Performance 
	This is the updated report of Children’s Services performance, provided by EDC Corporate Performance & Research team. 
	 
	Section 7: Criminal Justice Performance 
	This is the updated report of the Criminal Justice performance, provided by EDC Corporate Performance & Research team. 
	 
	Section 8: Corporate Performance 
	Workforce sickness / absence, Personal Development Plans (PDP) & Personal Development Reviews (PDR) are monitored, and reported in this section. 
	 
	 
	 
	This section of the quarterly report ranks each of the performance indicators and measures that feature in the report against a red, amber and green (RAG) rating, reflecting activity against targets and improvement plans.  
	 
	As a result of the Covid-19 pandemic, presenting need, demand, service activity, performance and impact have been significantly affected in ways that affect the metrics and interpretations that are normally used to measure performance. 
	 
	We have re-introduced the pre-Covid summary RAG rating (below), but caution should continue to be applied to interpretation. Full information on the impacts on performance is set out for each individual measure within the report. 
	 
	 
	 
	 
	 

	Positive Performance (on target) improving 
	Positive Performance (on target) improving 


	 
	 
	 

	Positive Performance (on target) declining 
	Positive Performance (on target) declining 


	 
	 
	 

	Negative Performance (off target) improving 
	Negative Performance (off target) improving 


	 
	 
	 

	Negative Performance (off target) declining 
	Negative Performance (off target) declining 
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	Figure
	Figure
	Figure
	  Positive Performance (on target & maintaining/improving)  
	Figure
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	Number of accident and emergency attendances (all ages) 
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	Percentage of people newly diagnosed with dementia receiving post diagnostic support 
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	Percentage of young people seen or otherwise discharged from the CAMHS waiting list who had experienced a wait of less than 18 weeks 
	Percentage of young people seen or otherwise discharged from the CAMHS waiting list who had experienced a wait of less than 18 weeks 


	6.2 
	6.2 
	6.2 

	Percentage of Initial Child Protection Planning Meetings taken place within Child Protection national guidance 
	Percentage of Initial Child Protection Planning Meetings taken place within Child Protection national guidance 
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	Percentage of Court Report Requests allocated to a Social Worker within 2 working days of receipt 
	Percentage of Court Report Requests allocated to a Social Worker within 2 working days of receipt 



	 
	  Positive Performance (on target but declining) 
	InlineShape
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	Percentage of Adult Protection cases where timescales are met 
	Percentage of Adult Protection cases where timescales are met 
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	Percentage of Child Care Integrated Assessments for SCRA completed within 20 days 
	Percentage of Child Care Integrated Assessments for SCRA completed within 20 days 



	 
	  Negative Performance (below target but maintaining/improving) 
	Figure
	 
	3.2 
	3.2 
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	Number of unscheduled hospital bed days 
	Number of unscheduled hospital bed days 


	3.3 
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	Quarterly number of delayed discharge bed days 
	Quarterly number of delayed discharge bed days 
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	Smoking quits at 12 weeks post quit in the 40% most deprived areas 
	Smoking quits at 12 weeks post quit in the 40% most deprived areas 
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	Percentage of children being looked after in the community 
	Percentage of children being looked after in the community 
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	NHS Knowledge & Skills Framework 
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	   Negative Performance (below target and declining) 
	Figure
	3.1 
	3.1 
	3.1 
	3.1 

	Number of unplanned acute emergency admissions 
	Number of unplanned acute emergency admissions 
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	6.5 

	Percentage of first Looked After and Accommodated Children (LAAC) reviews taking place within 4 weeks of accommodation 
	Percentage of first Looked After and Accommodated Children (LAAC) reviews taking place within 4 weeks of accommodation 
	 



	 
	 
	 
	 
	 
	The following targets relate to unscheduled acute care and focus on areas for which the HSCP has devolved responsibility. They are part of a suite of indicators set by the Scottish Government, and all HSCPs were invited to set out local objectives for each of the indicators. They are reported to and reviewed quarterly by the Scottish Government Ministerial Strategic Group for Health & Community Care (MSG) to monitor the impact of integration. Delays can occur with completeness of hospital-based data, so the
	3.1 Emergency Admissions 
	3.1 Emergency Admissions 
	3.1 Emergency Admissions 
	3.1 Emergency Admissions 

	3.2 Unscheduled hospital bed days; acute specialities 
	3.2 Unscheduled hospital bed days; acute specialities 

	3.3 Delayed Discharges 
	3.3 Delayed Discharges 

	3.4 Accident & Emergency Attendances 
	3.4 Accident & Emergency Attendances 



	 
	3.1  Emergency Admissions 
	 
	Rationale: 
	Rationale: 
	Rationale: 
	Rationale: 

	Unplanned emergency acute admissions are focussed on reducing inappropriate use of hospital services and shifting the focus from a reliance on hospital care towards proactive support in the community setting (aim to minimise).   
	Unplanned emergency acute admissions are focussed on reducing inappropriate use of hospital services and shifting the focus from a reliance on hospital care towards proactive support in the community setting (aim to minimise).   



	 
	Table 3.1: Quarterly Number of Unplanned Acute Emergency Admissions 
	Table
	TR
	TH
	Q3 
	2022-23 

	TH
	Q4 
	2022-23 

	TH
	Q1 
	2023-24 

	TH
	Q2 
	2023-24 

	TH
	Q3 
	2023-24 

	TH
	Target (2023-24) 


	2,763 
	2,763 
	2,763 

	2,695 
	2,695 

	2,753 
	2,753 

	2,763 
	2,763 

	Q3 not available 
	Q3 not available 

	2,351 
	2,351 



	*Based on availability of complete data for quarter at time of report – subject to update. 
	**Targets remain as those set by MSG in 2020/21 as no new targets have been set although the baseline has shifted significantly 
	 
	Figure 3.1a: Rolling Year Number of Unplanned Emergency Admissions* 
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	*Based on availability of complete data at time of report – subject to update  
	Figure 3.1b: Unplanned Emergency Admissions by Age Group 
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	Situational Analysis: 
	The number of people being admitted unexpectedly to hospital is a key indicator of how well we are doing to maintain people in their own homes, particularly later in life. It is also a proxy indicator of the level of complexity being managed in the community, and how much of a burden of disease is potentially being experienced by our residents. 
	 
	Monthly admission levels are at pre-pandemic levels and have largely plateaued over 2022/23 and 2023/24. The HSCP has not met its target for admissions since May 2021, but it should be noted that targets remain as those set by MSG in 2020/21 although the baseline has shifted significantly. 
	  
	Improvement Actions:  
	The HSCP’s Unscheduled Care improvement activity includes the ongoing development of the Home First Response Service at the Queen Elizabeth University Hospital (QEUH), with corresponding extended, enhanced and advanced core services in the HSCP to assist in the prevention of admission and expedite discharge from acute services. Two HSCP Frailty Practitioners work in collaboration with Frailty Practitioners situated in the emergency department at the QEUH. The Frailty Practitioners are working with a limited
	3.2 Unscheduled hospital bed days; acute specialities 
	 
	Rationale: 
	Rationale: 
	Rationale: 
	Rationale: 

	Unscheduled hospital bed days are focussed on reducing inappropriate use of hospital services and shifting the focus from a reliance on hospital care towards proactive support in the community setting (aim to minimise). 
	Unscheduled hospital bed days are focussed on reducing inappropriate use of hospital services and shifting the focus from a reliance on hospital care towards proactive support in the community setting (aim to minimise). 



	 
	Table 3.2: Quarterly number of Unscheduled Hospital Bed Days (all ages) 
	Table
	TR
	TH
	Q3 
	2022-23 

	TH
	Q4 
	2022-23 

	TH
	Q1 
	2023-24 

	TH
	Q2 
	2023-24 

	TH
	Q3 
	2023-24 

	TH
	Quarterly Target 
	(2023-24) 


	26,252 
	26,252 
	26,252 

	25,803 
	25,803 

	24,151 
	24,151 

	21,524 
	21,524 

	Q3 not available 
	Q3 not available 

	20,181 
	20,181 



	 
	*Based on availability of complete data for quarter at time of report – subject to update. 
	**Targets remain as those set by MSG in 2020/21 as no new targets have been set although the baseline has shifted significantly 
	 
	 
	Figure 3.2a: Rolling year number of Unscheduled Hospital Bed Days 
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	Figure 3.2b: Number of Unscheduled Admissions/Hospital Bed Days by Age Group * 
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	*Based on most recent complete 3 month data period (July 23 – September 23, >=95% complete)  
	 
	Situational Analysis: 
	This indicator describes the number of bed days in secondary care used by patients who have had an unplanned admission. Fig 3.2a illustrates what was a challenging trend away from the target trajectory over the years to 2019/20, the short term impact of the pandemic significantly reversed this trend during 2020/21. The “bounce-back” during 2021/22, which has been sustained into quarter 2 of 2023/24, has taken emergency bed days to above pre-Covid levels and significantly off-target. This is linked to the in
	 
	Improvement Actions: 
	Our primary focus continues to be on prevention of admission, where possible, so that unnecessary accrual of bed days and the potential harm to people of a hospital stay, is avoided. This continues to be an important component of managing hospital capacity.  There is senior level daily scrutiny of emergency admissions and proactive work with identified wards to facilitate safe discharge. Proactive work to support people currently in our services who are at greatest risk of admission via activity such as fal
	3.3 Delayed Discharges 
	 
	Rationale:  
	Rationale:  
	Rationale:  
	Rationale:  

	People who are ready for discharge will not remain in hospital unnecessarily (aim to minimise). 
	People who are ready for discharge will not remain in hospital unnecessarily (aim to minimise). 



	 
	Table 3.3: Quarterly Number of Delayed Discharge Bed Days (18+)* 
	Table
	TR
	TH
	Q3 
	2022-23 

	TH
	Q4 
	2022-23 

	TH
	Q1 
	2023-24 

	TH
	Q2 
	2023-24 

	TH
	Q3 
	2023-24 

	TH
	Quarterly Target 
	(2023-24) 


	1,618 
	1,618 
	1,618 

	2,187 
	2,187 

	1,674 
	1,674 

	1,834 
	1,834 

	Q3 not available 
	Q3 not available 

	1,210 
	1,210 



	*Based on availability of complete data for quarter at time of report – subject to update. 
	**Targets remain as those set by MSG in 2020/21 as no new targets have been set although the baseline has shifted significantly 
	 
	Figure 3.3a: Rolling year number of Delayed Discharge Bed Days (18+) 
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	Figure 3.3b: Number of Delayed Discharges by Age and Reason 
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	*Based on most recent complete 3 month data period (July to September 2023) 
	Situational Analysis: 
	Facilitating discharge from hospital when a patient is clinically fit to return home is an important component of the health and social care whole system. This ensures that people are supported safely at home where possible, reduces the loss of independence and “deconditioning” that can occur while an inpatient, and allows hospital resources to be used for people in need of hospital based care. Complete national data is only available to September 2023, but figure 3.3a illustrates the very challenging circu
	 
	The HSCP is confident in all efforts in relation to delayed discharges but there remain stubborn challenges regarding complex cases (particularly where patients are subject to Adults with Incapacity legislation), and placement or care package availability at times, particularly for people under 65 or who require complex care. 
	 
	Improvement Actions:  
	Use of electronic operational activity dashboards continues to enable local oversight of community patients who have been admitted to hospital so that a response can be made quickly, prior to these patients being deemed fit for discharge. The HSCP can also see patients who have been admitted who are not currently known to us, again allowing early intervention. In addition, all of the actions described in the previous indicator around prevention of admission are relevant to avoiding delayed discharges. Home 
	3.4 Accident & Emergency Attendances 
	 
	Rationale: 
	Rationale: 
	Rationale: 
	Rationale: 

	Accident & Emergency attendance is focussed on reducing inappropriate use of hospital services and changing behaviours away from a reliance on hospital care towards the appropriate available support in the community setting (aim to minimise). 
	Accident & Emergency attendance is focussed on reducing inappropriate use of hospital services and changing behaviours away from a reliance on hospital care towards the appropriate available support in the community setting (aim to minimise). 



	Table 3.4 Quarterly Number A&E Attendances (all ages)* 
	Table
	TR
	TH
	Q3 
	2022-23 

	TH
	Q4 
	2022-23 

	TH
	Q1 
	2023-24 

	TH
	Q2 
	2023-24 

	TH
	Q3 
	2023-24 

	TH
	Quarterly Target 
	(2023-24) 


	6,736 
	6,736 
	6,736 

	5,958 
	5,958 

	6,843 
	6,843 

	6,774  
	6,774  

	Q3 not available  
	Q3 not available  

	6,740 
	6,740 



	 
	*Based on availability of complete data for quarter at time of report – subject to update. 
	**Targets remain as those set by MSG in 2020/21 as no new targets have been set although the baseline has shifted significantly 
	  
	Figure 3.4a: Rolling year number of A&E Attendances 
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	Figure 3.4b: A&E Attendances Admitted to Hospital by Age Group  
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	*Based on most recent complete 3 month data period, July to September 2023 (>=95% data completeness)  
	Situational Analysis: 
	East Dunbartonshire had the lowest level of emergency department attendances, per 1,000 population, across Greater Glasgow and Clyde during 2022/23. These lower than average emergency attendance levels by area have continued into 2023/24, with attendances below target for 2023/24, to date. 
	 
	The data at 3.4b shows the proportion of those who attended A&E who were subsequently discharged without admission, suggesting that a significant number of those in the younger age-groups attending A&E could have had their needs met in the community or via self-care. In order to address this on a national level “Right Care, Right Place” continues to 
	operate across Scotland. Scotland’s new approach to urgent care has those with non-life threatening conditions who would usually visit an emergency department first, asked to call NHS 24 day or night on 111 through the NHS Board’s Flow Navigation Hub. People can also continue to call their GP practice for urgent care or access help online from NHS Inform. 
	 
	Improvement Actions: 
	From an HSCP perspective we continue to progress all developments supporting the transformation of patient access to the right advice and support from the appropriate professional and/or alternative community resources. Locally we continue to upskill core services supported by senior clinical decision makers, to prevent avoidable admissions. Additionally, as referenced above, we are improving our response to people attending hospital following emergency conveyance or self-presentation. 
	 
	3.5 Local Data Updates and Benchmarking 
	As indicated at the start of this section, the data reported in this report is provided as part of a national publication by Public Health Scotland (PHS).  Data linkage and verification results in a time-lag, which explains why the most recent reporting month is August 2023 for a number of these core indicators. 
	In order to provide a local update to these figures, the table below is included here.  This table is populated with NHSGGC data, which applies a slightly different methodology to PHS but is accurate for use as proxy data to show more recent figures.  The table compares our performance for the reporting year to date against target and against other HSCP’s in Greater Glasgow and Clyde. 
	East Dunbartonshire HSCP Unscheduled Care (NHSGGC data sources) 
	Data Summary: April to September 2023 
	 
	Measure 
	Measure 
	Measure 
	Measure 

	Actual (Year to Date) 
	Actual (Year to Date) 

	Target (Year to Date) 
	Target (Year to Date) 

	Target RAG* 
	Target RAG* 

	Rank in GGC (most recent month) 
	Rank in GGC (most recent month) 


	Emergency Dept. Attendances (18+) 
	Emergency Dept. Attendances (18+) 
	Emergency Dept. Attendances (18+) 

	13,863 
	13,863 

	14,756 
	14,756 

	  
	  

	2 
	2 


	Emergency Admissions (18+) 
	Emergency Admissions (18+) 
	Emergency Admissions (18+) 

	7,151 
	7,151 

	7,052 
	7,052 

	  
	  

	2 
	2 


	Unscheduled bed days (18+) 
	Unscheduled bed days (18+) 
	Unscheduled bed days (18+) 

	71,383 
	71,383 

	60,542 
	60,542 

	  
	  

	4 
	4 


	Delayed discharge bed days (all ages) 
	Delayed discharge bed days (all ages) 
	Delayed discharge bed days (all ages) 

	5,567 
	5,567 

	3,629 
	3,629 

	  
	  

	4 
	4 



	 
	* RAG rating used: 
	Green: equal to or ahead of target (ahead of target is ‘positive’) 
	Amber: off-target by less than 10% (off-target is ‘negative’) 
	Red: off target by 10% or more 
	**Targets remain as those set by MSG in 2020/21 as no new targets have been set although the baseline has shifted significantly 
	 
	(Source: NHSGGC - East Dunbartonshire HSCP Analysis) 
	 
	 
	This section provides an updated report of Social Care core dataset and includes data collated by East Dunbartonshire Council’s Performance & Research Team.  Although reported separately from the Health and Social Care data, the following indicators are integral to achieving the targets set out in the Health and Social Care Annual Delivery Plan and HSCP Unscheduled Care Plan. 
	 
	4.1 Homecare hours per 1,000 population aged 65+yrs 
	4.1 Homecare hours per 1,000 population aged 65+yrs 
	4.1 Homecare hours per 1,000 population aged 65+yrs 
	4.1 Homecare hours per 1,000 population aged 65+yrs 

	4.2 People aged 65+yrs with intensive needs receiving care at home 
	4.2 People aged 65+yrs with intensive needs receiving care at home 

	4.3 Community assessment to service delivery timescale 
	4.3 Community assessment to service delivery timescale 



	4.4 Care home placements  
	4.5 Adult Protection inquiry to intervention timescales 
	 
	4.1 Homecare hours per 1,000 population aged 65+yrs 
	 
	Rationale: 
	Rationale: 
	Rationale: 
	Rationale: 

	Key indicator required by Scottish Government to assist in the measurement of Balance of Care (aim to maximise in comparison to support in institutional settings). 
	Key indicator required by Scottish Government to assist in the measurement of Balance of Care (aim to maximise in comparison to support in institutional settings). 



	 
	Figure 4.1: No. of Homecare Hours per 1,000 population 65+ (IHSC-89-LPI-6) 
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	Q3 (22/23)
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	Situational Analysis: 
	This indicator was first established nationally to measure the extent of community-based support, in comparison with institutional care. The number of homecare hours per 1,000 population over 65 has steadily increased in recent quarters and continues to be ahead of target in quarter 3 of 2023/24. Whilst this demonstrates success in supporting people in the community, the increase also indicates rising demand and complexity. Our analysis on the reasons for this rising demand point to the disproportionate inc
	 
	Improvement Action: 
	Care at home is a cornerstone service in the community health and social care landscape.  Performance in relation to maintaining people in their own home, facilitating people to die in their preferred place of care and reducing the number of people living in long term care are all dependant on care at home. 
	 
	The service continues to experience a sustained demand for service from customers who are presenting with more complex needs or whose needs have escalated or significantly changed. Both in house and commissioned services continued to stretch capacity and work flexibly to meet the demand challenges that present. Demand pressures are being actively managed by the service and monitored by the HSCP Operational Response Group (ORG). 
	 
	4.2 People Aged 65+yrs with Intensive Needs Receiving Care at Home 
	 
	Rationale: 
	Rationale: 
	Rationale: 
	Rationale: 

	As the population ages, and the number of people with complex care needs increases, the need to provide appropriate care and support becomes even more important. This target assures that home care and support is available for people, particularly those with high levels of care needs (aim to maximise). 
	As the population ages, and the number of people with complex care needs increases, the need to provide appropriate care and support becomes even more important. This target assures that home care and support is available for people, particularly those with high levels of care needs (aim to maximise). 



	Figure 4.2a: Percentage of People Aged 65+yrs with Intensive Needs Receiving Care at Home (aim = to maximise) (HSCP-SOL-SW3) 
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	Situational Analysis: 
	This indicator is above target for quarter 3 of 2023/24. The indicator measures the number of people over 65 receiving 10 hours or more of homecare per week, which is a historic measure of intensive support. Our policy is to support people with intensive care needs in the community as far as possible. Traditionally the aim has been to maximise this value.  However we also have to be mindful of the need to maximise independent living using “just enough” support rather than creating over-dependency and afford
	  
	Improvement Action: 
	Our intention is to maintain good, balanced performance in this area, addressing capacity challenges and maximising rehabilitation and reablement opportunities wherever possible for customers. The HSCP continue to experience challenges in meeting all demand for care at home services in house and through our commissioned provider partners.  Workforce pressures remain the most common reason for capacity shortages. The service continue to meet excellent performance standards in undertaking reviews to ensure th
	 
	4.2b Systems supporting Care at Home 
	 
	Rationale:   The following indicators contribute partly to support the previous indicators.  They are important in improving the balance of care and assisting people to remain independent in their own homes, but do not have specific targets.  
	4.2b (i): Number of people taking up SDS options 
	 
	Chart
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	Q3 (22-23)
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	Situational Analysis: 
	The indicators measure the number of people choosing Self Directed Support Options to direct their own support package. Their choice will be dependent upon the amount of control and responsibility that the customer or their family wish to take in arranging the delivery of care. None of the options are considered inferior to the other options and the statistics reflect customer choice. Note that if service users choose more than one support option (as per option 4), they will also be added to the total of ea
	 
	This quarter has seen an increased uptake in options 1, 3 and 4. The national recruitment and retention issues for social care staff are still having a significant impact across options 1 and 2. However, there continues to be an increase in the number of Option 1 customers purchasing support from persons who are registered as self-employed, after confirming 
	acceptance of the risks associated with purchase, which may be having a positive effect on the uptake of Option 1. 
	Option 1 – The service user receives a direct payment and arranges their own support 
	Option 2 – The service user decides and the HSCP arranges support 
	Option 3 – After discussing with the service user, the HSCP decides and arranges support 
	Option 4 – The service user uses a mixture of options 1-3. 
	 
	Improvement Action: 
	We will ensure that we provide Self Directed Support training to Social Work and Health practitioners to instil confidence and knowledge about the options amongst the workforce. We will continue to work in partnership with the Third Sector to raise awareness about self-directed support to local communities, customers and carers to ensure that the benefits associated with each option are fully explained and recognised. We will also continue to encourage the flexible use of Direct Payment budgets. 
	 
	4.2b (ii): People Aged 75+yrs with a Telecare Package (aim to maximise) 
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	Situational Analysis: 
	There continues to be a gradual increase in the number of people aged 75 and over with a telecare package. This is in line with expectations, as the population of people in East Dunbartonshire aged 75+ increases and telecare opportunities are maximised. 
	Improvement Action: 
	We continue to implement the actions of our Digital Health and Social Care Action Plan, seeking to link traditional telecare with telehealth monitoring and technology enabled care.  
	The specification for a shared alarm receiving solution across all 32 local authorities has been finalised, with a go-live date of early 2024 for East Dunbartonshire, which includes a shared dataset for monitoring and reporting. Work is well underway in preparation for the go-live date. 
	  
	  
	4.3 Community Care Assessment to Service Delivery Timescale 
	 
	Rationale 
	Rationale 
	Rationale 
	Rationale 

	The HSCP has a duty to undertake community care assessments for those in need, and are responsible for developing packages of care to meet identified need.  The national standard is to operate within a six week period from assessment to service delivery, which encourages efficiency and minimises delays for service-users (aim to maximise). 
	The HSCP has a duty to undertake community care assessments for those in need, and are responsible for developing packages of care to meet identified need.  The national standard is to operate within a six week period from assessment to service delivery, which encourages efficiency and minimises delays for service-users (aim to maximise). 



	 
	Figure 4.3: Percentage of service users (65+yrs) meeting 6wk target (Aim = to maximise) (HSCP-06-BIP-6) 
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	Situational Analysis: 
	The HSCP generally reports consistently high levels of compliance against this indicator.  Indeed, many people receive services well within the 6 week target from the completion of their community care assessment. In each of the quarters since Q2 of 2022/23, performance has been above target with 100% within target in Q2 and Q3 of 2023/24. 
	 
	Improvement Action: 
	The focus is to continue to deliver high levels of performance in this area. 
	 
	4.4 Care Home Placements  
	 
	Rationale: 
	Rationale: 
	Rationale: 
	Rationale: 

	The focus of the HSCP is to maximise opportunities for people to live active, independent lives for as long as possible which will prevent avoidable long term care placement (aim to monitor care home placement numbers/maintain baseline). 
	The focus of the HSCP is to maximise opportunities for people to live active, independent lives for as long as possible which will prevent avoidable long term care placement (aim to monitor care home placement numbers/maintain baseline). 



	 
	  
	Figure 4.4a  Number of People Aged 65+yrs in Permanent Care Home Placements (snapshot) (HCP-14-LPI-6) 
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	Figure 4.4b  Number of Care Home Admissions and Discharges (including deaths) 
	(HCP-13-LPI-6 & HSCP-AS-LPI-1) 
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	Situational Analysis: 
	Care home admissions are determined at an individual level, based upon an assessment of support needs and with consideration to the balance of care and cost thresholds. The HSCP policy is to support people in the community for as long as possible, which is generally the preference of the individual concerned. National and local policy is also geared towards carefully balancing the use of placements in long term care. Increases in care at home provision to older people demonstrates that this has been success
	demand pressures continue across all service sectors and we have experienced an increase in cases where long term care need is indicated. 
	 
	The availability of care home admission and discharge data is generally subject to time lag, due to transactional processes and recording, so the most recent data relates to Quarter 2. 
	 
	Improvement Action: 
	Work continues to analyse intelligence relating to care home admissions, taking into account the potential consequences, both personal and organisational, of long term care decision-making. Intensive support and assurance work is being provided by the HSCP to care homes in the area, enhanced by the input of our integrated care homes support team. 
	 
	4.5 Adult Support & Protection Inquiry to Intervention Timescales  
	 
	Rationale: 
	Rationale: 
	Rationale: 
	Rationale: 

	The Health & Social Care Partnership have a statutory duty to make inquiries and intervene to support and protect adults at risk of harm. It is crucial that such activities are carried out in a timely and effective fashion. This indicator measures the speed with which sequential Adult Support & Protection actions are taken against timescales laid out in local social work procedures (aim to maximise). 
	The Health & Social Care Partnership have a statutory duty to make inquiries and intervene to support and protect adults at risk of harm. It is crucial that such activities are carried out in a timely and effective fashion. This indicator measures the speed with which sequential Adult Support & Protection actions are taken against timescales laid out in local social work procedures (aim to maximise). 



	 
	Figure 4.5 Percentage of Adult Protection cases where timescales were met (Aim = to maximise) (HSCP-05-BIP-6) 
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	Situational Analysis: 
	Quarters 2 and 3 continued to see above target performance despite continuing high levels of demand, fluctuating pressures on workforce capacity, and an inspection from the Care Inspectorate. Business continuity measures continue to be applied as and when required.  
	 
	Improvement Action: 
	Continue to pursue achievement of compliance with target timescales. Performance is regularly scrutinised by the Adult Protection Committee to identify improvement opportunities and these are progressed where possible.  
	 
	  
	4.6 Adult Social Work: Service User Personal Outcomes 
	 
	Rationale: 
	Rationale: 
	Rationale: 
	Rationale: 

	When preparing a support plan, social workers agree with service users the personal outcomes that and care and support should be aiming to meet.  As a minimum, these should be designed to reduce risks from a substantial to a moderate level, but the arranging of informal support may additionally contribute to improving quality of life outcomes. When services are reviewed (at least annually), social workers consider with service users the extent to which these personal outcomes have been fully or partially me
	When preparing a support plan, social workers agree with service users the personal outcomes that and care and support should be aiming to meet.  As a minimum, these should be designed to reduce risks from a substantial to a moderate level, but the arranging of informal support may additionally contribute to improving quality of life outcomes. When services are reviewed (at least annually), social workers consider with service users the extent to which these personal outcomes have been fully or partially me



	 
	Figure 4.6 Percentage of adults in receipt of services who have had their personal outcomes fully or partially met (Aim = to maximise) (HSCP-BIP-10) 
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	Situational Analysis: 
	Quarter 3 has reported strong performance again for this indicator, at 99%, well above the target of 90%. 70 people with a completed review of support plan form had their needs fully or partially met during Q3. 
	 
	Improvement Action: 
	The aim is that social work assessment and support management remains focused and specific on improving agreed outcomes for the people we support.  This data is also produced at a team level, to permit examination at a more granular level on how effectively support is being targeted towards measurably reducing risks and also improving quality of life by maximising the potential benefits of informal as well as formal supports options.   
	 
	 
	LDP Standards refer to a suit of targets, set by the Scottish Government, which define performance levels that all Health Boards are expected to either sustain or improve.  This section reports on the Standards delivered by, or relevant to, the HSCP. 
	 
	5.1 Drugs & Alcohol Treatment Waiting Times 
	5.1 Drugs & Alcohol Treatment Waiting Times 
	5.1 Drugs & Alcohol Treatment Waiting Times 
	5.1 Drugs & Alcohol Treatment Waiting Times 

	5.2 Psychological Therapies Waiting Times 
	5.2 Psychological Therapies Waiting Times 

	5.3 Dementia Post Diagnostic Support 
	5.3 Dementia Post Diagnostic Support 

	5.4 Alcohol Brief Interventions 
	5.4 Alcohol Brief Interventions 

	5.5 Smoking Cessation 
	5.5 Smoking Cessation 

	5.6 Child & Adolescent Mental Health Services Waiting Times 
	5.6 Child & Adolescent Mental Health Services Waiting Times 



	 
	5.1 Drugs & Alcohol Treatment Waiting Times 
	 
	Rationale: 
	Rationale: 
	Rationale: 
	Rationale: 

	The 3 weeks from referral received to appropriate drug or alcohol treatment target was established to ensure more people recover from drug and alcohol problems so that they can live longer, healthier lives, realising their potential and making a positive contribution to society and the economy. The first stage in supporting people to recover from drug and alcohol problems is to provide a wide range of services and interventions for individuals and their families that are recovery-focused, good quality and t
	The 3 weeks from referral received to appropriate drug or alcohol treatment target was established to ensure more people recover from drug and alcohol problems so that they can live longer, healthier lives, realising their potential and making a positive contribution to society and the economy. The first stage in supporting people to recover from drug and alcohol problems is to provide a wide range of services and interventions for individuals and their families that are recovery-focused, good quality and t



	 
	Figure 5.1: Percentage of People Waiting <3wks for Drug & Alcohol Treatment (aim = to maximise) 
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	Situational Analysis: 
	Quarter 3 waiting time performance data has not yet been published at the time of this report. Performance in Quarter 2 exceeded the target with all 103 waits within the 3 week target timescale.  
	Improvement Action: 
	The Alcohol and Drugs Recovery Team continues to strive to improve waiting times performance. There remains substantial pressure on the service who are seeing continued increases in referrals.   
	5.2 Psychological Therapies Waiting Times 
	 
	Rationale: 
	Rationale: 
	Rationale: 
	Rationale: 

	Timely access to healthcare is a key measure of quality and that applies equally in respect of access to mental health services. 
	Timely access to healthcare is a key measure of quality and that applies equally in respect of access to mental health services. 



	 
	Figure 5.2: Percentage of People Starting Treatment <18wks for Psychological Therapies (aim = to maximise) 
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	Situational Analysis: 
	This data brings together performance across the Community, Primary and Older People’s Mental Health Teams. The performance standard is measured as the percentage of people seen within 18 weeks from referral to delivery of service. The service has delivered comfortably above target by this measure for the past year.  
	 
	Improvement Action: 
	The mental health teams have learned from the pandemic and continue to offer support in a variety of ways, including maximising digital methods where this works for patients.  
	 
	5.3 Dementia Post Diagnostic Support 
	 
	Rationale: 
	Rationale: 
	Rationale: 
	Rationale: 

	This Standard supports the improvement of local post-diagnostic services as they work alongside and support people with a new diagnosis of dementia, and their family, in building a holistic and person-centred support plan.  People with dementia benefit from an earlier diagnosis and access to the range of post-diagnostic services, which enable the person and their family to understand and adjust to a diagnosis, connect better and navigate through services and plan for future care including future care planni
	This Standard supports the improvement of local post-diagnostic services as they work alongside and support people with a new diagnosis of dementia, and their family, in building a holistic and person-centred support plan.  People with dementia benefit from an earlier diagnosis and access to the range of post-diagnostic services, which enable the person and their family to understand and adjust to a diagnosis, connect better and navigate through services and plan for future care including future care planni



	 
	  
	Figure 5.3: Percentage of People Newly Diagnosed with Dementia Accessing PDS (aim = to maximise) 
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	Situational Analysis: 
	This indicator examines how many patients are accessing PDS within 12 weeks of new diagnosis. The service is now delivered entirely in house and the success of this can be clearly seen in quarters 1, 2 and 3 of 2023/24, with all patients being seen within 12 weeks of being diagnosed. 
	 
	Improvement Action: 
	Work will be focused on sustaining good performance in this area. 
	 
	5.4 Alcohol Brief Interventions (ABIs) 
	 
	Rationale: 
	Rationale: 
	Rationale: 
	Rationale: 

	To sustain and embed alcohol brief interventions in the three priority settings of primary care, A&E and antenatal. This standard helps tackle hazardous and harmful drinking, which contributes significantly to Scotland's morbidity, mortality and social harm. Latest data suggests that alcohol-related hospital admissions have quadrupled since the early 1980s and mortality has doubled. 
	To sustain and embed alcohol brief interventions in the three priority settings of primary care, A&E and antenatal. This standard helps tackle hazardous and harmful drinking, which contributes significantly to Scotland's morbidity, mortality and social harm. Latest data suggests that alcohol-related hospital admissions have quadrupled since the early 1980s and mortality has doubled. 



	 
	Figure 5.4: Total number of ABIs delivered (aim = to maximise) 
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	Situational Analysis: 
	Fig 5.4 shows that the delivery of ABIs was above target during quarter 3, following below target delivery in quarter 2. 
	  
	  
	Improvement Action: 
	Recovery plans continue to be used to inform the return to previous levels of service.  Alternative engagement methods will be maximised, such as use of digital technology and rebuilding capacity within GP surgeries.  
	 
	5.5 Smoking Cessation 
	 
	Rationale: 
	Rationale: 
	Rationale: 
	Rationale: 

	To sustain and embed successful smoking cessation attempts at 12 weeks post quit, in the 40% most deprived SIMD areas. This target sets out the key contribution of NHS Scotland to reduce the prevalence of smoking, still recognised as one of the biggest leading causes of preventable ill health and premature death. Smoking continues to be a key factor in health inequalities, estimated to be attributable to in the region of 8,260 deaths per year and many hospital admissions. 
	To sustain and embed successful smoking cessation attempts at 12 weeks post quit, in the 40% most deprived SIMD areas. This target sets out the key contribution of NHS Scotland to reduce the prevalence of smoking, still recognised as one of the biggest leading causes of preventable ill health and premature death. Smoking continues to be a key factor in health inequalities, estimated to be attributable to in the region of 8,260 deaths per year and many hospital admissions. 



	 
	Figure 5.5: Smoking quits at 12 weeks post quit in the 40% most deprived areas (aim = to maximise) 
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	Situational Analysis: 
	The Quit Your Way service is delivered centrally by NHS GG&C and targets for smoking cessation are set centrally too. Data reporting is generally at least three months behind, so Fig 5.5 shows the most recent data available. After exceeding targets throughout 2021/22, performance in 2022/23 was below target each quarter after Q1. The service continues to face difficulties due to the continued lack of availability of some nicotine replacement therapy products, and significant capacity constraints experienced
	 
	Improvement Action: 
	To support reinstatement of face-to-face service delivery, the Quit Your Way teams have been liaising with key partners and stakeholders to scope potential venues, and to raise the profile of QYW Cessation Services. A blended approach to service delivery continues while efforts continue to identify suitable NHS and community venues. Plans to re-instate pre-pandemic face-to-face support within KHCC, by means of a twilight/evening clinic, are underway with a planned start date of 29 January 2024. Public Healt
	5.6 Child & Adolescent Mental Health Services (CAMHS) Waiting Times 
	 
	Rationale: 
	Rationale: 
	Rationale: 
	Rationale: 
	 

	90% of young people to commence treatment for specialist Child and Adolescent Mental Health services within 18 weeks of referral.  Timely access to healthcare is a key measure of quality and that applies equally in respect of access to mental health services.  Early action is more likely to result in full recovery and in the case of children and young people will also minimise the impact on other aspects of their development such as their education, so improving their wider social development outcomes.  
	90% of young people to commence treatment for specialist Child and Adolescent Mental Health services within 18 weeks of referral.  Timely access to healthcare is a key measure of quality and that applies equally in respect of access to mental health services.  Early action is more likely to result in full recovery and in the case of children and young people will also minimise the impact on other aspects of their development such as their education, so improving their wider social development outcomes.  

	 
	 

	 
	 



	 
	Figure 5.6: Percentage of Young People seen or otherwise discharged from the CAMHS waiting list who had experienced a wait of <18wks (aim = to maximise) 
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	Situational analysis:  
	NHSGGC Children & Adolescent Mental Health Services (CAMHS) aims to prioritise improvement in the Referral to Treatment (RTT) performance in a managed way that acknowledges the considerable task of balancing demand and capacity. Long-term and ongoing increases in demand, and increases in complexity of cases since the pandemic, have had a significant impact on clinical capacity. CAMHS are working to resolve this as efficiently and safely as possible. This has meant the service is now meeting the RTT targets 
	 
	For quarter 3 in East Dunbartonshire, 92.8% of children who have had their first appointment, were seen in less than 18 weeks. Across quarter 3 in East Dunbartonshire, 97.3% of children who were still waiting for their first appointment, had waited less than 18 weeks. 
	 
	CAMHS continue to focus on ensuring those children who have waited longest are seen, and this means that in early January 2024, the service had just 3 children waiting over 18 weeks, out of a total of 85 children waiting in East Dunbartonshire.   
	Improvement Actions:  
	The following improvement actions are in progress to address demand on the service: 
	• Focus on waiting list and RTT targets continues. First treatment appointment activity levels are being maintained, as the number of children waiting has reduced and NHSGGC Board has reached the national RTT target. Activity will now shift to providing return appointments.  
	• Focus on waiting list and RTT targets continues. First treatment appointment activity levels are being maintained, as the number of children waiting has reduced and NHSGGC Board has reached the national RTT target. Activity will now shift to providing return appointments.  
	• Focus on waiting list and RTT targets continues. First treatment appointment activity levels are being maintained, as the number of children waiting has reduced and NHSGGC Board has reached the national RTT target. Activity will now shift to providing return appointments.  

	• CAMHS Planning & Performance Group continues to meet to oversee plans to utilise Mental Health Recovery and Renewal Phase 1 funding to improve waiting times in CAMHS, deliver the full revised CAMHS service specification, and increase the transition timescales up to age range 25 years for targeted groups. Workforce planning and recruitment for Phase 1 of MHRR funds is ongoing.  
	• CAMHS Planning & Performance Group continues to meet to oversee plans to utilise Mental Health Recovery and Renewal Phase 1 funding to improve waiting times in CAMHS, deliver the full revised CAMHS service specification, and increase the transition timescales up to age range 25 years for targeted groups. Workforce planning and recruitment for Phase 1 of MHRR funds is ongoing.  

	• Regular performance updates are supplied to CAMHS management and teams to ensure the most effective use of clinical capacity for the waiting list and open caseload. Regular monitoring of CAMHS clinical caseload management available to the service on a monthly or as required basis. 
	• Regular performance updates are supplied to CAMHS management and teams to ensure the most effective use of clinical capacity for the waiting list and open caseload. Regular monitoring of CAMHS clinical caseload management available to the service on a monthly or as required basis. 

	• Learning and development plan refreshed, Core Competency Frameworks developed for CAMHS Nurses at B5, B6 & B7, Care Bundles launched, and Q&A sessions offered to support implementation of standardised care bundles for CAMHS. These actions will ensure evidence based programmes are adopted and new and existing staff are well inducted and developed.  
	• Learning and development plan refreshed, Core Competency Frameworks developed for CAMHS Nurses at B5, B6 & B7, Care Bundles launched, and Q&A sessions offered to support implementation of standardised care bundles for CAMHS. These actions will ensure evidence based programmes are adopted and new and existing staff are well inducted and developed.  

	• Refresh of CAPA, including provision of team level quarterly reports, to improve throughput and to move to a full booking position where children are allocated a case manager and next appointment at onset of treatment. 
	• Refresh of CAPA, including provision of team level quarterly reports, to improve throughput and to move to a full booking position where children are allocated a case manager and next appointment at onset of treatment. 

	• Delivery of online therapeutic group work for children, young people and parents on allocation lists continues to be developed. A range of informational videos have been produced for the NHSGGC YouTube channel to help families understand what the different groups involve and thus encourage engagement. 
	• Delivery of online therapeutic group work for children, young people and parents on allocation lists continues to be developed. A range of informational videos have been produced for the NHSGGC YouTube channel to help families understand what the different groups involve and thus encourage engagement. 

	• Development and implementation of Neurodevelopmental pathway is ongoing. 
	• Development and implementation of Neurodevelopmental pathway is ongoing. 

	• Single management structure implemented, this will provide greater flexibility across the system. 
	• Single management structure implemented, this will provide greater flexibility across the system. 

	• Scottish Government funding has been provided to HSCPs for the development of community mental health and wellbeing Tier 1 and 2 resource for children and young people. 
	• Scottish Government funding has been provided to HSCPs for the development of community mental health and wellbeing Tier 1 and 2 resource for children and young people. 


	 
	Agreed Trajectory until March 2024 
	 
	The targets for 2023/24 are included in the table below. Please note that this trajectory is for NHS GGC CAMHS and not specific to East Dunbartonshire. Specialist Children’s Services leadership and CAMHS management monitor this closely and aim to keep the service on track to maintain the recent return to achieving the national RTT target. 
	  
	Figure 5.6a National & Revised NHSGGC Targets for CAMHS  
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	This section provides an updated report performance against key Children and Families indicators.  The indicators reported are: 
	 
	6.1  Child Care Integrated Assessments for Scottish Children Reported Administration timescales  
	6.2 Initial Child Protection Case Conferences timescales 
	6.2 Initial Child Protection Case Conferences timescales 
	6.2 Initial Child Protection Case Conferences timescales 
	6.2 Initial Child Protection Case Conferences timescales 

	6.3 First Child Protection review conferences timescales 
	6.3 First Child Protection review conferences timescales 

	6.4 Balance of care for Looked After Children 
	6.4 Balance of care for Looked After Children 

	6.5 First Looked After & Accommodated reviews timescales 
	6.5 First Looked After & Accommodated reviews timescales 

	6.6 Children receiving 27-30 month Assessment 
	6.6 Children receiving 27-30 month Assessment 



	 
	6.1 Child Care Integrated Assessments (ICA) for Scottish Children Reporters Administration (SCRA) Timescales 
	 
	Rationale: 
	Rationale: 
	Rationale: 
	Rationale: 

	This is a national target that is reported to (SCRA) and Scottish Government in accordance with time intervals (aim to maximise). 
	This is a national target that is reported to (SCRA) and Scottish Government in accordance with time intervals (aim to maximise). 



	 
	Figure 6.1:  Percentage of Child Care Integrated Assessments (ICA) for SCRA completed within 20 days (aim = to maximise) (HSCP-01-BIP-3) 
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	Situational Analysis: 
	Quarter 3 demonstrates continued performance above target, with 16 of 17 reports submitted to SCRA arriving within the target timescale.  
	 
	Improvement Action: 
	Maintain good performance.  
	  
	6.2 Percentage of Initial Child Protection Planning Meetings taking place within Child Protection National Guidance target timescales  (previously referred to as Initial Child Protection Case Conferences)  
	 
	Rationale: 
	Rationale: 
	Rationale: 
	Rationale: 

	Local standard and timescales set by East Dunbartonshire Child Protection Committee (aim to maximise). 
	Local standard and timescales set by East Dunbartonshire Child Protection Committee (aim to maximise). 



	 
	Figure 6.2: Percentage of Initial Child Protection Planning Meetings taking place within 28 days of concern being raised, as per Child Protection National Guidance. (aim = to maximise) (HSCP-94-LPI-3) 
	 
	 
	Chart
	Q3 (22/23)
	Q3 (22/23)

	Q4
	Q4

	Q1 (23/24)
	Q1 (23/24)

	Q2
	Q2

	Q3
	Q3

	Actual (%)
	Actual (%)

	93%
	93%

	91%
	91%

	100%
	100%

	100%
	100%

	100%
	100%

	Target (%)
	Target (%)

	90%
	90%

	90%
	90%

	90%
	90%

	90%
	90%

	90%
	90%

	80%
	80%

	85%
	85%

	90%
	90%

	95%
	95%

	100%
	100%


	 
	Situational Analysis: 
	Performance in Quarter 3 is above target at 100% compliance, with all four Initial Child Protection Planning Meetings held within the target timescale during this period. 
	 
	Improvement Action: 
	To continue to maximise performance at or above target levels. 
	 
	6.3 First Child Protection Review Conferences Timescales 
	 
	Rationale: 
	Rationale: 
	Rationale: 
	Rationale: 

	Local standard and timescales set by East Dunbartonshire Child Protection Committee (aim to maximise). 
	Local standard and timescales set by East Dunbartonshire Child Protection Committee (aim to maximise). 



	 
	Figure 6.3: Percentage of first review conferences taking place within 6 months of registration (aim = to maximise) (HSCP-02-BIP-3) 
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	Situational Analysis: 
	Performance in Quarter 3 continues to be above target at 100%, with all five Child Protection Reviews held within the target timescale during this period. 
	Improvement Action: 
	Service and Team Managers will continue to maximise the achievement of Review Case Conferences timescales. 
	6.4 Balance of Care for Looked After Children 
	Rationale:  National performance indicator reported to Scottish Government and monitored by Corporate Parenting Bodies.  Aim = to maximise 
	 
	Figure 6.4: Percentage of Children being Looked After in the Community (aim = to maximise) (HSCP-SOL-CHN9) 
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	Situational Analysis: 
	Performance in Quarter 3 has improved slightly from the previous quarter and continues to remain off-target. During this period, there was an increase in community placements and no change in residential placements, leading to an increase in the balance of care. The overall number of Looked After Children has increased by 5% from the previous quarter. 
	 
	Improvement Action: 
	Work continues to redress the balance of care by reviewing out of authority placements and continuing the Foster Carer recruitment campaign. 
	 
	6.5 First Looked After & Accommodated (LAAC) Reviews Timescales 
	 
	Rationale:  This is a local standard reflecting best practice and reported to the Corporate  
	Parenting Board 
	 
	Figure 6.5: Percentage of first LAAC reviews taking place within 4 weeks of accommodation (aim = to maximise) (HSCP-04-BIP-3) 
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	Situational Analysis: 
	Performance in Quarter 3 is below target, with 9 of 12 first LAAC Reviews taking place within the target timescale. All reviews were scheduled to take place within schedule. However, three reviews were rescheduled to accommodate and ensure attendance for all agencies and family. 
	 
	Improvement Action:  
	To achieve and maintain high levels of performance. 
	 
	6.6 Children receiving 27-30 month Assessment 
	 
	Rationale: 
	Rationale: 
	Rationale: 
	Rationale: 

	The central purpose of the 27-30 month contact is to seek parental concerns to identify children whose social, emotional and behavioural development puts them at risk of adverse life course outcomes.  
	The central purpose of the 27-30 month contact is to seek parental concerns to identify children whose social, emotional and behavioural development puts them at risk of adverse life course outcomes.  
	 
	Having identified these children, interventions must be put in place to optimise child development in preparation for education. The plan is that wherever possible, children’s needs should be met in time for them to benefit from universal nursery provision at the age of 3. 
	 
	The Scottish Government target is for at least 85% of children within each SIMD quintile of the CPP will have reached all of their developmental milestones at the time of their 27–30 month child health review. 



	 
	Figure 6.6: Percentage of Children receiving 27-30 month assessment (aim = to maximise)  
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	Situational Analysis: 
	This indicator relates to early identification of children within the SIMD quintiles with additional developmental needs. Where additional needs are identified, children are referred to specialist services. Uptake of the 27-30 month assessment across East Dunbartonshire HSCP has been consistently high and above target. Quarter 3 performance continues to be well above target. 
	 
	Improvement Action: 
	Monitor and continue to maximise performance. Data reports are monitored on a monthly basis at team meetings to support early identification of variances and allow improvement plans to be developed where required.
	 
	 
	This section provides an updated report performance against key Criminal Justice indicators.  The indicators reported are: 
	 
	7.1  Percentage of individuals beginning a work placement within 7 days of receiving a Community Payback Order 
	7.2 Percentage of CJSW reports submitted to Court by due date 
	7.2 Percentage of CJSW reports submitted to Court by due date 
	7.2 Percentage of CJSW reports submitted to Court by due date 
	7.2 Percentage of CJSW reports submitted to Court by due date 

	7.3 Percentage of Court report requests allocated to a Social Worker within 2 Working Days of Receipt 
	7.3 Percentage of Court report requests allocated to a Social Worker within 2 Working Days of Receipt 



	  
	7.1 Percentage of Individuals Beginning a Work Placement within 7 Days of Receiving a Community Payback Order 
	 
	Rationale: 
	Rationale: 
	Rationale: 
	Rationale: 

	The CJSW service must take responsibility for individuals subject to a Community Payback Order beginning a work placement within 7 days. 
	The CJSW service must take responsibility for individuals subject to a Community Payback Order beginning a work placement within 7 days. 



	 
	Figure 7.1: Percentage of individuals beginning a work placement within 7 days (aim = to maximise) (HSCP-08-BIP-6) 
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	Situational Analysis: 
	25 people were due to begin work placements during Quarter 3 and all of these started within timescale. 
	There is a challenge with full compliance on this performance metric, because service users may be unable to commence due to a further conviction, ill health with GP note, employment contract clashing with immediate start or if they are subject to an existing order which means the new order cannot commence until the original one is completed. These factors are outwith the control of the service.   
	Improvement Action: 
	To maintain good performance. 
	 
	7.2 Percentage of CJSW Reports Submitted to Court by Due Date 
	 
	Rationale: 
	Rationale: 
	Rationale: 
	Rationale: 

	National Outcomes & Standards (2010) states that the court will receive reports electronically from the appropriate CJSW Service or court team (local to the court), no later than midday on the day before the court hearing. 
	National Outcomes & Standards (2010) states that the court will receive reports electronically from the appropriate CJSW Service or court team (local to the court), no later than midday on the day before the court hearing. 


	 
	 
	 



	Figure 7.2: Percentage of CJSW reports submitted to Court by due date (aim = to maximise) (HSCP-07-BIP-6) 
	Rationale: National Outcomes & Standards (2010) stresses the importance of providing reports to courts by the due date, to facilitate smooth administrative support arrangements. 
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	Situational Analysis: 
	Performance in Quarter 3 continues to be above target. 54 reports were submitted to Court and all were submitted within the target timescale. 
	 
	Improvement Action: 
	Monitor and improve performance. 
	 
	7.3 Percentage of Court Report Requests Allocated to a Social Worker within 2 Working Days of Receipt 
	 
	Rationale: 
	Rationale: 
	Rationale: 
	Rationale: 

	National Outcomes & Standards (2010) places responsibility on Criminal justice service to provide a fast, fair and flexible service ensuring the offenders have an allocated criminal justice worker within 24 hours of the Court imposing the community sentence. 
	National Outcomes & Standards (2010) places responsibility on Criminal justice service to provide a fast, fair and flexible service ensuring the offenders have an allocated criminal justice worker within 24 hours of the Court imposing the community sentence. 
	 



	Figure 7.3: Percentage of Court report requests allocated to a Social Worker within 2 Working Days of Receipt (aim = to maximise) (HSCP-CS-LPI-3) 
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	Situational Analysis
	: 

	Performance continues to be on target with all 88 requests allocated within the target timescale. 
	 
	Improvement Action: 
	The service will continue to maximise performance levels.
	 
	• Workforce Demographics 
	• Workforce Demographics 
	• Workforce Demographics 

	• Sickness / Absence Health Staff and Social Care Staff 
	• Sickness / Absence Health Staff and Social Care Staff 

	• Knowledge & Skills Framework (KSF) / Personal Development Plan  (PDP) / Personal Development Review (PDR) 
	• Knowledge & Skills Framework (KSF) / Personal Development Plan  (PDP) / Personal Development Review (PDR) 


	 
	8.1 Workforce Demographics 
	 
	Table
	TR
	TH
	Employer 

	TH
	Headcount 

	TH
	WTE 


	 
	 
	 

	Dec 22 
	Dec 22 

	Jun 23 
	Jun 23 

	Sept 23 
	Sept 23 

	Dec 23 
	Dec 23 

	Dec 22 
	Dec 22 

	Jun 23 
	Jun 23 

	Sept 23 
	Sept 23 

	Dec 23 
	Dec 23 


	NHSGGC 
	NHSGGC 
	NHSGGC 

	375 
	375 

	388 
	388 

	403 
	403 

	404 
	404 

	321.7 
	321.7 

	331.21 
	331.21 

	343.3 
	343.3 

	343.1 
	343.1 


	EDC 
	EDC 
	EDC 

	598 
	598 

	585 
	585 

	595 
	595 

	TBC 
	TBC 

	512.78 
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	504.36 
	504.36 

	506.4 
	506.4 
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	Total 
	Total 
	Total 

	973 
	973 

	973 
	973 

	998 
	998 

	TBC 
	TBC 

	834.48 
	834.48 

	835.57 
	835.57 

	849.7 
	849.7 
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	TBC 



	  
	The picture for the NHS workforce within the HSCP shows an increase overall since December 2022 of 29 staff, with an overall increase of 21.4 WTE staffing. Council data for quarter 3 of 2023/24 is not yet available.  
	 
	8.2 HSCP Staff by Age profile 
	 
	Council data for quarter 3 of 2023/24 is not yet available. Therefore, only data reflecting the age profile of NHS staff within the HSCP workforce is detailed below. 
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	8.3 Gender Profile  
	 
	The gender ratio of female to male employed staff has remained constant since the 4th Quarter of 2021-22, with 86% of staff being female. Council data for quarter 3 of 2023/24 is not yet available. 
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	8.4 Sickness / Absence Health and Social Care Staff  
	 
	Average sickness absence within the HSCP has seen a slight increase amongst NHS staff. Managers are working closely with absent staff to help them return. Sickness absence data for quarters 2 and 3 of 2023/24 is not yet available for Council staff.   
	 
	EDC absence figures are Working Days Lost to sickness per Full Time Equivalent in line with the Local Government Benchmarking Framework: 
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	There is a notional absence threshold of 4% across both East Dunbartonshire Council and NHSGGC. All absence is managed in line with policy. 
	 
	8.5 Knowledge & Skills Framework (GG&C) 
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	KSF (Knowledge & Skills Framework) is the NHS staff review process to ensure that staff are competent to undertake the tasks associated with their role and have the appropriate learning and development planned across the year. Work continues to promote the KSF conversation and ensure that staff wellbeing is a key component of the conversation. 
	 
	 
	8.6 Performance Development Review (Council) 
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	 PDR (Performance Development Review) is East Dunbartonshire Council’s process for reviewing staff performance and aligning their learning and development to service objectives. 
	Operationally, formal PDRs have not taken place in all areas; however, shorter term objective setting conversations have taken place. Further targeted work is still required around the PDR paperwork and process structure. Where formal PDRs have not been completed, managers have been encouraged to undertake wellbeing and shorter term objective setting conversations. 
	 
	Data for quarters 2 and 3 of 2023/24 are not yet available. 
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	Part 2 
	The procedure and when to use it 
	APRIL 2021A 
	Definitions 4.A Risks can relate to a wrongdoing,A 
	patient safety or malpractice whichA 
	What is whistleblowing? 
	1.A Whistleblowing is defined in theA Public Services Reform (the ScottishA Public Services Ombudsman)A (HealthcareAWhistleblowing) OrderA 2020Aas:A 
	 
	when a person who delivers services or used to deliver services on behalf of a health service body, family health service provider or independent provider (as defined in section 23 
	of the Scottish Public Services Ombudsman Act 2002) raises a concern that relates to speaking up, in the public interest, about an NHS service, where an act or omission has created, or may create, a risk of harm or wrong doing. 
	 
	2.A This includes an issue that:A 
	 
	 
	3.A People also often talk aboutA ‘raisingAconcerns’AorA‘speakingA up’.AThese termsAcanAalsoAreferA toAwhistleblowing. The issue justA needs to meet the definition above,A whatever language is being used toA describe it.A 
	theAorganisation overseesAor isA responsibleAorAaccountable for. InAaA health setting, these concerns couldA include, for example:A 
	 
	4.1.A patient-safety issues;A 
	4.2.A patient-care issues;A 
	4.3. poor practice;A 
	4.4.A unsafeAworkingAconditions;A 
	4.7.A  breakingAany legal obligation;A 
	 
	5.A A whistleblowing concern is differentA to a grievance. A grievance isA typically a personal complaint aboutA an individual’s ownAemploymentA situation. There is more informationA about raising concerns and bullyingA and harassment in Annex B.A 
	 
	6.A Healthcare professionals may have aA professional duty to report concerns.A Managers and all staff (includingA students and volunteers) must beA aware of this, as it can affect how andA when concerns are raised. However,A the processes for handling concernsA should be the same for any concernA raised.A 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	12A 
	Who can raise a concern? 
	7.A Anyone who provides  servicesA for the NHS can raise a concern,A including current (and former)A employees, agency workers (andA 
	others on short or insecure contractsA such as locums and bank staff),A contractors (including third-sectorA service providers), trainees andA students, volunteers, non-executiveA directors,Aand anyoneAworkingA alongside NHS staff, such as those inA health and social-care partnerships. AA person raising a concern has usuallyA witnessed an event, but they mayA have no direct personal involvementA in the issue they are raising.A 
	 
	8.A If the person does not want to useA this procedure, see the section onA confidentiality at paragraph 58 forA more information.A 
	 
	9.A More than one person can raise theA same concern, either individually orA together. Anyone receiving a concernA must make sure they understand whoA wants to achieve what, and whetherA everyone wants to be kept informedA and updated on the progress of anyA investigation.A 
	10.A It is important for everyone involvedA in this procedure to be aware thatA some people may feel at greater riskA than others as a result of raising aA concern. ForAexample:A 
	 
	 
	11.A Some people may considerA themselves to be more likely to beA treated unfairly as a result of raisingA a concern, particularly if they are inA more than one of the above groups.A It is particularly important to makeA sure people are aware of the supportA available through this procedure,A and that any concerns they raise areA treatedAseriously.A 
	 
	Figure
	12.A If the person is raising a concernA about a service that is not theirA employer, for example, a districtA nurse working in a GP service, aA locum pharmacist working for anA agency, or a care assistant workingA within an HSCP service, they mustA be able to raise concerns eitherA direct with theirAemployerAorAwithinA the service itself, and they mustA have full access to the NationalA Whistleblowing Standards (theseA Standards).A 
	How to raise a concern 
	13.A These Standards are designed toA work with, not repeat or replicate,A NHS processes and procedures thatA staff use every day to report whatA is happening in local areas. TheseA 
	processes and procedures are calledA ‘businessAasAusual’ in the Standards.A 
	 
	14.A People may report or mention issuesA through businessAasAusual processesA which could meet the whistleblowingA definition. To avoid duplication andA confusion, the procedure set out inA these Standards should normally onlyA be used if:A 
	 
	 
	15.A See below for more informationA aboutAmoving from businessAasA usual to this procedure for raisingA concerns.A 
	 
	16.A People should raise concerns withinA six months of first becoming aware ofA the issue the concern relates to. ForA more information on this, see Part 3A of the Standards.A 
	Support and protection through the procedure 
	17.A Nobody should be treated unfairlyA as a result of raising a concern,A havingAaAwhistleblowingAallegationA made against them, or co-operatingA with any investigation. If staff areA victimised as a result of beingA involved inAaAwhistleblowingAcase,A this must be treated as a disciplinaryA matter.A 
	 
	Support for the person raising a concern 
	18.A It can be stressful and isolating toA raiseAaAconcern,AbutAwhenAsomeoneA does raise a concern, they areA trusting the organisation and givingA it an opportunity to put right aA wrongdoing or reduce risk. TheA organisation must repay this trust byA protecting the person throughoutA the process and making sure theyA do not suffer any harm as a result ofA speakingAup.A 
	 
	19.A Anyone receiving a concernA must:A 
	–Athe concern will be handledA sensitively;A 
	–Athey have done the rightA thing by raising the concern;A andA 
	–Athey will not be treatedA badly, even if no risks areA identified.A 
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	20. AIn some cases, it will be enough toA thank the person raising the concern,A and provide regular feedback onA 
	20. AIn some cases, it will be enough toA thank the person raising the concern,A and provide regular feedback onA 
	20. AIn some cases, it will be enough toA thank the person raising the concern,A and provide regular feedback onA 
	20. AIn some cases, it will be enough toA thank the person raising the concern,A and provide regular feedback onA 
	21.1. access to a confidential contactA who can provide informationA and advice on the procedureA for raising concerns, as well asA support during the process;A 
	21.1. access to a confidential contactA who can provide informationA and advice on the procedureA for raising concerns, as well asA support during the process;A 
	21.1. access to a confidential contactA who can provide informationA and advice on the procedureA for raising concerns, as well asA support during the process;A 

	21.2. counselling or psychologicalA supportAservices for peopleA suffering fromAstress becauseA they are involved in thisA procedure;A 
	21.2. counselling or psychologicalA supportAservices for peopleA suffering fromAstress becauseA they are involved in thisA procedure;A 

	21.3. occupational health servicesA which take account of theA stress involved inAraisingAaA concern;AandA 
	21.3. occupational health servicesA which take account of theA stress involved inAraisingAaA concern;AandA 

	21.4. considering, with the personA who has raised a concern, aA range of actions to reduce anyA consequences they are facingA (or think they may face) as aA result of raising the concern.A These actions may includeA making changes at work orA putting in place temporaryA arrangements to reduce risk.A 
	21.4. considering, with the personA who has raised a concern, aA range of actions to reduce anyA consequences they are facingA (or think they may face) as aA result of raising the concern.A These actions may includeA making changes at work orA putting in place temporaryA arrangements to reduce risk.A 





	any resulting investigation. In otherA cases, the person may need moreA specialistAsupport. AnyoneAreceivingA concerns must ask what support theA person raising the matter may needA and how this can be provided, whenA they first raise the concern. If supportA needs are identified, the appropriateA resources must be provided whereverA possible,Aand the personAmust beA given contact details for supportA providers.A 
	 
	21.A The support that is available mayA include:A 
	 
	 
	22.A Anyone raising a concern may wantA to have someone to support them atA meetings, or throughout the process.A This could be a union representative,A friend or colleague. If it is a friend,A relative or colleague, their role isA 
	to support the person raising theA concern rather than to representA them or respond on their behalf.A Union representatives can be moreA involved in discussions, although it isA best if the person raising the concernA openly shares the informationA 
	they have. It is worth noting thatA the personAprovidingAsupportAmayA also face some risks through beingA involved in the process. The personA the concern was raised with shouldA discuss this with them, and provideA appropriateAsupport.A 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	Figure
	Figure
	15A 
	Employer’s duty of care 
	23.A Employers have a duty of care toA their employees and must take allA reasonable steps to protect theirA health, safety and well-being. TheyA must do everything that is reasonableA in the circumstances to keep theirA employees safe from harm. They alsoA have a moral and ethical duty not toA cause, or fail to prevent, physical orA psychological injury.A 
	 
	 
	 
	25.A Employees also have a responsibilityA to take reasonable care for their ownA 
	health and safety at work. For example,A they should be able to refuse to do workA that would be unsafe for them, withoutA fearing disciplinary action. An employeeA also has a duty to take reasonableA 
	care for the health and safety of otherA employees who may be affected by theirA acts or omissions at work.A 
	 
	26.A In the context of raising concerns, thisA means that the organisation shouldA have systems in place to protectA anyone who raises a concern fromA detriment.A 
	 
	27.A If it becomes clear that a person whoA has raised a concern is being (or mayA be) treated unfairly or victimised,A managers must take action. This mayA include informal action or formalA disciplinary procedures. In most cases,A removing the person who has raised aA 
	concern from their workplace, eitherA by relocating or suspending them, isA not an appropriate response, as thisA reinforces the attitude that it is riskyA to raise concerns and shows that theA organisation does not support peopleA to speak up.A 
	 
	Legal protection for those raising concerns 
	28.A The Public Interest Disclosure ActA 1998 (PIDA) is often called theA ‘whistleblowing law’. It is there toA protect all ‘workers’ (as defined in theA Employment Rights Act 1996 – thisA classification is broader than, butA includes all employees), who haveA made a ‘protected disclosure’ fromA being treated unfairly as a result ofA raising a concern. Protection againstA discrimination on the grounds ofA beingAaAwhistleblower,AorAappearingA to be a whistleblower, is also given toA applicants for work with 
	 
	29.A A concern is considered a ‘protectedA disclosure’ when it meets this legal test:A the person raising it must reasonably believe that it is in the public interestA to raise a concern, and that theA information available shows that theA following has happened, is happeningA or is likely to happen. For example:A 
	 
	30.AA full list is available in the legislationA here:A
	30.AA full list is available in the legislationA here:A
	http:
	http:
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	 www.legislation.gov.uk

	/A ukpga/1998/23/section/1A 

	Figure
	 
	31.A It is important to note that making aA ‘protected disclosure’ does not meanA that the concern must be raisedA 
	or investigated in a certain way. ItA provides legal protection for workersA who suffer detriment after raisingA concerns. If a worker is unfairlyA dismissed or treated unfairly as aA result of raising a concern, they canA claim compensation under PIDA at anA employment tribunal.A 
	 
	32.A PIDA encourages workers to makeA the ‘protected disclosure’ to theirA employer first, if possible. However,A this is not essential as it recognisesA that workers may have good reasonA for raising a protected disclosureA outside their workplace (either beforeA or after reporting the concern to theirA employer). PIDA lists the ‘prescribedA persons’ with whom workers canA raise a concern with, beyond theirA own employer, and still have theirA employment protected.A 
	L
	33. A The Independent NationalA Whistleblowing Officer (INWO)A [is being added] to the list ofA organisations,Aso NHSAemployeesA 
	33. A The Independent NationalA Whistleblowing Officer (INWO)A [is being added] to the list ofA organisations,Aso NHSAemployeesA 


	[will be] able to raise their concernsA direct. The INWO will approach eachA case on the basis that it is better forA the organisation involved to identifyA the learning and improvements thatA are needed. However, they can agreeA to accept concerns direct if they doA not feel it is reasonable to expectA 
	the person to use their employer’sA whistleblowing procedure. TheyA will decide whether to do thisA case by case, but could take intoA account, for example, whether theA 
	organisation is very small or the issueA involves very senior staff. In limitedA circumstances the INWO may beA able to help make sure concerns areA dealt with appropriately. This mayA include monitoring the progress of anA investigation.A 
	 
	 
	Overview of the procedure for raising concerns 
	34. AThe procedure for raising concernsA aims to provide a quick, simple andA streamlined process for making sureA concerns are dealt with early andA locally by capable, well-trained staff.A It also includes actions to make sureA people who raise a concern receiveA any support they may need, so thatA the process allows people to shareA informationAsafely.A 
	34. AThe procedure for raising concernsA aims to provide a quick, simple andA streamlined process for making sureA concerns are dealt with early andA locally by capable, well-trained staff.A It also includes actions to make sureA people who raise a concern receiveA any support they may need, so thatA the process allows people to shareA informationAsafely.A 
	34. AThe procedure for raising concernsA aims to provide a quick, simple andA streamlined process for making sureA concerns are dealt with early andA locally by capable, well-trained staff.A It also includes actions to make sureA people who raise a concern receiveA any support they may need, so thatA the process allows people to shareA informationAsafely.A 


	 
	35. A This overview summarises theA main points, and provides furtherA information to explain each stage.A 
	35. A This overview summarises theA main points, and provides furtherA information to explain each stage.A 
	35. A This overview summarises theA main points, and provides furtherA information to explain each stage.A 


	Accessing the Standards 
	 
	Raising a concern 
	Anyone can raise a concernA with their line managerA orAotherAappropriateAcontactA 
	 
	 
	 
	Is it appropriate forA business as usual?A 
	 
	i 
	Business as usual 
	•AConcerns raised as part of everydayA processes for ensuring safe delivery ofA NHS servicesA 
	•ANot part of formal whistleblowingA procedures but an important precursorA toAtheAprocessA 
	•AMay be resolved on the spot or throughA longer proceduresA 
	Y 
	 
	Has aA businessA 
	as usualA Y  
	processA 
	alreadyA beenAused?A 
	N 
	 
	ContinueA withA businessA as usualA processesA 
	 
	 
	Progress to 
	stage 1:    
	EarlyA Y 
	resolutionA 
	N 
	 
	Does the personA want to raiseA theirAconcernA under theA whistleblowingA 
	procedure?A N Y 
	Whistleblowing concern: 
	Receipt andA initialA assessmentA 
	 
	 
	IsAit appropriateA forAtheA whistleblowingA procedure?A 
	N 
	•AActive pursuit of resolutionA 
	•APerson raising it content to pursue inA thisAwayA 
	 
	 
	•AIf the issue of concern has not beenA resolved, and safe service deliveryA concerns still exist:A 
	–ABe clear about the benefits ofA whistleblowing, especially theA support and protection availableA 
	–AIf they do not want to use thisA procedure but action is needed,A inform them that action will be takenA to resolve the issue, but do notA record the concern as whistleblowingA 
	•AIf it raises other issues that should beA pursued through another process,A signpostAaccordinglyA 
	•AThe whistleblower can contact theA INWO directly at this stageA 
	i 
	•AIs the concern from someone who canA 
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	•AExplain why it is notA whistleblowing, in writing (unlessA agreed with the whistleblower)A 
	•ASignpost to the INWOA 
	•AIs the concern more appropriateA for HR or other procedure?A 
	•AIf the concern is for a differentA organisation,AdiscussAthisAwith theA person raising the concern andA engage with the organisationA 
	whistleblow?A 
	•AWhat exactly is the concern about? InA particular:A 
	–AWhat outcome is the person seeking?A 
	–AIs it a whistleblowing concern?A 
	–AIs it within the remit of yourA organisation?A 
	–AIs it raised in time or are there goodA reasons to extend the time limit?A 
	•AIf more than one concern has beenA raised each one needs to be assessedA 
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	Stage 1 and 2 overview 
	Stage 1: Early resolution 
	Five working daysA 
	 
	 
	What to expect at stage 1 
	•AOn-the-spot explanation and/or actionA to resolve the matter quickly, in fiveA working days or lessA 
	•AExtend timescales with agreement ifA there are exceptional circumstancesA 
	•AHandled by member of staffA receiving the concern OR referredA toAappropriateApersonAforAearlyA resolution (within five working days)A OR progressed to stage 2 (within fiveA working days)A 
	 
	If the whistleblower is not satisfied withA the response at stage 1, or agreed actionA has not been taken, they can take theirA 
	concernAtoAstage 2: Investigation 
	 
	Stage 2: Investigation 
	20 working days for definitive responseA 
	 
	What to expect at stage 2 
	•ARespond in 20 working days followingA thoroughAinvestigationAofAconcern(s)A 
	•AExtend timescales to achieve qualityA investigationAand outcomesA 
	•AResponses signed-off by seniorA managementAandAmustAsignpostAtoAtheA INWO,AincludingAtimescalesA 
	 
	Action taken as agreed to resolveA issue of concern and avoid any repeatA 
	 
	If the whistleblower is not satisfied withA the response they have received toA stage 2, they can bring their concern toA 
	the INWO for independent external reviewA 
	 
	 
	INWO consideration  
	 
	 
	 
	AnyoneAraisingA 
	a concern can come toA the INWO at any point in thisA 
	process, and the INWO can provideA informationAand adviceAtoA 
	support the processA 
	 
	i 
	Closing the case at stage 1: information for case handlers 
	•ARecord details of the concern,A outcomes and actions taken (orA planned)A 
	•AReflect on how the concern wasA handled: what went well and whatA could beAimprovedA 
	 
	i 
	Closing the case at stage 2: information for case handlers 
	•ARecord details of the concern,A outcomes and actions taken (orA planned)A 
	•AUse the concern and outcome toA improve services and patient safetyA 
	 
	i 
	Information about the INWO 
	•AConcerns that have completedA the process will either have beenA 
	thoroughly investigated or will haveA been refused by the organisationA 
	at initial assessment; these must beA signposted to the INWOA 
	•AINWO may assessA 
	–Ahow the concern was handled byA theAorganisationA 
	–Awhether the organisation’sA decisions about the concernA wereAreasonableA 
	–Ahow the whistleblower wasA treated through the processA 
	–Ahow the organisation supports aA culture of speaking upA 
	36. ANHS boards and other NHS serviceA providers must have arrangements inA place to make sure the organisationA supports people who raise a concern,A takesAallAappropriateAactions,AandA recordsAandAregularlyAreportsAonA these concerns. They must also showA they have learnt from any concernsA that have been raised by putting inA place service improvements, andA share this learning with their staff andA stakeholders.A 
	36. ANHS boards and other NHS serviceA providers must have arrangements inA place to make sure the organisationA supports people who raise a concern,A takesAallAappropriateAactions,AandA recordsAandAregularlyAreportsAonA these concerns. They must also showA they have learnt from any concernsA that have been raised by putting inA place service improvements, andA share this learning with their staff andA stakeholders.A 
	36. ANHS boards and other NHS serviceA providers must have arrangements inA place to make sure the organisationA supports people who raise a concern,A takesAallAappropriateAactions,AandA recordsAandAregularlyAreportsAonA these concerns. They must also showA they have learnt from any concernsA that have been raised by putting inA place service improvements, andA share this learning with their staff andA stakeholders.A 


	 
	 
	Initial actions 
	37.A All concerns are important to theA organisation, and must be acted onA to provide safe and effective careA and treatment.A 
	 
	38. AThe Accessing the Standards flowA diagramAabove works throughA whetherAaAconcern isAappropriate forA this procedure. The section belowA gives more information about how toA make that decision.A 
	38. AThe Accessing the Standards flowA diagramAabove works throughA whetherAaAconcern isAappropriate forA this procedure. The section belowA gives more information about how toA make that decision.A 
	38. AThe Accessing the Standards flowA diagramAabove works throughA whetherAaAconcern isAappropriate forA this procedure. The section belowA gives more information about how toA make that decision.A 


	 
	Raising concerns through existing processes (business as usual) 
	39. A People regularly identify risks orA harm, and speak up to get them dealtA with. This isAusuallyAveryAsuccessful,A with no repercussions for the personA raising the concern. This is ‘businessA asAusual’ and describes everydayA processes or actions that dealA 
	39. A People regularly identify risks orA harm, and speak up to get them dealtA with. This isAusuallyAveryAsuccessful,A with no repercussions for the personA raising the concern. This is ‘businessA asAusual’ and describes everydayA processes or actions that dealA 
	39. A People regularly identify risks orA harm, and speak up to get them dealtA with. This isAusuallyAveryAsuccessful,A with no repercussions for the personA raising the concern. This is ‘businessA asAusual’ and describes everydayA processes or actions that dealA 
	39. A People regularly identify risks orA harm, and speak up to get them dealtA with. This isAusuallyAveryAsuccessful,A with no repercussions for the personA raising the concern. This is ‘businessA asAusual’ and describes everydayA processes or actions that dealA 
	L
	39.1. reporting short staffing on DATIXA (a system used for recording aA range of incidents and reports byA NHS boards), and action beingA taken to deal with this;A 
	39.1. reporting short staffing on DATIXA (a system used for recording aA range of incidents and reports byA NHS boards), and action beingA taken to deal with this;A 

	39.2. raising an issue during a teamA meeting or handover, leadingA to an investigation or action (orA both);AorA 
	39.2. raising an issue during a teamA meeting or handover, leadingA to an investigation or action (orA both);AorA 

	39.3. an issue being investigatedA through an existing safe-practiceA review or audit.A 
	39.3. an issue being investigatedA through an existing safe-practiceA review or audit.A 





	with an issue or concern, includingA formal processes for identifyingA and improving patient safety. SomeA examplesAwould be:A 
	 
	40. AIt’s not possible for these StandardsA to apply to every action that is takenA through businessAasAusual processes.A These Standards will only apply if theA person raising the concern asks for itA to be handled under this procedure.A 
	40. AIt’s not possible for these StandardsA to apply to every action that is takenA through businessAasAusual processes.A These Standards will only apply if theA person raising the concern asks for itA to be handled under this procedure.A 
	40. AIt’s not possible for these StandardsA to apply to every action that is takenA through businessAasAusual processes.A These Standards will only apply if theA person raising the concern asks for itA to be handled under this procedure.A 


	 
	41.A However, people who raise a concernA should not necessarily need to knowA these Standards. Managers shouldA identify issues which would beA appropriate to handle under theseA Standards,Aand tell theApersonAaboutA the procedure. This might apply, forA example, if the person is worriedA about their concern not being actedA on or if they are worried they mightA be victimised by colleagues orA management as a result of raising theA concern.A 
	 
	42.A Organisations should have serviceA standards in place for their variousA businessAasAusual processes. WhateverA the issue and however it is raised, theA organisation isAexpected toArespondA appropriately toAconcerns,AandAmustA not tolerate victimisation of anyoneA who raises a concern. How the personA is treated through businessAasAusualA processes, and the organisation’sA response to the concern, can form partA of any subsequent investigation by theA INWO.A 
	Who to raise a concern with 
	Figure
	43. AThere should always be severalA options forAraisingAconcerns.A 
	43. AThere should always be severalA options forAraisingAconcerns.A 
	43. AThere should always be severalA options forAraisingAconcerns.A 
	43. AThere should always be severalA options forAraisingAconcerns.A 
	43.1. people can raise a concernA with their line manager or teamA leader;A 
	43.1. people can raise a concernA with their line manager or teamA leader;A 
	43.1. people can raise a concernA with their line manager or teamA leader;A 

	43.2. they can raise their concernA with a more senior managerA if circumstances mean this isA moreAappropriate;A 
	43.2. they can raise their concernA with a more senior managerA if circumstances mean this isA moreAappropriate;A 

	43.3. organisations should haveA a confidential contact thatA 
	43.3. organisations should haveA a confidential contact thatA 

	43.4. large organisations should alsoA provide a single phone numberA and email address for raisingA concerns.A 
	43.4. large organisations should alsoA provide a single phone numberA and email address for raisingA concerns.A 





	 
	people can raise concerns withA (in some places there may alsoA beAspeak-up ambassadorsAorA advocates);A 
	 
	44. AWhoever receives it, each concernA must be taken seriously and handledA in line with the Standards.A 
	44. AWhoever receives it, each concernA must be taken seriously and handledA in line with the Standards.A 
	44. AWhoever receives it, each concernA must be taken seriously and handledA in line with the Standards.A 


	 
	45. AAny organisation that provides NHSA services in Scotland must provideA access to a confidential contact.A This could be a contact within theA 
	45. AAny organisation that provides NHSA services in Scotland must provideA access to a confidential contact.A This could be a contact within theA 
	45. AAny organisation that provides NHSA services in Scotland must provideA access to a confidential contact.A This could be a contact within theA 


	board, with another service provider,A or through an independent serviceA with which the organisation has aA contract.A 
	 
	46. AEach board must have clearA arrangements in place so peopleA know who to approach if theyA have any concerns about seniorA management or board membersA 
	46. AEach board must have clearA arrangements in place so peopleA know who to approach if theyA have any concerns about seniorA management or board membersA 
	46. AEach board must have clearA arrangements in place so peopleA know who to approach if theyA have any concerns about seniorA management or board membersA 


	(see Part 4 of the Standards). TheseA arrangements must be agreed withA the whistleblowing champion, andA must be available to staff, includingA through their confidential contact.A 
	47.A Anyone who wants to raise a concernA about senior management must beA able to discuss the most appropriateA course of action with the board’sA confidential contact or other speak- 
	up representative. They will be ableA to suggest the appropriate action toA take, or pass on the concern, basedA on theirAassessmentAof the situationA and the approach the person wouldA prefer to take.A 
	 
	48. AThe arrangements within primaryA care (see Part 7 of the Standards),A and for students (see Part 9) andA volunteers (see Part 10), may beA slightly different.A 
	48. AThe arrangements within primaryA care (see Part 7 of the Standards),A and for students (see Part 9) andA volunteers (see Part 10), may beA slightly different.A 
	48. AThe arrangements within primaryA care (see Part 7 of the Standards),A and for students (see Part 9) andA volunteers (see Part 10), may beA slightly different.A 


	 
	49. AConcerns about fraud within theA NHS can be raised directly with NHSA Counter Fraud Services (CFS). ThereA 
	49. AConcerns about fraud within theA NHS can be raised directly with NHSA Counter Fraud Services (CFS). ThereA 
	49. AConcerns about fraud within theA NHS can be raised directly with NHSA Counter Fraud Services (CFS). ThereA 


	is more information about this serviceA at https:
	is more information about this serviceA at https:
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	 cfs.scot.nhs.uk/. However,A 

	if someone with a concern aboutA fraud wants to ensure access to theseA Standards they should first raise itA with their confidential contact, orA other appropriate manager. Details ofA any potential fraud must be passedA onto the board’s fraud liaison officerA within two working days (in line withA existingAarrangements between theA CFS and NHS boards). The fraudA liaison officer will pass on theseA concerns to NHS CFS.A 
	Getting information or advice 
	50. AInformation and advice about whatA options are available, whether it isA appropriate to deal with a concernA under this procedure, or what toA expect, are available from:A 
	50. AInformation and advice about whatA options are available, whether it isA appropriate to deal with a concernA under this procedure, or what toA expect, are available from:A 
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	50. AInformation and advice about whatA options are available, whether it isA appropriate to deal with a concernA under this procedure, or what toA expect, are available from:A 
	50.1. the board’s confidential contactA for raising concerns or other speak-up representative;A 
	50.1. the board’s confidential contactA for raising concerns or other speak-up representative;A 
	50.1. the board’s confidential contactA for raising concerns or other speak-up representative;A 

	50.2. the INWO (phone 0800 008 6112A or email 
	50.2. the INWO (phone 0800 008 6112A or email 
	50.2. the INWO (phone 0800 008 6112A or email 
	INWO@spso.gov.scot
	INWO@spso.gov.scot

	), whoAcan provide information 


	50.3. AunionArepresentatives;A 50.4.Aprofessional bodies;A 50.5.Auniversity representatives (for 
	50.3. AunionArepresentatives;A 50.4.Aprofessional bodies;A 50.5.Auniversity representatives (for 

	50.6. NHS Education Scotland (for trainee doctors and dentists); and 
	50.6. NHS Education Scotland (for trainee doctors and dentists); and 

	50.7. volunteer coordinators (for volunteers)A 
	50.7. volunteer coordinators (for volunteers)A 

	51.A Anyone raising a concern may alsoA be able to get support from otherA organisations,AsuchAas:A 
	51.A Anyone raising a concern may alsoA be able to get support from otherA organisations,AsuchAas:A 
	51.A Anyone raising a concern may alsoA be able to get support from otherA organisations,AsuchAas:A 
	• AemployeeAassistanceAprogramme;A 
	• AemployeeAassistanceAprogramme;A 
	• AemployeeAassistanceAprogramme;A 








	 
	and advice about how a concern should be handled,Aand canAprovide support through the process;A 
	students); 
	 
	 
	•Atheir employer’s occupational healthA service;A 
	•Achaplaincy services; andA 
	•A
	•A
	Protect
	Protect

	.A 

	 
	52.A See Annex A for contact details forA several relevant agencies.A 
	Initial discussion 
	53. A Once a concern has been raised (inA writing, in person or by phone), thereA needs to be some discussion aboutA whether the concern can be handledA under this procedure. This shouldA include:A 
	53. A Once a concern has been raised (inA writing, in person or by phone), thereA needs to be some discussion aboutA whether the concern can be handledA under this procedure. This shouldA include:A 
	53. A Once a concern has been raised (inA writing, in person or by phone), thereA needs to be some discussion aboutA whether the concern can be handledA under this procedure. This shouldA include:A 
	53. A Once a concern has been raised (inA writing, in person or by phone), thereA needs to be some discussion aboutA whether the concern can be handledA under this procedure. This shouldA include:A 
	53.1. considering whether the issueA fits the definition of a concernA suitable for this procedure;A 
	53.1. considering whether the issueA fits the definition of a concernA suitable for this procedure;A 
	53.1. considering whether the issueA fits the definition of a concernA suitable for this procedure;A 

	53.2. considering whether the issueA isAbeing handled throughA businessAasAusual;A 
	53.2. considering whether the issueA isAbeing handled throughA businessAasAusual;A 

	53.3. Aconsidering whether the personA wants the issue to be handledA through this procedure, andA receive the support andA protection that is availableA through it;A 
	53.3. Aconsidering whether the personA wants the issue to be handledA through this procedure, andA receive the support andA protection that is availableA through it;A 

	53.4. directing the person to anyA otherAappropriateAproceduresA (for example, HR procedures);A 
	53.4. directing the person to anyA otherAappropriateAproceduresA (for example, HR procedures);A 

	53.5. considering issues relating toA confidentiality;AandA 
	53.5. considering issues relating toA confidentiality;AandA 

	53.6. considering what supportA would be helpful for the person.A 
	53.6. considering what supportA would be helpful for the person.A 





	 
	 
	54. AIf the person does not want to useA this procedure, they can raise theirA concern without giving their nameA (see the section on anonymousA and unnamed concerns below).A The organisation can choose howA to investigate the concern, butA good practice would be to followA theAwhistleblowing principles,AandA investigate the concern in line withA 
	54. AIf the person does not want to useA this procedure, they can raise theirA concern without giving their nameA (see the section on anonymousA and unnamed concerns below).A The organisation can choose howA to investigate the concern, butA good practice would be to followA theAwhistleblowing principles,AandA investigate the concern in line withA 
	54. AIf the person does not want to useA this procedure, they can raise theirA concern without giving their nameA (see the section on anonymousA and unnamed concerns below).A The organisation can choose howA to investigate the concern, butA good practice would be to followA theAwhistleblowing principles,AandA investigate the concern in line withA 


	the Standards, particularly if existingA businessAasAusual procedures haveA not been able to deal with the issueA successfully.A 
	55. A If the organisation decides a concernA cannot be handled under thisA procedure (for some or all of theA issues raised), even if the personA raising the concern has asked for thisA procedure to be used, it must recordA this decision and tell the person howA to refer the matter to the INWO.A Both sides must agree whether aA written response is needed, and thisA agreement must also be recorded.A 
	55. A If the organisation decides a concernA cannot be handled under thisA procedure (for some or all of theA issues raised), even if the personA raising the concern has asked for thisA procedure to be used, it must recordA this decision and tell the person howA to refer the matter to the INWO.A Both sides must agree whether aA written response is needed, and thisA agreement must also be recorded.A 
	55. A If the organisation decides a concernA cannot be handled under thisA procedure (for some or all of theA issues raised), even if the personA raising the concern has asked for thisA procedure to be used, it must recordA this decision and tell the person howA to refer the matter to the INWO.A Both sides must agree whether aA written response is needed, and thisA agreement must also be recorded.A 


	If possible, the organisation shouldA tell the person face-to-face or overA the phone that it won’t be followingA this procedure. It is important toA record full and accurate details of theA decision not to consider the concernA through this procedure, and to makeA sure that the person understands thisA decision. If there is information thatA the organisation cannot share withA the person, it should explain why.A 
	 
	56. A If the organisation is not responsibleA for the issue of concern, the personA receiving the concern should signpostA to the appropriateAorganisation,AorA contact the INWO directly to makeA sure the concern is passed on andA acted on appropriately. Remember toA keep the person’s details confidential.A 
	56. A If the organisation is not responsibleA for the issue of concern, the personA receiving the concern should signpostA to the appropriateAorganisation,AorA contact the INWO directly to makeA sure the concern is passed on andA acted on appropriately. Remember toA keep the person’s details confidential.A 
	56. A If the organisation is not responsibleA for the issue of concern, the personA receiving the concern should signpostA to the appropriateAorganisation,AorA contact the INWO directly to makeA sure the concern is passed on andA acted on appropriately. Remember toA keep the person’s details confidential.A 


	 
	Immediate threat to safety 
	57.A If someone raises a concern thatA needs immediate action to avoid anyA further risk to patient safety, action must be taken. This is likely to involveA referring the matter to an appropriateA senior manager, but it will dependA 
	on the situation. The person raisingA the concern must also be told thatA this will happen, and why. AnyA confidentiality concerns must beA taken into account and discussionsA should cover all the same issues asA the initial discussion (above).A 
	Confidentiality and anonymity 
	58. AConfidentiality refers to theA requirement not to discloseA information about the person raisingA a concern, unless the law says thatA 
	58. AConfidentiality refers to theA requirement not to discloseA information about the person raisingA a concern, unless the law says thatA 
	58. AConfidentiality refers to theA requirement not to discloseA information about the person raisingA a concern, unless the law says thatA 


	it can or must be disclosed. ThisA includes anyone else involved in theA process,Asuch asAotherAwitnesses.A 
	 
	59. A Anonymity refers toAaAsituationA when nobody knows the identity ofA the member of staff who raised theA concern.A 
	59. A Anonymity refers toAaAsituationA when nobody knows the identity ofA the member of staff who raised theA concern.A 
	59. A Anonymity refers toAaAsituationA when nobody knows the identity ofA the member of staff who raised theA concern.A 


	 
	Confidentiality and data protection 
	60. AConfidentiality must beAmaintainedA as far as possible in all aspects ofA the procedure for raising concerns.A 
	60. AConfidentiality must beAmaintainedA as far as possible in all aspects ofA the procedure for raising concerns.A 
	60. AConfidentiality must beAmaintainedA as far as possible in all aspects ofA the procedure for raising concerns.A 


	Staff need to know that their identityA will not be shared with anyone otherA than the people they have agreedA can know it, unless the law says thatA it can or must be. The name of the person raising the concern must 
	not be routinely or automatically shared at any point, either during the investigation or afterwards. 
	ThereAare, however, timesAwhenA information about the person raisingA a concern will become clear toA others, or when it will be necessaryA to share this information in order toA put things right or continue with anA investigation.A 
	 
	61.A It is important that all aspectsA of confidentiality are discussedA when the person first raises theA 
	concern, as not doing so may leadA to theAorganisation breaking data- 
	protection law. The person should beA given clear information by the personA 
	that is applying the Standards andA processing their personal dataA 
	(or personal information) aboutA what might or will happen to thisA data and about the lawful basis forA processing it.A 
	 
	 
	 
	 
	 
	from recording to learning lessons, 
	on theAorganisation’s responsibilitiesA in relation to data protection andA informationAsharing.A 
	Anonymous and unnamed concerns 
	 
	67.A Alternatively, someone may raise aA concern with the organisation butA not be willing to have their nameA or personal details recorded. ThisA is known as an ‘unnamed concern’A (someone is aware of their identity,A so it is not completely anonymous).A 
	 
	68. AWhile the organisation must respectA the person’sArequest for theirAconcernA to be unnamed, it must also make itA clear to the person that if their nameA is not recorded, their concern cannot be handledAunder the StandardsAandA they cannot refer the matter to theA INWO.A 
	68. AWhile the organisation must respectA the person’sArequest for theirAconcernA to be unnamed, it must also make itA clear to the person that if their nameA is not recorded, their concern cannot be handledAunder the StandardsAandA they cannot refer the matter to theA INWO.A 
	68. AWhile the organisation must respectA the person’sArequest for theirAconcernA to be unnamed, it must also make itA clear to the person that if their nameA is not recorded, their concern cannot be handledAunder the StandardsAandA they cannot refer the matter to theA INWO.A 


	 
	69. AThe organisation should make it clearA to all staff that they will not have theA same level of protection if they raiseA an anonymous or unnamed concernA as they would if their details wereA shared and recorded confidentially.A Raising an anonymous or unnamedA concern limits:A 
	69. AThe organisation should make it clearA to all staff that they will not have theA same level of protection if they raiseA an anonymous or unnamed concernA as they would if their details wereA shared and recorded confidentially.A Raising an anonymous or unnamedA concern limits:A 
	69. AThe organisation should make it clearA to all staff that they will not have theA same level of protection if they raiseA an anonymous or unnamed concernA as they would if their details wereA shared and recorded confidentially.A Raising an anonymous or unnamedA concern limits:A 
	69. AThe organisation should make it clearA to all staff that they will not have theA same level of protection if they raiseA an anonymous or unnamed concernA as they would if their details wereA shared and recorded confidentially.A Raising an anonymous or unnamedA concern limits:A 
	69.1. Athe legal protections availableA to the person raising it;A 
	69.1. Athe legal protections availableA to the person raising it;A 
	69.1. Athe legal protections availableA to the person raising it;A 

	69.2. the organisation’s ability toA provide feedback and offerA support; andA 
	69.2. the organisation’s ability toA provide feedback and offerA support; andA 

	69.3. the person’s ability to ask theA INWO to consider the matter.A 
	69.3. the person’s ability to ask theA INWO to consider the matter.A 





	 
	70. AIf other staff guess the identity ofA the person who has raised concerns,A that person may be at risk ofA 
	70. AIf other staff guess the identity ofA the person who has raised concerns,A that person may be at risk ofA 
	70. AIf other staff guess the identity ofA the person who has raised concerns,A that person may be at risk ofA 
	70. AIf other staff guess the identity ofA the person who has raised concerns,A that person may be at risk ofA 
	76.1. is not satisfied with their payA andAworkingAconditions;A 
	76.1. is not satisfied with their payA andAworkingAconditions;A 
	76.1. is not satisfied with their payA andAworkingAconditions;A 

	76.2. disagrees with their terms ofA employment or workplaceA rules;A 
	76.2. disagrees with their terms ofA employment or workplaceA rules;A 

	76.3. claims they are being treatedA unfairly at work;A 
	76.3. claims they are being treatedA unfairly at work;A 

	76.4. claims they are being bullied orA harassed; orA 
	76.4. claims they are being bullied orA harassed; orA 

	76.5. has a disagreement with aA colleague.A 
	76.5. has a disagreement with aA colleague.A 





	unfair treatment if they don’t haveA the protectionAor support theseA Standards provide.A 
	 
	71.A Raising an anonymous or unnamedA concern may also mean theA concern cannot be investigated andA handled effectively, as there may beA significant gaps in the informationA needed for the investigation.A 
	 
	72.A If an anonymous or unnamedA concern is raised, managers shouldA record as much information asA possibleAandAcarryAoutAanAappropriateA investigation. TheAorganisationA 
	can choose how to investigate theA concern, and sometimes will needA to take immediate action to reduceA risks. Good practice would be toA follow theAwhistleblowing principlesA and investigate the concern in lineA with the Standards, particularly ifA 
	existing businessAasAusual proceduresA have already been attempted.A 
	 
	73.A Although it is good practice, theA organisation is not required to followA these Standards.A 
	The difference between a grievance and a concern 
	74.A A person raising a concern is usuallyA a witness and may have no directA personal involvement in the concernA they are raising. They are simplyA trying to tell management aboutA the risks they have identified. TheseA 
	concernsAusuallyAaffectAother people;A they are not only about matters thatA have a personal effect on the personA raising the concern.A 
	 
	75.A When a person raises a grievanceA orAmakesAanAallegationAaboutAbeingA subject to bullying or harassment,A this relates to their own employmentA situation, employment rights or howA they have been treated.A 
	 
	76.A Examples of a grievance include ifA the person:A 
	 
	 
	77.A See Annex B for examples ofA whistleblowing, grievancesAorA bullyingAand harassment.A 
	 
	78.A Sometimes a person may raise issuesA whichAcontain bothAwhistleblowingA and grievance concerns. These issuesA need to be dealt with separatelyA through the appropriate policiesAorA procedures.A 
	 
	 
	Figure
	25A 
	79.A If someone raises a combination of grievance and whistleblowing issues, the organisation must 
	discuss all their concerns with them, and must tell them about all the options available to them, including services that may be able to support them. 
	 
	80.AIf a concern of public interest orA patient safety is raised throughA a grievance procedure, theA 
	organisationAmustAask the person ifA they want the concern to be raisedA through these Standards,Awith theA protection they provide.A 
	 
	81.A Issues relating to employmentA rights may also have a wider publicA 
	interest (for example, if poor workingA conditions are having a damagingA effect on the service provided). IfA 
	it is not clear whether an issue isA a grievance or a whistleblowingA 
	concern, the manager (or confidentialA contact) should find out what theA person raising the concern wantsA 
	to achieve (for example, a solutionA for them personally or a solutionA for patients, the organisation or theA public). It may be that, whateverA outcome the person is hopingA 
	for, in the interests of providingA a safe service, the public interestA 
	issue needs to be considered andA investigated. The concern must not be recorded as whistleblowing if theA person raising it does not want it toA be.A 
	Claims of unfair treatment 
	82 If someone raises a concern and,A at the same time, claims they haveA been treated unfairly as a result ofA 
	raising thisAconcern through businessA asAusual, the initial discussionA 
	must identify what outcomes theA person would like to achieve. TheA organisation must also direct themA to anyAappropriate HR proceduresA to make sure this can be handledA appropriately. It is also particularlyA important toAmakeAsureAappropriateA support is in place to prevent anyA further unfair treatment. If theA organisation does not do this, itA would be failing to meet its duty ofA care to its employee.A 
	 
	 
	Concerns raised maliciously 
	83.AEvery concern should be consideredA fully and properly, whatever othersA may say about why it has beenA raised. However, if a full investigationA reveals that a concern was knowinglyA based on inaccurate informationA 
	in order to create difficulties for aA colleague, theAorganisation shouldA takeAappropriate disciplinaryAactionA against the person who raised theA concern.A 
	Annex A: Contact details for support agencies, regulators and professional bodies 
	 
	 
	Allied Health Professions Federation 
	Phone: 0131 226 5250A 
	Email: 
	Email: 
	admin.ahpfs@ahpf.org.ukA
	admin.ahpfs@ahpf.org.ukA

	 Website:A
	www.ahpf.org.uk/Contact.ht
	www.ahpf.org.uk/Contact.ht

	mA 

	 
	British Dental Association 
	Phone: 01786 476040A 
	Email: 
	Email: 
	enquiries@bda.or
	enquiries@bda.or

	gA Website:A
	www.bda.org/contact-
	www.bda.org/contact-

	usA 

	 
	British Medical Association 
	Phone: 0300 123 1233A 
	Website:A
	Website:A
	www.bma.org.uk/contact-bm
	www.bma.org.uk/contact-bm

	aA 

	 
	Care Inspectorate 
	Phone: 0345 600 9527A 
	Email: 
	Email: 
	enquiries@careinspectorate.co
	enquiries@careinspectorate.co

	mA Website:A
	www.careinspectorate.com/A
	www.careinspectorate.com/A

	 index.php/contact-usA 

	 
	Dental Defence Union 
	Phone: 0800 374 626A 
	Website:A
	Website:A
	www.theddu.com/A
	www.theddu.com/A

	 

	 
	General Dental Council (currently unable to provide support to their registrants) Phone: 020 7167 6000A 
	Website:A
	Website:A
	www.gdc-uk.org/contact-
	www.gdc-uk.org/contact-

	usA 

	 
	General Medical Council (currently unable to provide support to their registrants) 
	Phone: 0161 923 6602A 
	Email: 
	Email: 
	gmc@gmc-uk.or
	gmc@gmc-uk.or

	gA Website:A
	www.gmc-uk.org/contact-
	www.gmc-uk.org/contact-

	usA 

	 
	General Pharmaceutical Council 
	Phone: 020 3713 8000A 
	Website:A
	Website:A
	www.pharmacyregulation.org/A
	www.pharmacyregulation.org/A

	 

	 
	General Optical Council 
	Phone: 020 7580 3898A 
	Website:A
	Website:A
	www.optical.org/A
	www.optical.org/A

	 

	 
	Health and Care Professions Council 
	Phone: 0300 500 6184A 
	Website:A
	Website:A
	www.hcpc-uk.org/contact-us
	www.hcpc-uk.org/contact-us

	/A 

	 
	Healthcare Improvement Scotland 
	Phone: 0131 623 4602A 
	Email:hcis.respondingtoconcerns@nhs.netA
	Email:hcis.respondingtoconcerns@nhs.netA
	Email:hcis.respondingtoconcerns@nhs.netA

	 Website:Awww.healthcareimprovementA scotland.org/our_work/governance_and_A assurance/responding_to_concerns.aspxA 

	 
	INWO Advice and Information LineA 
	Phone: 0800 008 6112A 
	Email: 
	Email: 
	INWO@spso.gov.scotA
	INWO@spso.gov.scotA

	 Web: 
	https://inwo.spso.org.uk
	https://inwo.spso.org.uk

	/A 

	 
	Medical and Dental Defence Union of Scotland 
	Phone: 0333 043 444A 
	Website:A
	Website:A
	www.mddus.com/A
	www.mddus.com/A

	 

	 
	Medical Defence Union 
	Phone: 0800 716 646A 
	Website:A
	Website:A
	www.themdu.com/A
	www.themdu.com/A

	 

	 
	Medical Protection Society 
	Phone; 0800 136 759A 
	Website:A
	Website:A
	www.medicalprotection.org/uk
	www.medicalprotection.org/uk

	/A homeA 

	 
	Mental Welfare Commission for Scotland 
	Phone: 0131 313 8777A 
	Email: 
	Email: 
	enquiries@mwcscot.org.ukA
	enquiries@mwcscot.org.ukA

	 Website:A
	www.mwcscot.org.uk/contact-usA
	www.mwcscot.org.uk/contact-usA

	 

	 
	NHS Education Scotland 
	Phone: 0131 656 3200A 
	Website:A
	Website:A
	www.nes.scot.nhs.uk/contact-us
	www.nes.scot.nhs.uk/contact-us

	.AaspxA 

	 
	NHS Scotland Counter Fraud Services 
	Phone: 01506 705200A 
	Website:A
	Website:A
	www.cfs.scot.nhs.uk/contact-us
	www.cfs.scot.nhs.uk/contact-us

	.AaspxA 

	Nursing and Midwifery Council 
	Phone: 020 7637 7181A 
	Website:A
	Website:A
	www.nmc.org.uk/contact-us
	www.nmc.org.uk/contact-us

	/A 

	 
	Optometry Scotland 
	Phone: 0141 202 0610A 
	Email: 
	Email: 
	info@optometryscotland.org.ukA
	info@optometryscotland.org.ukA

	 Website:A
	www.optometryscotland.org.uk
	www.optometryscotland.org.uk

	/A contact-us/contact-usA 

	 
	Office Of The Uk Information Commissioner – Scotland Phone: 0303 123 1115A 
	Email: 
	Email: 
	Scotland@ico.org.ukA
	Scotland@ico.org.ukA

	 Website:A
	www.ico.orgA
	www.ico.orgA

	 

	 
	Protect 
	Phone: 020 3117 2520A 
	Website:A
	Website:A
	www.protect-advice.org.uk
	www.protect-advice.org.uk

	/A contact-us/A 

	Email: 
	Email: 
	whistle@protect-advice.org.ukA
	whistle@protect-advice.org.ukA

	 

	 
	Royal College of Nursing Scotland 
	Phone: 0345 772 6100A 
	Website:A
	Website:A
	www.rcn.org.uk/scotland/about
	www.rcn.org.uk/scotland/about

	/A contactA 

	 
	Royal College of Anaesthetists 
	Phone: 020 7092 1500A 
	Website:A
	Website:A
	www.rcoa.ac.uk/A
	www.rcoa.ac.uk/A

	 

	 
	Royal College of Emergency Medicine 
	Phone: 020 7404 1999A 
	Website:A
	Website:A
	www.rcem.ac.uk/A
	www.rcem.ac.uk/A

	 

	 
	Royal College of General Practitioners 
	Phone: 020 3188 7400A 
	Website:A
	Website:A
	www.rcgp.org.uk
	www.rcgp.org.uk

	/A 

	 
	Royal College of Obstetricians and Gynaecology 
	Phone; 020 7772 6200A 
	Website:A
	Website:A
	www.rcog.org.uk
	www.rcog.org.uk

	/A 

	 
	Royal College of Ophthalmologists 
	Website:A
	Website:A
	www.rcophth.ac.uk/A
	www.rcophth.ac.uk/A

	 

	Royal College of Paediatrics and Child Health 
	Phone: 020 7092 6000A 
	Website:A
	Website:A
	www.rcpch.ac.uk/A
	www.rcpch.ac.uk/A

	 

	 
	Royal College of Pathologists 
	Phone: 020 7451 6700A 
	Website:A
	Website:A
	www.rcpath.org/A
	www.rcpath.org/A

	 

	 
	 
	Royal College of Physicians of Edinburgh 
	Website:A
	Website:A
	www.rcpe.ac.uk/A
	www.rcpe.ac.uk/A

	 

	 
	Royal College of Physicians and surgeons of Glasgow 
	Phone: 0141 221 6072A 
	Website:A
	Website:A
	www.rcpsg.ac.uk/A
	www.rcpsg.ac.uk/A

	 

	 
	Royal College of Psychiatrists 
	Phone: 020 7235 2351A 
	Website:A
	Website:A
	www.rcpsych.ac.uk/A
	www.rcpsych.ac.uk/A

	 

	 
	Royal College of Radiologists 
	Phone: 020 7405 1282A 
	Website:A
	Website:A
	www.rcr.ac.uk/A
	www.rcr.ac.uk/A

	 

	 
	Royal College of Surgeons of Edinburgh 
	Phone: 0131 527 1600A 
	Website:A
	Website:A
	www.rcsed.ac.uk/A
	www.rcsed.ac.uk/A

	 

	 
	Royal Pharmaceutical Society 
	Phone: 0131 556 4386A 
	Website:A
	Website:A
	www.rpharms.com/about-us
	www.rpharms.com/about-us

	/A contact-usA 

	 
	Scotland Deanery 
	Phone: 0131 65 
	Phone: 0131 65 
	Phone: 0131 65 

	3200A 

	Website:A
	Website:A
	www.scotlanddeanery.nhs.scot
	www.scotlanddeanery.nhs.scot

	/A contact/A 

	 
	Scottish Social Services Council 
	Phone: 0345 60 
	Phone: 0345 60 
	Phone: 0345 60 

	30 891A 

	Website:A
	Website:A
	www.sssc.uk.com/contact-us
	www.sssc.uk.com/contact-us

	/A 

	Annex B: Examples to help to distinguish between whistleblowing and a grievance or bullying and harassment issues 
	The following examples will help with deciding if the issue raised should be handledA under this procedure or under the grievance or bullying and harassment procedure.A 
	 
	Whistleblowing 
	Whistleblowing 
	Whistleblowing 
	Whistleblowing 
	Whistleblowing 

	Grievance or bullying and harassment 
	Grievance or bullying and harassment 



	Key test: The issue is in the public interest.A 
	Key test: The issue is in the public interest.A 
	Key test: The issue is in the public interest.A 
	Key test: The issue is in the public interest.A 

	Key test: The issue relates solely to an individual and so is a matter of personal interest.A 
	Key test: The issue relates solely to an individual and so is a matter of personal interest.A 


	Examples 
	Examples 
	Examples 

	Examples 
	Examples 


	Management persistently pressurises the team into dangerous overtime conditions.A 
	Management persistently pressurises the team into dangerous overtime conditions.A 
	Management persistently pressurises the team into dangerous overtime conditions.A 

	I haven’t been granted my flexible- working request.A 
	I haven’t been granted my flexible- working request.A 


	A person’s dangerous working practices are leading to the risk of a serious incident.A 
	A person’s dangerous working practices are leading to the risk of a serious incident.A 
	A person’s dangerous working practices are leading to the risk of a serious incident.A 

	I have been inappropriately shouted at by a senior manager in relation to an action that I took at work.A 
	I have been inappropriately shouted at by a senior manager in relation to an action that I took at work.A 


	Working practices or actions may be a risk to others.A 
	Working practices or actions may be a risk to others.A 
	Working practices or actions may be a risk to others.A 
	[Note: Or it is suspected that there is something inappropriate happening in an area which could be a risk to the public, but there is not substantial evidence.]A 

	I am not happy with the way my manager spoke to me when they discovered I was not following the correct health and safety procedures.A 
	I am not happy with the way my manager spoke to me when they discovered I was not following the correct health and safety procedures.A 
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	The National Whistleblowing StandardsA 
	 
	Part 3 
	The two-stage procedure 
	APRIL 2021A 
	Figure
	Figure
	Figure
	Figure
	Figure
	Figure
	Figure
	Figure
	Figure
	Figure
	Figure
	Figure
	Figure
	Figure
	Figure
	Figure
	Figure
	Figure
	Figure
	Overview of the procedure 
	Stage 1: Early resolution 
	Five working daysA 
	 
	 
	What to expect at stage 1 
	•AOn-the-spot explanation and/or actionA to resolve the matter quickly, in fiveA working days or lessA 
	•AExtend timescales with agreement ifA there are exceptional circumstancesA 
	•AHandled by member of staffA receiving the concern OR referredA toAappropriateApersonAforAearlyA resolution (within five working days)A OR progressed to stage 2 (within fiveA working days)A 
	 
	If the whistleblower is not satisfied withA the response at stage 1, or agreed actionA has not been taken, they can take theirA 
	concernAtoAstage 2: Investigation 
	 
	Stage 2: Investigation 
	20 working days for definitive responseA 
	 
	What to expect at stage 2 
	•ARespond in 20 working days followingA thoroughAinvestigationAofAconcern(s)A 
	•AExtend timescales to achieve qualityA investigationAand outcomesA 
	•AResponses signed-off by seniorA managementAandAmustAsignpostAtoAtheA INWO,AincludingAtimescalesA 
	 
	Action taken as agreed to resolveA issue of concern and avoid any repeatA 
	 
	If the whistleblower is not satisfied withA the response they have received toA stage 2, they can bring their concern toA 
	the INWO for independent external reviewA 
	 
	 
	INWO consideration  
	 
	 
	 
	AnyoneAraisingA 
	a concern can come toA the INWO at any point in thisA 
	process, and the INWO can provideA informationAand adviceAtoA 
	support the processA 
	 
	i 
	Closing the case at stage 1: information for case handlers 
	•ARecord details of the concern,A outcomes and actions taken (orA planned)A 
	•AReflect on how the concern wasA handled: what went well and whatA could beAimprovedA 
	 
	i 
	Closing the case at stage 2: information for case handlers 
	•ARecord details of the concern,A outcomes and actions taken (orA planned)A 
	•AUse the concern and outcome toA improve services and patient safetyA 
	 
	i 
	Information about the INWO 
	•AConcerns that have completedA the process will either have beenA 
	thoroughly investigated or will haveA been refused by the organisationA 
	at initial assessment; these must beA signposted to the INWOA 
	•AINWO may assessA 
	–Ahow the concern was handled byA theAorganisationA 
	–Awhether the organisation’sA decisions about the concernA wereAreasonableA 
	–Ahow the whistleblower wasA treated through the processA 
	–Ahow the organisation supports aA culture of speaking upA 
	Stage 1: Early resolution 
	1.A Stage 1 is for simple andA straightforward concerns that canA be responded to within five workingA days or less. These concerns willA involve little or no investigation, andA can be handled by providing anA explanation or taking limited action.A The line manager should be involvedA inAresolving theAsituation,AwhereA appropriate.AIssues thatAare moreA complex, and will clearly take moreA than five working days to address,A should move straight to stage 2.A 
	 
	2.A  Organisations must make sureA staff have access to an impartial,A confidential contact who they canA contact by email or phone, or talkA to in person. People can raise theirA concerns with their line manager,A the confidential contact or anotherA representativeAsuchAasAaAseniorA manager.A 
	 
	3.A Ideally, the person raising the concernA will have a face-to-face discussionA about the situation. However, if theA concern is straightforward and hasA been raised with someone who isA able to take appropriate action, thisA may be enough to resolve the issue.A The person raising the concern mustA be updated with what has been done.A 
	 
	4.A Anyone raising a concern can contactA the INWO at any point in the process.A The INWO can provide informationA and advice to support them,Aand canA also give investigators and managersA advice on how to handle concerns.A 
	Initial discussions 
	5.A   Anyone  who  provides  servicesA for the NHS can raise a concern.A This includes current (and former)A employees, bank and agencyA workers,Acontractors (includingA third-sectorAservice providers),A trainees and students, volunteers,A 
	non-executive directors,AandAanyoneA working alongside NHS staff, suchA as those in health and social careA partnerships.A 
	 
	6.A The person raising the concernA must want it to be handled usingA this procedure. The organisationA must offer to support them withA raising their concern. The personA can be accompanied by a unionA representative, friendAorAcolleague.A See Part 2 of these Standards forA more details of the support that isA available.A 
	 
	7.A If the person does not want to useA this procedure, they can raise theirA concern without giving their name.A (See the section on anonymous andA unnamed concerns in Part 2 of theseA Standards for more informationA about this.) TheAorganisationAcanA choose how to investigate theA concern, but good practice wouldA be to follow theAwhistleblowingA principlesAand investigate theA concern in line with these Standards,A particularly if existingA‘businessAasA 
	usual’ procedures have not been ableA toAaddress the issueAsuccessfully.A 
	Time limit for raising concerns 
	8.A The timescale for accepting aA whistleblowing concern is within sixA months from when the person raisingA the concern became aware of theA issue. TheAorganisationAcanAextendA this time limit if there is good reasonA to do so, for example if the issue isA stillAongoing or if businessAasAusualA procedures have led to a delay. TheA most important thing to consider isA whether there is any chance that theA situation could create an ongoing riskA of harm or wrongdoing.A 
	 
	9.A If a case is not being handled underA this procedure due to the timescalesA involved, this should be clearlyA explained to the person raising theA concern. The organisation must alsoA tell the person that they can ask theA INWO to consider the decision.A 
	 
	Timescales – five working days 
	10.A The organisation has five workingA days to respond to any concernsA that are raised. The manager or theA person who received the concernA will normally provide the response.A If there are clear and justifiableA reasons why they cannot meet thisA timescale,AsomeoneAmoreAsenior inA the organisation may agree to allowA them a further five working days toA respond. Reasons forAallowingAmoreA 
	time for stage 1 include staff absenceA or difficulty arranging a meeting. TheA organisation must tell the person whyA it is not able to respond within fiveA days, and when they can expect aA response.A 
	11.A If it is clear from the start that aA concern is too complex for theA organisation to respond to within fiveA working days, it should move straightA to stage 2. If the organisation needsA more time to provide a responseA 
	at stage 1, it must not use this as aA reason to delay moving the concernA to stage 2.A 
	 
	Stage 1 discussion 
	12.A Once the organisation has agreedA that the concern should be handledA under this procedure, the next stageA is to discuss and agree:A 
	 
	13.A If the discussion at stage 1 raisesA issues which a manager considersA would be more appropriate to handleA under other HR procedures (such asA grievance procedures), they shouldA carefully consider whether any partsA of the concern should be handledA under this whistleblowing procedure.A 
	 
	14.A If someone raises a concern, but aA manager decides it is a grievanceA not a whistleblowing concern, theyA should tell the person this in writing.A They must tell the person they canA ask the INWO to review this decisionA if they are not satisfied with it.A 
	 
	15.A When a manager or other personA receives a concern, they must makeA sure that the person who raised itA receives the support and informationA they need to consider all appropriateA options for handling the concern,A including HR procedures. They must tellA the person what support is available,A and when and how they can get it.A 
	 
	16.A Discussions about the concern mustA cover:A 
	 
	 
	17.A There is more guidance onA considering concerns in Annex A.A 
	Recording the concern 
	18.A The organisation must record detailsA of all concerns raised by staff andA other workers. The manager (or otherA person) should record a concernA when they receive it, and shouldA considerAanyArequests the personA raising it makes to keep their detailsA confidential (so they are only sharedA with people who need to know themA in order to investigate and addressA the concern) or for the concern to beA raised anonymously (so nobody inA the organisation knows the identityA of the person who raised it) (se
	Part 2). Full details on how to recordA concerns are provided in Part 5 ofA these Standards.A 
	 
	Closing the concern 
	19.A The organisation must provide aA written response to a concern thatA has been handled at stage 1, unlessA it has agreed with the person whoA raised the concern that this is notA needed (in which case this decisionA should be recorded). The responseA (however it is provided) must:A 
	 
	19.1. respond to all the issues raised;A 19.2.Agive theAorganisation’s reasonsA 
	for any decisions;A 
	20.AIf the organisation does not provideA its response in writing, it  must  stillA keep a record of its decision and tellA the person who raised the concern. ItA must then close the case and updateA theArecordsAsystemAasAappropriate.A The date the case is closed is the dateA 
	when the personAreceives theAresponseA to their concern.A 
	 
	Learning, improvements and recommendations 
	21.A Concerns raised at stages 1 and 2A of this procedure will often identifyA changes that are needed to provideA services more safely and efficiently,A 
	or improve governance arrangementsA (how the organisation is managed andA held accountable for its actions). AnyA improvementsAmust beAappropriatelyA planned, making sure that everyoneA concerned is kept informed of changes.A There is more information on learningA from concerns in Part 5 of theseA Standards. The organisationAmustA include details of any changes that areA identified as a result of a concern in theA reports it produces on concerns (everyA three months and every year).A 
	 
	22.A The organisation must also considerA whether:A 
	 
	organisationsAacrossAScotland.A  If so, it should share them withA national organisations or clinicalA groups to take forward asA appropriate.A 
	When to move a concern to stage 2 
	23.A Some concerns will not beA appropriate for stage 1, and shouldA move straight to stage 2. ThisA includes concerns which:A 
	 
	 
	24. A Concerns that relate to serious,A high-risk or high-profile issues mayA need someone more senior in theA organisationAto investigate them.A 
	24. A Concerns that relate to serious,A high-risk or high-profile issues mayA need someone more senior in theA organisationAto investigate them.A 
	24. A Concerns that relate to serious,A high-risk or high-profile issues mayA need someone more senior in theA organisationAto investigate them.A 


	 
	25. A Or, after a concern has beenA considered at stage 1, the personA who raised it can ask for it to beA investigated at stage 2 if they doA not feel that stage 1 has addressedA the issueAappropriately,Aand theyA still have concerns. They can doA this immediately after receiving theA 
	25. A Or, after a concern has beenA considered at stage 1, the personA who raised it can ask for it to beA investigated at stage 2 if they doA not feel that stage 1 has addressedA the issueAappropriately,Aand theyA still have concerns. They can doA this immediately after receiving theA 
	25. A Or, after a concern has beenA considered at stage 1, the personA who raised it can ask for it to beA investigated at stage 2 if they doA not feel that stage 1 has addressedA the issueAappropriately,Aand theyA still have concerns. They can doA this immediately after receiving theA 


	decision at stage 1 or some time later.A 
	 
	26. A The organisation should record thatA the concern has moved from stageA 1 to stage 2, and the records systemA must be clear that this is the sameA concern, not a new one.A 
	26. A The organisation should record thatA the concern has moved from stageA 1 to stage 2, and the records systemA must be clear that this is the sameA concern, not a new one.A 
	26. A The organisation should record thatA the concern has moved from stageA 1 to stage 2, and the records systemA must be clear that this is the sameA concern, not a new one.A 


	Stage 2: Investigation 
	27.A Concerns handled at stage 2 of theA whistleblowing procedure tend toA be serious or complex, and needA 
	a detailed examination before theA organisation can provide a response.A Concerns can move straight to stageA 2 if they include issues which are tooA complex to handle at stage 1, whichA means a full investigation is neededA from theAstart.A 
	 
	 
	Timescales – 20 working days 
	 
	Acknowledgement 
	31.A The acknowledgement shouldA include:A 
	 
	 
	32.A It may also be appropriate toA provide other information in theA acknowledgement, including:A 
	 
	representative has raised theA concern on the person’s behalf.A 
	Extending the timescale 
	33. A The organisation should do all it canA to meet the timescale above, as notA doing so may delay changes that areA needed to improve unsafe workingA practices, and could put patient safetyA or the organisation at risk, or have aA harmful effect on the person raisingA the concern or the people involved inA the investigation.A 
	33. A The organisation should do all it canA to meet the timescale above, as notA doing so may delay changes that areA needed to improve unsafe workingA practices, and could put patient safetyA or the organisation at risk, or have aA harmful effect on the person raisingA the concern or the people involved inA the investigation.A 
	33. A The organisation should do all it canA to meet the timescale above, as notA doing so may delay changes that areA needed to improve unsafe workingA practices, and could put patient safetyA or the organisation at risk, or have aA harmful effect on the person raisingA the concern or the people involved inA the investigation.A 


	 
	34. AThe organisation should aim to provideA a full response within 20 working days,A but this is not a target or performanceA measure. It should carry out  a thorough investigation that leads  to good outcomes, even if  that  takes longer than 20 days. The timescale isA there to make sure that organisationsA take prompt action, and that there isA an ongoing focus on investigating 
	34. AThe organisation should aim to provideA a full response within 20 working days,A but this is not a target or performanceA measure. It should carry out  a thorough investigation that leads  to good outcomes, even if  that  takes longer than 20 days. The timescale isA there to make sure that organisationsA take prompt action, and that there isA an ongoing focus on investigating 
	34. AThe organisation should aim to provideA a full response within 20 working days,A but this is not a target or performanceA measure. It should carry out  a thorough investigation that leads  to good outcomes, even if  that  takes longer than 20 days. The timescale isA there to make sure that organisationsA take prompt action, and that there isA an ongoing focus on investigating 


	and addressing the concern,AwhileA 
	keeping everyone involved updated onA theAprogress of the investigation.A 
	 
	35. A If the organisation cannot provideA a final decision within 20 workingA 
	35. A If the organisation cannot provideA a final decision within 20 workingA 
	35. A If the organisation cannot provideA a final decision within 20 workingA 


	days, it should still be able to show itA has made significant progress. TheA investigation must not be delayed ifA this could be avoided.A 
	 
	36. AThere is no flexibility to pause or delayA the whistleblowing procedure. TheA timescale can only be extended ifA thereAareAclearAand justifiableAreasonsA for this. If there are, the investigatorA should ask a senior managerA 
	36. AThere is no flexibility to pause or delayA the whistleblowing procedure. TheA timescale can only be extended ifA thereAareAclearAand justifiableAreasonsA for this. If there are, the investigatorA should ask a senior managerA 
	36. AThere is no flexibility to pause or delayA the whistleblowing procedure. TheA timescale can only be extended ifA thereAareAclearAand justifiableAreasonsA for this. If there are, the investigatorA should ask a senior managerA 
	36. AThere is no flexibility to pause or delayA the whistleblowing procedure. TheA timescale can only be extended ifA thereAareAclearAand justifiableAreasonsA for this. If there are, the investigatorA should ask a senior managerA 
	37.1. the organisation needs essentialA accounts or statements fromA staff who are unavailable dueA to long-termAsicknessAor leave;A 
	37.1. the organisation needs essentialA accounts or statements fromA staff who are unavailable dueA to long-termAsicknessAor leave;A 
	37.1. the organisation needs essentialA accounts or statements fromA staff who are unavailable dueA to long-termAsicknessAor leave;A 

	37.2. staff have asked aA representative from theirA professional body to be withA them at a meeting, and this hasA caused unavoidable delays;A 
	37.2. staff have asked aA representative from theirA professional body to be withA them at a meeting, and this hasA caused unavoidable delays;A 

	37.3. the organisation cannot getA information that is essential toA the investigation within normalA timescales;AorA 
	37.3. the organisation cannot getA information that is essential toA the investigation within normalA timescales;AorA 

	37.4. the investigation is disruptedA by circumstances that theA organisation could not haveA expected or avoided, forA example industrial action orA severeAweatherAconditions.A 
	37.4. the investigation is disruptedA by circumstances that theA organisation could not haveA expected or avoided, forA example industrial action orA severeAweatherAconditions.A 

	38. AIf a complex concern, involvingA several issues, is likely to take longerA than 20 working days to addressA fully, the organisation should considerA whether it could respond to some ofA the issues in an interim report.A 
	38. AIf a complex concern, involvingA several issues, is likely to take longerA than 20 working days to addressA fully, the organisation should considerA whether it could respond to some ofA the issues in an interim report.A 

	39. A When a concern is raised at stage 2A the organisation should consider theA following issues:A 
	39. A When a concern is raised at stage 2A the organisation should consider theA following issues:A 
	39. A When a concern is raised at stage 2A the organisation should consider theA following issues:A 
	39.1. whether any immediate actionA is needed to put things right orA 
	39.1. whether any immediate actionA is needed to put things right orA 
	39.1. whether any immediate actionA is needed to put things right orA 

	39.2. who should investigate theA concern. If possible, this shouldA be a senior member of staffA fromAanother departmentA 
	39.2. who should investigate theA concern. If possible, this shouldA be a senior member of staffA fromAanother departmentA 

	39.3. what the investigationA should cover, using the listA in paragraphs 12 and 16 andA Annex A to look into theA concerns in more detail;A 
	39.3. what the investigationA should cover, using the listA in paragraphs 12 and 16 andA Annex A to look into theA concerns in more detail;A 

	39.4. how involved the person whoA raised the concern wants toA be in the investigation, andA whether this isAappropriate;A 
	39.4. how involved the person whoA raised the concern wants toA be in the investigation, andA whether this isAappropriate;A 

	39.5. whether it is appropriate toA direct the person who madeA the concern to any otherA procedures (for example, HRA procedures);A 
	39.5. whether it is appropriate toA direct the person who madeA the concern to any otherA procedures (for example, HRA procedures);A 

	39.6. what risks are involved, howA they could be reduced, whatA support theAorganisation canA provide to the person whoA raised the concern and how toA make sure they have access toA this;A 
	39.6. what risks are involved, howA they could be reduced, whatA support theAorganisation canA provide to the person whoA raised the concern and how toA make sure they have access toA this;A 
	39.6. what risks are involved, howA they could be reduced, whatA support theAorganisation canA provide to the person whoA raised the concern and how toA make sure they have access toA this;A 
	Figure


	39.7. what to expect in terms ofA timescalesAandAupdates.A 
	39.7. what to expect in terms ofA timescalesAandAupdates.A 








	for authorisation to do so. TheA organisation must explain the revisedA timescales to the person who raisedA the concern and others involved in theA investigation,AasAappropriate.A 
	37.A Reasons for extending the timescaleA might include:A 
	 
	 
	First considerations 
	 
	reduce risk to patient safety or theA organisation;A 
	 
	or service. (Part 4 of theseA StandardsAonAboard andAstaffA responsibilitiesAreviews howA to handle concerns about anA 
	organisation’s senior leadersAorA boardAmembers.);A 
	 
	41.A Managers should make sure theyA are aware of how the person wouldA prefer to be contacted, and use thisA communicationAmethodAwheneverA possibleAandAappropriate. TheyA must also take account of anyA 
	data protection concerns whenA communicating, especially by email.A If they are using an employee’s workA email address, the person raising theA concern must have consented to this,A as they may not always have accessA to it, or may have concerns aboutA who else has access to it.A 
	 
	42. A It is also important to take accountA of any accessibility issues the personA has told the organisation about.A 
	42. A It is also important to take accountA of any accessibility issues the personA has told the organisation about.A 
	42. A It is also important to take accountA of any accessibility issues the personA has told the organisation about.A 


	 
	The investigation 
	43. AThe investigation must focus onA the practices or procedures thatA are unsafeAor inappropriate. ItAmustA 
	43. AThe investigation must focus onA the practices or procedures thatA are unsafeAor inappropriate. ItAmustA 
	43. AThe investigation must focus onA the practices or procedures thatA are unsafeAor inappropriate. ItAmustA 


	focus on patient safety, safe workingA practices and good governance;A 
	it must be fair, robust andA proportionate to the risks identified.A It must aim to handle and provide aA full response to all the issues involvedA in the whistleblowing concern thatA has been raised.A 
	 
	44. AThe organisation must tell theA person raising the concern how theA investigation will be carried out andA what their role in it will be.A 
	44. AThe organisation must tell theA person raising the concern how theA investigation will be carried out andA what their role in it will be.A 
	44. AThe organisation must tell theA person raising the concern how theA investigation will be carried out andA what their role in it will be.A 

	45. AIf a concern has already beenA through stage 1 of this procedure,A the investigator should make sureA they have all the case notes andA associated information that wasA considered at stage 1. They must alsoA work out, as early as possible, whatA extra information they will need andA how they will get this.A 
	45. AIf a concern has already beenA through stage 1 of this procedure,A the investigator should make sureA they have all the case notes andA associated information that wasA considered at stage 1. They must alsoA work out, as early as possible, whatA extra information they will need andA how they will get this.A 


	 
	46. AIt is good practice for theA organisation to keep a recordA of meetings throughout theA investigation (either notes orA 
	46. AIt is good practice for theA organisation to keep a recordA of meetings throughout theA investigation (either notes orA 
	46. AIt is good practice for theA organisation to keep a recordA of meetings throughout theA investigation (either notes orA 


	recordings), includingAany discussionsA with the person who raised theA concern, and to share this recordA with those involved within an agreedA timescale.A 
	 
	47.A The investigation should beA kept independent of any otherA 
	procedures, including HR procedures.A However, where possible, any linkedA procedures should be carried outA 
	in parallel with the whistleblowingA procedure.A 
	 
	48. ASimilarly, if NHS Counter FraudA Services are carrying out anA investigation into allegations of fraud,A the organisation may still be able toA investigate other issues. The board’sA Fraud Liaison Officer will be able toA confirm if there is an ongoing fraudA investigation and whether it wouldA be appropriate to carry out anyA concurrent investigations.A 
	48. ASimilarly, if NHS Counter FraudA Services are carrying out anA investigation into allegations of fraud,A the organisation may still be able toA investigate other issues. The board’sA Fraud Liaison Officer will be able toA confirm if there is an ongoing fraudA investigation and whether it wouldA be appropriate to carry out anyA concurrent investigations.A 
	48. ASimilarly, if NHS Counter FraudA Services are carrying out anA investigation into allegations of fraud,A the organisation may still be able toA investigate other issues. The board’sA Fraud Liaison Officer will be able toA confirm if there is an ongoing fraudA investigation and whether it wouldA be appropriate to carry out anyA concurrent investigations.A 


	 
	49. AInvestigators and decision- makers must take account of theA 
	49. AInvestigators and decision- makers must take account of theA 
	49. AInvestigators and decision- makers must take account of theA 


	whistleblowing principles (see Part 1A of the Standards),AandAmust:A 
	 
	Other staff involved 
	50. ARaising concerns can be stressful forA anyone involved in the case, includingA the person who is being investigated,A the investigatorAandAwitnesses.A Everyone involved must be treatedA professionally and with respect.A 
	50. ARaising concerns can be stressful forA anyone involved in the case, includingA the person who is being investigated,A the investigatorAandAwitnesses.A Everyone involved must be treatedA professionally and with respect.A 
	50. ARaising concerns can be stressful forA anyone involved in the case, includingA the person who is being investigated,A the investigatorAandAwitnesses.A Everyone involved must be treatedA professionally and with respect.A 
	50. ARaising concerns can be stressful forA anyone involved in the case, includingA the person who is being investigated,A the investigatorAandAwitnesses.A Everyone involved must be treatedA professionally and with respect.A 
	51.1. that an investigation is takingA place;A 
	51.1. that an investigation is takingA place;A 
	51.1. that an investigation is takingA place;A 

	51.2. of what they have beenA accused;A 
	51.2. of what they have beenA accused;A 

	51.3. what the investigation processA is;A 
	51.3. what the investigation processA is;A 

	51.4. what their rights andA responsibilitiesAare; andA 
	51.4. what their rights andA responsibilitiesAare; andA 

	51.5. what support is available toA them.A 
	51.5. what support is available toA them.A 





	 
	51.A If someone is accused of poorA practice through this procedure, theA organisation should tell them:A 
	 
	 
	52.A They do not need to know how theA organisation foundAoutAabout theA concern, and the organisation mustA take care to protect the identity ofA the person who raised the concern.A 
	Responding to the concern 
	53. A At the end of the investigation, theA organisationAmust give the personA who raised the concern a full andA consideredAresponse,AsettingAoutA its findings and conclusions, andA how it reached these. It must alsoA 
	53. A At the end of the investigation, theA organisationAmust give the personA who raised the concern a full andA consideredAresponse,AsettingAoutA its findings and conclusions, andA how it reached these. It must alsoA 
	53. A At the end of the investigation, theA organisationAmust give the personA who raised the concern a full andA consideredAresponse,AsettingAoutA its findings and conclusions, andA how it reached these. It must alsoA 


	provide evidence that it has taken theA concern seriously and investigatedA 
	it thoroughly. It must include theA conclusions of the investigation andA information about any action it hasA taken or plans to take as a result ofA the concern, both to deal with theA current situation and to avoid it fromA happening again in the future.A 
	 
	54. AIt is best practice for a single, seniorA memberAofAstaff (orAsomeoneA authorised to act on their behalf) toA beAresponsible forAreviewingAeachA decision made under this procedureA before theAorganisation issues itsA response. This person must makeA sure that all necessary investigationsA have been finished and action isA planned to prevent future risks.A 
	54. AIt is best practice for a single, seniorA memberAofAstaff (orAsomeoneA authorised to act on their behalf) toA beAresponsible forAreviewingAeachA decision made under this procedureA before theAorganisation issues itsA response. This person must makeA sure that all necessary investigationsA have been finished and action isA planned to prevent future risks.A 
	54. AIt is best practice for a single, seniorA memberAofAstaff (orAsomeoneA authorised to act on their behalf) toA beAresponsible forAreviewingAeachA decision made under this procedureA before theAorganisation issues itsA response. This person must makeA sure that all necessary investigationsA have been finished and action isA planned to prevent future risks.A 


	 
	55. A TheAorganisation’sAresponseAmustA be in writing and should also beA provided in the way the personA who raised the concern has toldA the organisation they prefer to beA contacted. TheAorganisation mustA keep a record of the decision andA how it gave this to the person whoA raised the concern.A 
	55. A TheAorganisation’sAresponseAmustA be in writing and should also beA provided in the way the personA who raised the concern has toldA the organisation they prefer to beA contacted. TheAorganisation mustA keep a record of the decision andA how it gave this to the person whoA raised the concern.A 
	55. A TheAorganisation’sAresponseAmustA be in writing and should also beA provided in the way the personA who raised the concern has toldA the organisation they prefer to beA contacted. TheAorganisation mustA keep a record of the decision andA how it gave this to the person whoA raised the concern.A 


	 
	56. AIt must be clear from the responseA that this is the organisation’s finalA decision, and that if the person is stillA not satisfied with it, or the way theirA concern has been investigated, theyA can take their concern to the INWO.A 
	56. AIt must be clear from the responseA that this is the organisation’s finalA decision, and that if the person is stillA not satisfied with it, or the way theirA concern has been investigated, theyA can take their concern to the INWO.A 
	56. AIt must be clear from the responseA that this is the organisation’s finalA decision, and that if the person is stillA not satisfied with it, or the way theirA concern has been investigated, theyA can take their concern to the INWO.A 


	57.A The organisation must also keep otherA people who were directly involved inA the investigation updated on the finalA outcome,AandAmust tell them about anyA recommendations or action they haveA taken as a result of the whistleblowingA concern. Any updates must be in lineA with data protection law.A 
	 
	58. AThe quality of the investigation andA the final (and any interim) report isA very important. The report should:A 
	58. AThe quality of the investigation andA the final (and any interim) report isA very important. The report should:A 
	58. AThe quality of the investigation andA the final (and any interim) report isA very important. The report should:A 
	58. AThe quality of the investigation andA the final (and any interim) report isA very important. The report should:A 
	58.1. be clear and easy toA understand, and written in aA way that is non-confrontationalA and focuses on the peopleA involved;A 
	58.1. be clear and easy toA understand, and written in aA way that is non-confrontationalA and focuses on the peopleA involved;A 
	58.1. be clear and easy toA understand, and written in aA way that is non-confrontationalA and focuses on the peopleA involved;A 

	58.2. Ause language appropriateA to the person who raisedA the concern and theirA understandingAof the issues;A 
	58.2. Ause language appropriateA to the person who raisedA the concern and theirA understandingAof the issues;A 

	58.3. address all the issues raisedA and show that each elementA has been fully and fairlyA investigated;A 
	58.3. address all the issues raisedA and show that each elementA has been fully and fairlyA investigated;A 

	58.4. include an apology whereA things have gone wrong;A 
	58.4. include an apology whereA things have gone wrong;A 

	58.5. highlight any areas where theA organisation does not agreeA with the person’s concern andA explain why no further actionA canAbe taken;A 
	58.5. highlight any areas where theA organisation does not agreeA with the person’s concern andA explain why no further actionA canAbe taken;A 

	58.6. give the name of a memberA of staff the person can speakA to if they don’t understandA something in the letter; andA 
	58.6. give the name of a memberA of staff the person can speakA to if they don’t understandA something in the letter; andA 

	58.7. explain how the person canA refer their concerns to theA INWO if they are not satisfiedA with theAoutcomeAof theA organisation’s investigation.A 
	58.7. explain how the person canA refer their concerns to theA INWO if they are not satisfiedA with theAoutcomeAof theA organisation’s investigation.A 





	 
	L
	59. A If anyone involved in the investigationA has had ongoing support from theirA union or another third party, theA organisation should also tell theA personAorAorganisationAproviding theA support that it has issued a decision,A to make sure they can provideA appropriateAsupportAwhen the personA needs it. (What further details theA organisation can give will depend onA theAsituation.)A 
	59. A If anyone involved in the investigationA has had ongoing support from theirA union or another third party, theA organisation should also tell theA personAorAorganisationAproviding theA support that it has issued a decision,A to make sure they can provideA appropriateAsupportAwhen the personA needs it. (What further details theA organisation can give will depend onA theAsituation.)A 


	 
	Recording the concern 
	60. ADetails of all concerns investigatedA at stage 2 must be recorded. As withA stage 1 concerns, the person whoA receives the concern should recordA 
	60. ADetails of all concerns investigatedA at stage 2 must be recorded. As withA stage 1 concerns, the person whoA receives the concern should recordA 
	60. ADetails of all concerns investigatedA at stage 2 must be recorded. As withA stage 1 concerns, the person whoA receives the concern should recordA 


	it when they receive it, and considerA any requests the person makesA 
	to keep their details confidential.A (See Part 2 for information aboutA anonymous and ‘unnamed’ concernsA when no personal details areA recoded).A 
	 
	61.A The record at stage 2 must be aA continuationAof theArecordAcreatedA  at stage 1, if this applies. TheA organisation must update the detailsA when the investigationAends.A 
	 
	62. A Full details on how to recordA concerns are provided in Part 5 ofA these Standards.A 
	62. A Full details on how to recordA concerns are provided in Part 5 ofA these Standards.A 
	62. A Full details on how to recordA concerns are provided in Part 5 ofA these Standards.A 


	 
	Learning, improvements and recommendations 
	63. AThe process for learning,A improvementsAand recommendationsA is the same as for stage 1. SeeA paragraphs 21 and 22.A 
	63. AThe process for learning,A improvementsAand recommendationsA is the same as for stage 1. SeeA paragraphs 21 and 22.A 
	63. AThe process for learning,A improvementsAand recommendationsA is the same as for stage 1. SeeA paragraphs 21 and 22.A 


	64. AAt the end of stage 2, organisationsA may also be able to learn fromA reflecting on how they have handledA the concern. One way to do this,A and to make sure the organisationA providesAconsistent responses toA concerns, is to involve two differentA 
	64. AAt the end of stage 2, organisationsA may also be able to learn fromA reflecting on how they have handledA the concern. One way to do this,A and to make sure the organisationA providesAconsistent responses toA concerns, is to involve two differentA 
	64. AAt the end of stage 2, organisationsA may also be able to learn fromA reflecting on how they have handledA the concern. One way to do this,A and to make sure the organisationA providesAconsistent responses toA concerns, is to involve two differentA 


	parts of the organisation in reviewingA how concerns have been handledA and the outcomes of concerns. NotA all organisations will be able to doA this, but, it is good practice if it isA possible.A 
	 
	Meetings and correspondence with the person who raised the concern after the organisation’s decision 
	65. AOnce the person who raised theA whistleblowing concern has receivedA the organisation’s decision, theyA 
	65. AOnce the person who raised theA whistleblowing concern has receivedA the organisation’s decision, theyA 
	65. AOnce the person who raised theA whistleblowing concern has receivedA the organisation’s decision, theyA 


	can ask for more information or aA meeting, but this should only be toA explain the decision.A 
	 
	66. AThe organisation should make itA clear before any meeting that itA is for explanation only and not toA 
	66. AThe organisation should make itA clear before any meeting that itA is for explanation only and not toA 
	66. AThe organisation should make itA clear before any meeting that itA is for explanation only and not toA 


	reinvestigate or reopen the concernsA raised. This meeting should beA separate from any meeting relatingA to HR issues. If the person is notA satisfied with the way they have beenA treated, the organisation should tellA them they can ask the INWO to lookA into this. It should also direct them toA anyAappropriate HR procedures.A 
	 
	67.A The organisation should not considerA any communication relating to howA the investigation was carried out orA the decisions or outcomes that wereA reached. Instead, it must refer theA person who raised the concern to theA INWO for stage 3 of this procedure.A 
	Independent external review 
	68. AAnyone who has raised a concernA through this procedure can askA the INWO to consider the way theA 
	68. AAnyone who has raised a concernA through this procedure can askA the INWO to consider the way theA 
	68. AAnyone who has raised a concernA through this procedure can askA the INWO to consider the way theA 


	concern was handled, the outcomeA of the investigation, or how theA personAwas treated through theA process. If someone has not beenA allowed to raise a concern using thisA procedure, they can also ask theA INWO to investigate this refusal, orA theAconcern.A 
	 
	69. AAn INWO investigation may include:A 
	69. AAn INWO investigation may include:A 
	69. AAn INWO investigation may include:A 
	69. AAn INWO investigation may include:A 
	69.1. how the organisation hasA responded to the concernA raised,Aapplied these StandardsA and investigated the issuesA raised;A 
	69.1. how the organisation hasA responded to the concernA raised,Aapplied these StandardsA and investigated the issuesA raised;A 
	69.1. how the organisation hasA responded to the concernA raised,Aapplied these StandardsA and investigated the issuesA raised;A 

	69.2. Awhether the organisation’sA decisions and actions relatingA to the concern were reasonableA in theAcircumstances;A 
	69.2. Awhether the organisation’sA decisions and actions relatingA to the concern were reasonableA in theAcircumstances;A 

	69.3. how the organisation treatedA theAwhistleblowerAandAotherA people involved, includingA telling them about any relevantA HR procedures;A 
	69.3. how the organisation treatedA theAwhistleblowerAandAotherA people involved, includingA telling them about any relevantA HR procedures;A 

	69.4. the organisation’s widerA approach to learning fromA concerns; including how itA supports and encouragesA a culture of speaking up toA improve patient safety andA service delivery.A 
	69.4. the organisation’s widerA approach to learning fromA concerns; including how itA supports and encouragesA a culture of speaking up toA improve patient safety andA service delivery.A 





	 
	70. AThe INWO recommends thatA 71.A If a person raises a whistleblowingA organisations use the wording belowA  concern with the INWO, the INWOA to tell people they can ask the INWOA  may ask the organisation to sendA to consider the whistleblowingA  all relevant papers and otherA concern.A  information to their office, or toA 
	70. AThe INWO recommends thatA 71.A If a person raises a whistleblowingA organisations use the wording belowA  concern with the INWO, the INWOA to tell people they can ask the INWOA  may ask the organisation to sendA to consider the whistleblowingA  all relevant papers and otherA concern.A  information to their office, or toA 
	70. AThe INWO recommends thatA 71.A If a person raises a whistleblowingA organisations use the wording belowA  concern with the INWO, the INWOA to tell people they can ask the INWOA  may ask the organisation to sendA to consider the whistleblowingA  all relevant papers and otherA concern.A  information to their office, or toA 


	speak directly with staff. For moreA 
	Information about the Independent National Whistleblowing Officer (INWO) 
	Information about the Independent National Whistleblowing Officer (INWO) 
	The INWO is the final stage forA whistleblowingAconcernsAaboutA the NHS in Scotland. If you remainA 
	dissatisfied with an NHS organisationA after its process has concluded, youA can ask the INWO to look into yourA concern.A 
	 
	The INWO cannot normally look atA concerns:A 
	 
	•A where you have not gone all theA way through theAwhistleblowingA procedure,AorA 
	•A more than 12 months after youA became aware of the matter youA want to bring to the INWO.A 
	 
	 
	The INWO’s contact details are:AINWOA Bridgeside HouseA 
	99 McDonald RoadA Edinburgh EH7A4NSA 
	 
	Freephone: 0800 008 6112A 
	 
	Online: 
	Online: 
	www.inwo.org.uk/contact
	www.inwo.org.uk/contact

	-usA 

	Website: 
	Website: 
	www.inwo.org.ukA
	www.inwo.org.ukA

	 

	Figure

	information about what to expectA from an INWO investigation, visitA 
	information about what to expectA from an INWO investigation, visitA 
	www.inwo.org.uk
	www.inwo.org.uk

	.A 

	 
	Time limits for raising concerns with the INWO 
	72.A Anyone who has raised a concernA and had a final response from theA organisation can refer their concernA to the INWO within 12 months fromA the date they became aware of theA issue. (The INWO can decide toA extend these timescales in a similarA way as the organisation can, asA described in paragraph 8 above.)A 
	 
	73.A These Standards and the INWO’sA powers come into force in April 2021.A The INWO only has powers toA investigate if a concern has beenA raised, within the correct time limits,A and under the procedure set out inA these Standards.A 
	 
	74.A Concerns which have beenA considered under previousA whistleblowing proceduresAorA arrangements (those that were inA place before April 2021) must beA handled under those procedures, andA cannot be reviewed by the INWO.A Issues raised under this procedureA can relate to concerns that were firstA raised before April 2021, but the timeA limits above still apply.A 
	75.A If someone raises a concernA directly with the INWO beforeA the appropriateAorganisation hasA 
	carried out a full investigation, theA INWO can provide informationA and advice. They can also agree toA investigate a concern that has notA been raised with the organisationA involved if they consider it is notA 
	reasonable to expect the person toA use theirAemployer’sAwhistleblowingA procedure. The INWO will approachA each case on the principle that it isA better for the organisation involvedA to investigate and identify theA learning and improvements that areA needed. The INWO will look at eachA caseAindividuallyAwhen decidingA whether to accept a concern directA but could take into account, forA example,Awhether theAorganisation isA very small or the issue involves veryA senior staff. In limited circumstancesA th
	make sure concerns are handledA appropriately. This may include, forA example,Amonitoring the progressAofA an investigation.A 
	Annex A: Further guidance for people receiving concerns 
	What does the person want to achieve by raising this concern, and can this be achieved? 
	When you receive a concern you need toA be clear from the start about the outcomeA the person wants to achieve. The personA may not be clear about this, or they mayA know that they want things to change butA not be sure how. It may be appropriateA 
	to direct them to other HR procedures ifA thereAareAconnected issues.A 
	 
	Your discussions with the person shouldA include whether the organisation canA achieve the outcome they are hoping for.A If it is not going to be possible to achieveA the outcome, tell the person why. TheyA may expect more than the organisationA can provide, or you may feel that anyA action which would be needed to achieveA the outcome is not in proportion to theA risks that have been identified.A 
	 
	 
	What exactly is the person’s concern? 
	It is important to understand exactly whatA concern the person is raising. It may beA necessary to ask for more informationA 
	to get a full picture. When you receive aA concern, remember that the person whoA raised it may be nervous about doing so.A Make sure they have enough time andA privacy to explain their concern fully. ItA can also be stressful to speak about aA concern, so if you have a meeting you mayA need to take breaks or have more thanA oneAmeeting.A 
	Figure
	Who are the other people involved? Consider whether other staff are awareA of the issue, or whether they should be.A If so, who are the other staff, and has theA person already discussed the concernA 
	with them? In particular, consider whetherA senior staff responsible for this area ofA work are aware of the issue, or whetherA they have been told about the concern.A You should also take account of anyA previous investigations into this issue.A 
	 
	What support does the person raising the concern and other staff involved need? 
	Always check if the person raising theA 
	concern needs support. Discuss with themA what support would be helpful and howA this can be provided. This may includeA getting support from their trade unionA 
	or professional representative body. AlsoA considerAwhetherAothers involved in theA situation also need support and, if so, howA this can be provided. (See Part 2 for a listA of contact details for support agenciesA and professional bodies.) 
	 
	Does the person raising the concern want their involvement to remain confidential? 
	It is important to discuss the level ofA confidentiality the person wants to maintainA and how their details will be used. In allA cases, the person’s name must not beA shared with anyone who does not need toA know it in order to investigate the concern,A unless it has to be shared by law.A 
	It is important to ensure that records containing the person's name have access restricted. Sometimes the investigator will need to know who raised the concern, but in other cases this isn’t necessary or appropriate.A 
	 
	The person may not want to have their details recorded at all. You should advise them that this is an ‘unnamed concern’, which would limit what can be done for them in terms of support and legal protection. They wouldn’t have access to the Standards and the organisation would choose the best way to handle the concern. (See Part 2 of the Standards for more information about anonymous and unnamed concerns.)A 
	 
	Who is the best person to respond to the concern at stage 1? 
	If you cannot resolve the concern because, for example, you are not familiar with the issue or do not have the authority to make the changes that are needed,Aexplain this to the person raising theAconcern, and pass details of the issue toAsomeone who can. Keep the person whoAraised the concern informed about what is happening and who is responsible for investigating the matter.A 
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	The National Whistleblowing StandardsA 
	 
	Part 4 
	Governance: 
	NHS board  and sta˜ responsibilities 
	APRIL 2021A 
	Role of NHS board members 
	Figure
	Leadership 
	1.A Board members have a criticalA role in setting a tone and culture inA their organisation that values theA contributions of all staff, includingA those who identify the need forA changes through speaking up.A This leadership role should not beA underestimated, and is a criticalA 
	function of the board when it comesA to concerns raised about safe andA effective service delivery.A 
	 
	2.A Board members need to showA interest andAenthusiasm for issuesA that arise through concerns raised byA staff, and in particular, to support theA learning and improvements that stemA from them. They also need to ensureA that the arrangements in place act toA promote trust between staff and theA board in raising concerns.A 
	 
	3.A Every NHS board must ensure thatA there is a clear description of theA rolesAandAresponsibilitiesAofAstaffA 
	in relation to raising and receivingA concerns at each level of theA organisation.A 
	Monitoring 
	4.A The number of concerns raised byA staff will be reported to a publicA meeting of the board on a quarterlyA basis. It is the board’s responsibilityA to ensure this reporting is on timeA and accurate. The analysis shouldA highlight issues that may cut acrossA services and those that can informA wider decision-making. BoardA members should show interestA 
	in what this information is sayingA about issues in service delivery asA well as organisational culture. ThisA may mean on occasions that boardA members challenge the informationA being presented or seek additionalA supporting evidence of outcomesA and improvements. They should alsoA explore the reasons behind lowerA than expected numbers of concernsA being raised, based on trend analysisA andAbenchmarking data.A 
	 
	Services provided by other organisations 
	5.A All NHS boards are responsibleA for ensuring that the servicesA that are contracted out by theirA 
	organisation (including primary careA and on site contracted services)A have arrangements in place thatA encourage staff to raise concerns,A including procedures that meet theA requirementsAof the Standards.A 
	6.A The board also has responsibilityA forAensuring there are arrangementsA in place that ensure students andA volunteers are made aware of theirA right to access this procedure. InA addition, systems must be in placeA to allow for communication and theA 
	raising of concerns via the universitiesA and colleges which they work withA 
	to deliver student placements andA trainingAopportunities.A 
	 
	7.A NHS boards that work in partnershipA with local authorities, to provideA health and social care with theA oversightAofAan integration jointA board (IJB), will also be expectedA 
	to work with the IJB to ensureA that all staff in the partnership canA raise concerns about NHS servicesA through this procedure.A 
	 
	8.A More detailed information is availableA aboutArequirementsAonAboardA members in relation to monitoringA contracted services, primary careA providers contracted services, healthA and social care partnerships (HSCPs),A higherAeducation institutionsAandA voluntary sector providers in otherA partsAof the Standards.A 
	 
	Support for the whistleblowing champion 
	9.A As non-executive directors,A whistleblowingAchampionsAare partA of the board. The board must showA support for theAwhistleblowingA champion,AandAmust listen toAandA take action as a result of the issuesA theyAraise.A 
	Support for the person raising concerns 
	10.A The board members’ leadership inA relation to raising concerns extendsA to ensuring that there are supportA systems in place for members of theirA staff who raise concerns. The supportA available may include:A 
	 
	 
	to their involvement in thisA procedure;A 
	 
	 
	 
	11.A It is not appropriate to redeploy staffA who have raised a concern, even ifA their concern involves issues relatingA to other staff or line management.A Alternative options should always beA considered.A 
	The whistleblowing champion 
	Figure
	12.A Each NHS board has aA whistleblowing champion whoA monitorsAandAsupports theAeffectiveA delivery of the organisation’sA whistleblowing policy. ThisArole hasA been developed by the ScottishA Government andAcomplements theA work of the Independent NationalA Whistleblowing Officer (INWO).A 
	 
	13.A The whistleblowing champion isA predominantly an assurance roleA which helps NHS boards comply withA their responsibilities in relation toA whistleblowing. The whistleblowingA champion provides critical oversightA ensuring managers are responding toA whistleblowing concerns appropriately,A in accordance with these Standards.A The whistleblowing champion is alsoA 
	expected to raise any issues of concernA with the board as appropriate, eitherA 
	in relation to the implementation ofA the Standards, patterns in reporting ofA 
	concerns or in relation to specific cases.A 
	 
	14.A Beyond the services delivered directlyA by the NHS board, the whistleblowingA champion will have responsibility forA ensuring that the organisation hasA appropriate systems in place to ensureA that services delivered indirectly,A including primary care services,A contracted services and thoseA delivered by HSCPs, are meetingA theArequirementsAof the Standards.A 
	In particular, they may need to workA with colleagues in IJBs to clarifyA expectationsAandArequirements inA relation to raising concerns.A 
	 
	15.A The role of the whistleblowingA champion is explained in more detailA through guidance provided by theA Scottish Government.A 
	The role of NHS staff 
	Chief executive 
	16.A OverallAresponsibility andA accountability for the managementA ofAwhistleblowingAconcerns liesAwithA theAorganisation’sAchiefAexecutive,A executive directorsAandAappropriateA senior management.A 
	 
	17.A The chief executive providesA leadership and direction in ways thatA guide and enable staff to performA effectively across all services. ThisA includes ensuring that there is anA effectiveAwhistleblowing procedure,A withAa robust investigationAprocessA which demonstrates how theA organisation learns from theAconcernsA they receive. The chief executive mayA take a personal interest in all or someA of the concerns, or may delegateA responsibility for theAwhistleblowingA procedure to senior staff. Delegat
	 
	18.A The chief executive must work withA board members to decide howA oversightAof the implementationAofA these Standards will be achieved, andA who will have responsibility for this.A 
	Executive directors 
	19.A On the chief executive’s behalf,A executive directors may beA responsible for:A 
	 
	19.1.A managingAwhistleblowingA concerns and the way theA organisation learns from them;A 
	 
	 
	 
	 
	20.AIn particular, directors haveA responsibility and accountability forA signing off stage 2 decision letters.A They may also be responsible forA preparing decision letters, thoughA this may be delegated to otherA senior staff. Either way, they mustA be satisfied that the investigationA isAcompleteAand theirAresponseA addresses all aspects of the concernA raised. This will reassure the personA raising the issue that their concernA has been taken seriously.A 
	 
	21.A Wherever possible, it is important forA the decision on a concern to be takenA by an independentAseniorAmemberA 
	of staff (i.e. a senior member of staffA from another directorate, with noA overlap with the concern that hasA been raised). Directors should retainA ownership and accountability forA the management and reporting ofA concerns.A 
	 
	22.A If the director delegates responsibilityA for the process, then they mustA ensure that the person given thisA 
	responsibility has the skills andA resources to document the process,A be able to evaluate the quality ofA the investigation, and ensure thatA recommendationsAare implemented.A 
	 
	23.A The director responsible forA primary care services has specificA responsibilities forAconcernsAraisedA 
	withinAandAabout primaryAcare serviceA provision. They must ensure that allA primary care services contractedA 
	by the NHS board are reportingA appropriatelyAonAconcernsAraisedAandA resolved by the provider. In addition,A the director may be contacted inA relation to concerns about primaryA care. These concerns may come toA the NHS board in a range of ways:A 
	 
	to raise concerns to theirA employer;A 
	 
	 
	 
	24. A There is more detailed informationA available about requirements for NHSA boards in relation to primary careA services as well as requirements forA primary care providers (see Part 7 ofA the Standards) and higher educationA institutions (see Part 9).A 
	24. A There is more detailed informationA available about requirements for NHSA boards in relation to primary careA services as well as requirements forA primary care providers (see Part 7 ofA the Standards) and higher educationA institutions (see Part 9).A 
	24. A There is more detailed informationA available about requirements for NHSA boards in relation to primary careA services as well as requirements forA primary care providers (see Part 7 ofA the Standards) and higher educationA institutions (see Part 9).A 


	HR or workforce director and Investigators their team 
	25. A HR or workforce directors areA responsible forAensuringAallAstaff haveA access to this procedure, as well asA the support they need if they raise aA concern. They are also responsibleA for ensuring that anything raisedA within HR procedures which couldA amount to a whistleblowing concernA isAappropriately signposted to thisA procedure for full consideration.A 
	25. A HR or workforce directors areA responsible forAensuringAallAstaff haveA access to this procedure, as well asA the support they need if they raise aA concern. They are also responsibleA for ensuring that anything raisedA within HR procedures which couldA amount to a whistleblowing concernA isAappropriately signposted to thisA procedure for full consideration.A 
	25. A HR or workforce directors areA responsible forAensuringAallAstaff haveA access to this procedure, as well asA the support they need if they raise aA concern. They are also responsibleA for ensuring that anything raisedA within HR procedures which couldA amount to a whistleblowing concernA isAappropriately signposted to thisA procedure for full consideration.A 


	 
	26.A HR teams will also be involved in assistingA managers and confidential contacts toA identify HR issues that are raised withinA concerns, and toAprovide appropriateA signposting in relation to these HR issues.A 
	 
	27.A  The HR/workforce director isA responsible for ensuring that all staff areA made aware of the Standards and howA to access them, including the channelsA available to them for raising concerns.A They must also ensure that managersA have the training they need to identifyA concerns that might be appropriate forA the Standards, and have the skills toA handle stage 1 concerns.A 
	 
	28.A However, the HR/workforce directorA does not necessarily have anyA specific responsibilities in relationA 
	to implementing these proceduresA or investigating any concerns raisedA by staff, unless this is consideredA appropriate in a specific case. ForA 
	example, they would be responsible forA providing expert HR input when there isA interaction between HR procedures andA an investigation into a concern.A 
	 
	29. A HR functions should not be involved inA investigatingAwhistleblowingAconcerns,A unless the concern directly relates toA staffAconduct issues.A 
	29. A HR functions should not be involved inA investigatingAwhistleblowingAconcerns,A unless the concern directly relates toA staffAconduct issues.A 
	29. A HR functions should not be involved inA investigatingAwhistleblowingAconcerns,A unless the concern directly relates toA staffAconduct issues.A 

	30. AInvestigations must be carriedAoutA 
	30. AInvestigations must be carriedAoutA 


	by anAappropriatelyAskilled,AseniorA member of staff from anotherA directorate (where possible), and inA particular, with no conflict of interestA or perceived conflict of interest withA the issue of concern. The investigatorA needs to take full account of theA sensitivities of the case, and haveA strong inter-personal skills, includingA skills inAsupportiveAconversations.A They need to be able to separateA 
	out the HR from the whistleblowingA concerns, and to focus on theA issuesAwhich areAappropriate for thisA procedure.A 
	 
	31.A Investigators have an important roleA in drafting recommendations. TheyA should listen to those who haveA raised the concern or are involvedA in the service, to judge what isA 
	appropriateAandAreasonable,Aand howA theAservice improvementsAcan beA taken forward.A 
	 
	The ‘confidential contact’ or whistleblowing ambassador 
	 
	32.A All organisations that deliver servicesA for NHS Scotland must ensure thatA they provide staff with at least oneA point of contact who is independentA of normal management structures (forA the purposes of this role) and whoA 
	has the capacity and capability toA be an initial point of contact for staffA 
	from across the organisation (or theirA part of the organisation) who want toA raise concerns. Small organisationsA such as those in primary care shouldA work with their NHS board to ensureA 
	access to a confidential contact forA their staff. The confidential contactA must support staff by providing a safeA space to discuss the concern, andA assist the staff member in raising theirA concern with an appropriate manager.A This will not always be the person’sA line manager, and in some instancesA 
	it should be someone with a level ofA independence from the situation.A 
	 
	 
	all staff are aware of theA arrangements for raisingA concernsAwithin theirA organisation;A 
	 
	 
	 
	 
	the Standards, to ensure theA Standards are functioning at allA levels of the organisation.A 
	 
	work with the confidential contact toA broaden access to raising concerns,A andAassistAwithAraisingAawarenessA across the organisation. It is up toA each NHS board to develop suchA roles that meet the needs of theirA ownAstructureAandAorganisationalA requirements.A 
	 
	INWO liaison officer 
	on behalf of the organisation inA responseAto INWO investigationA reports. They are also expected toA confirm and provide evidence thatA INWO recommendations have beenA implemented.A 
	Fraud liaison officer 
	Figure
	37.A If a concern includes issues ofA fraud, the board’s fraud liaisonA officer should be contacted forA advice. IfAappropriate, theyAwillA be able to pass information ontoA NHS Counter Fraud  Services,A for consideration and potentialA 
	investigation. They will also be ableA to provide updates on the statusA of any investigation – whether itA 
	is ongoing, closed, or has beenA passed to the procurator fiscal.A The fraud liaison officer willA beAresponsible forAsharingAanyA updates with the appropriate caseA contact.A 
	 
	38. AFraud liaison officers must also beA aware of these Standards,Aand ifA someone raises a concern aboutA fraud directly with them, they mustA enquireAwhether theyAwant toAuseA the Standards. If so, they mustA make sure that appropriate stepsA are taken so that the concern isA progressedAappropriately. ThisAmayA be by the fraud liaison officer, orA by an appropriate manager, or theA confidential contact.A 
	38. AFraud liaison officers must also beA aware of these Standards,Aand ifA someone raises a concern aboutA fraud directly with them, they mustA enquireAwhether theyAwant toAuseA the Standards. If so, they mustA make sure that appropriate stepsA are taken so that the concern isA progressedAappropriately. ThisAmayA be by the fraud liaison officer, orA by an appropriate manager, or theA confidential contact.A 
	38. AFraud liaison officers must also beA aware of these Standards,Aand ifA someone raises a concern aboutA fraud directly with them, they mustA enquireAwhether theyAwant toAuseA the Standards. If so, they mustA make sure that appropriate stepsA are taken so that the concern isA progressedAappropriately. ThisAmayA be by the fraud liaison officer, orA by an appropriate manager, or theA confidential contact.A 


	Managers 
	39. A Any manager in the organisationA may receive a whistleblowingA concern. Therefore all managersA must be aware of the whistleblowingA procedure (see Part 3 of theA Standards) and how to handleAandA record concerns that are raised withA them. Managers must be trained andA empowered to make decisions onA concerns at stage 1 of this procedure.A While all managers are encouragedA to try to resolve concerns earlyA 
	39. A Any manager in the organisationA may receive a whistleblowingA concern. Therefore all managersA must be aware of the whistleblowingA procedure (see Part 3 of theA Standards) and how to handleAandA record concerns that are raised withA them. Managers must be trained andA empowered to make decisions onA concerns at stage 1 of this procedure.A While all managers are encouragedA to try to resolve concerns earlyA 
	39. A Any manager in the organisationA may receive a whistleblowingA concern. Therefore all managersA must be aware of the whistleblowingA procedure (see Part 3 of theA Standards) and how to handleAandA record concerns that are raised withA them. Managers must be trained andA empowered to make decisions onA concerns at stage 1 of this procedure.A While all managers are encouragedA to try to resolve concerns earlyA 


	and as close to the point of serviceA delivery as possible, they should alsoA be aware of who to refer a concernA to if they are not able to personallyA handle it. They should also beA 
	aware of any barriers their staff mayA encounter in raising concerns, andA work to reduce these barriers.A 
	 
	All staff 
	40. AAnyone who delivers an NHS serviceA should feel able and empowered toA raise concerns about harm or wrong- doing. They should be trained so theyA are aware of the channels available toA them for raising concerns, and whatA access to the Standards means.A 
	40. AAnyone who delivers an NHS serviceA should feel able and empowered toA raise concerns about harm or wrong- doing. They should be trained so theyA are aware of the channels available toA them for raising concerns, and whatA access to the Standards means.A 
	40. AAnyone who delivers an NHS serviceA should feel able and empowered toA raise concerns about harm or wrong- doing. They should be trained so theyA are aware of the channels available toA them for raising concerns, and whatA access to the Standards means.A 


	 
	Union representatives 
	41.A Union representatives can provideA helpful insights into the functioningA  of systems for raising concerns. TheyA should be involved in implementationA and monitoring of these systemsA where possible.A 
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	Handling concerns about senior staff 
	of interest for the staff managingA or investigating the concern. WhenA concerns are raised against seniorA staff, it is particularly importantA that the investigation is conductedA by an individual who is not onlyA independent of the situation, butA empowered to make decisions onA any findings of the investigation.A 
	 
	who should investigate; and whatA support is in place to assist with theA investigative process. ForAexample,A each NHS board must clearly set outA how it intends to consider a concernA raised about the chief executive or aA boardAmember.A 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	1  ‘Senior staff’ are those whose position in theA organisation means that there are limited or no staffA membersAwithAclearAseniorityAover them.A 
	Working with other organisations 
	Services provided on behalf of the NHS 
	procedures in place which are in lineA with these Standards. It is for eachA NHS board to ensure that externalA service providers are meeting theA requirements of the Standards,AandA they must have mechanisms in placeA to provide this assurance.A 
	 
	47.A These requirements includeA recording and reporting (see PartA 6 of the Standards) on all concerns.A This means that service providersA must record concerns raised withA 
	them (or their confidential contact),A monitor these concerns, and reportA them to the NHS board. The board isA required to ensure that systems areA in place to facilitate this reporting,A and that they receive quarterlyA reportsAaboutAconcernsAraised andA performance against the Standards.A 
	 
	48. AIn addition to quarterly reporting ofA concerns raised within the board (andA in relation to services delivered via anA HSCP), there must also be systems inA place to gather reports of concernsA from primary care and contractors onA a quarterly basis.A 
	48. AIn addition to quarterly reporting ofA concerns raised within the board (andA in relation to services delivered via anA HSCP), there must also be systems inA place to gather reports of concernsA from primary care and contractors onA a quarterly basis.A 
	48. AIn addition to quarterly reporting ofA concerns raised within the board (andA in relation to services delivered via anA HSCP), there must also be systems inA place to gather reports of concernsA from primary care and contractors onA a quarterly basis.A 


	Higher education providers 
	49. AHigher education institutions (HEIs)A work closely with the NHS in a wideA range of settings. This includes staffA (who can be contracted to work forA an HEI, but nevertheless carry outA work for the NHS) and students.A AnyoneAworking or learning in NHSA servicesAmust beAable toAaccessA 
	49. AHigher education institutions (HEIs)A work closely with the NHS in a wideA range of settings. This includes staffA (who can be contracted to work forA an HEI, but nevertheless carry outA work for the NHS) and students.A AnyoneAworking or learning in NHSA servicesAmust beAable toAaccessA 
	49. AHigher education institutions (HEIs)A work closely with the NHS in a wideA range of settings. This includes staffA (who can be contracted to work forA an HEI, but nevertheless carry outA work for the NHS) and students.A AnyoneAworking or learning in NHSA servicesAmust beAable toAaccessA 


	a procedure for raising concernsA which is in line with these Standards.A NHS boards must ensure that staffA under contract with an HEI haveA equal access to any systems andA arrangements for raising concerns asA those under contract with the NHS.A 
	 
	50. ANHS boards must ensure thatA systems are in place to enable thisA access, particularly for students.A This means that arrangements forA 
	50. ANHS boards must ensure thatA systems are in place to enable thisA access, particularly for students.A This means that arrangements forA 
	50. ANHS boards must ensure thatA systems are in place to enable thisA access, particularly for students.A This means that arrangements forA 


	placements must include informationA for the student and their courseA representative on how to raise aA concern, including access to theA confidential contact.A 
	 
	51.A NHS boards also need to ensureA that concerns raised by staff orA students of HEIs about the board’sA services and considered throughA the Standards are included in anyA reporting of concerns to the boardA and externally.A 
	 
	52.A Further information on arrangementsA for students (see Part 9) covers theseA requirements in more detail.A 
	Integration joint boards (IJBs) 
	 
	care services should be signposted toA the Care Inspectorate, whereas thoseA relating to health services should beA signposted to the INWO for review.A 
	 
	Voluntary sector providers 
	may identify issues of concern aboutA the board’s services. It is for NHSA boards to ensure that there is clearA information for theseAorganisationsA on how they can raise concerns, inA line with these Standards. Their staffA and volunteers must have access toA the NHS board’s confidential contact,A or other representative for raisingA concerns.A 
	 
	57.A Managers in areas that regularly workA alongsideAvoluntaryAorganisationsA must be aware of the need toA facilitate access to this procedure,A and any other local arrangementsA that are in place to ensure access.A 
	 
	58. ANHS boards also need to ensureA that concerns raised by volunteersA or volunteer coordinators about theA board’s services and consideredA through the Standards are includedA in any reporting to the board andA externally.A 
	58. ANHS boards also need to ensureA that concerns raised by volunteersA or volunteer coordinators about theA board’s services and consideredA through the Standards are includedA in any reporting to the board andA externally.A 
	58. ANHS boards also need to ensureA that concerns raised by volunteersA or volunteer coordinators about theA board’s services and consideredA through the Standards are includedA in any reporting to the board andA externally.A 


	 
	59. A Further information on arrangementsA for volunteers (see Part 10) coversA these requirements in more detail.A 
	59. A Further information on arrangementsA for volunteers (see Part 10) coversA these requirements in more detail.A 
	59. A Further information on arrangementsA for volunteers (see Part 10) coversA these requirements in more detail.A 


	Regulatory investigations 
	60. ANHS boards are expected to workA with organisations that regulateA their services or staff, to ensure thatA investigations are as effective andA efficient as possible, even when aA concern has been raised with bothA the NHS and the regulator.A 
	60. ANHS boards are expected to workA with organisations that regulateA their services or staff, to ensure thatA investigations are as effective andA efficient as possible, even when aA concern has been raised with bothA the NHS and the regulator.A 
	60. ANHS boards are expected to workA with organisations that regulateA their services or staff, to ensure thatA investigations are as effective andA efficient as possible, even when aA concern has been raised with bothA the NHS and the regulator.A 


	 
	61.A If a concern is raised with moreA than one organisation, it is alwaysA important to make sure that itA 
	Figure
	Figure
	Figure
	is clear which elements of theA concern are being pursued by whichA organisation,AandAwhatAoutcomesAareA being sought by the person raisingA the concern. In some instances, itA may be appropriate to have parallelA investigations,Aas the NHS’s interestsA may be different from those of theA otherAregulator.A 
	62.A Regulators must be informed ifA an investigation identifies issuesA around a professional’s fitness toA 
	practise. However, both regulatorsA and NHS providers must be awareA of the potential for staff to raiseA 
	concerns as an act of retribution. TheA Standards should be used for specificA consideration of issues relating  toA risks to safe practice and patientA safety,AandAmust be keptAseparateA from disciplinary issues.A 
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	The National Whistleblowing StandardsA 
	 
	Part 5 
	Governance:  from recording to learning lessons 
	APRIL 2021A 
	The importance of recording and reporting 
	1.A One of the main aims of theA whistleblowing procedure is toA ensure learning from the outcomeA of whistleblowing concerns and toA identify opportunities to improveA NHS services.A 
	 
	2.A Managers must record allA whistleblowingAconcerns, inAaA systematic way so that the concernsA data can be analysed to identifyA themes, trendsAand patternsAandA 
	to prepare management reports.A By recording and using concernsA information in this way, the rootA 
	causes of concerns can be identifiedA andAaddressed, suchAas throughA service improvementsAor trainingA opportunities.A 
	 
	 
	IT systems 
	3.A The organisation must haveA structuredAsystems forArecordingA whistleblowingAconcerns, theirA outcomes and any resulting actionA taken to resolve the concern. It isA important that these systems areA able to hold records in a way thatA takes full account of the need forA staffAconfidentiality, theArequirementsA of the General Data ProtectionA Regulation (GDPR), and the currentA Scottish Government RecordsA Management Code of Practice.A 
	Confidentiality and data protection 
	4.A It is essential that recording systemsA are able to maintain confidentiality,A and that access to personal dataA (such as the person’s identity andA other personal information) isA restricted. In some cases, this willA mean that only one person or aA very select (and specific) groupA 
	can access this personal data. TheA person raising the concern shouldA be informed as to who their personalA data will or may be shared with andA the body sharing the personal dataA must ensure that they have a lawfulA basis for sharing that data.A 
	 
	5.A Every data controller and dataA processor (i.e. anyone that isA receing a concerna and applying theA Standards) mustAsatisfy themselvesA that they are meeting theA requirementsAof the General DataA Protection Regulation and the DataA
	5.A Every data controller and dataA processor (i.e. anyone that isA receing a concerna and applying theA Standards) mustAsatisfy themselvesA that they are meeting theA requirementsAof the General DataA Protection Regulation and the DataA
	 Protection Act 20181
	 Protection Act 20181

	, as well as theirA own duties of confidentiality. ThisA relates both to the personal data ofA the person raising the concern andA to all personal data and confidentialA information used in applying theA Standards.A 

	 
	6.A For example, the organisation shouldA consider matters including, but notA limited to, compliance with dataA protection law and confidentialityA requirementsAwhen:A 
	 
	 
	 
	 
	1 The General Data Protection Regulation andA the Data Protection Act 2018 can be found at:A
	1 The General Data Protection Regulation andA the Data Protection Act 2018 can be found at:A
	 http:
	 http:
	Span
	Span
	 www.legislation.gov.uk/ukpga/2018/12

	/A contents/enactedA 

	6.1. recording a concern andA setting limits on who will haveA access to the information beingA processed in relation to theA concern raised, based on anA assessment of what is neededA for the process; andA 
	 
	6.2.A takingAappropriate technicalA andAorganisationalAmeasuresA to preserve the integrity andA security of the information;A 
	 
	7.A Likewise, anyone that is receiving aA concern and applying the StandardsA should give consideration to:A 
	 
	 
	 
	 
	8.A Information relating to the concernA can be shared more widely than theA person’s personal details, thoughA care must still be taken to do thisA lawfully and to consider who willA have access to this information andA what assumptions may be madeA about who raised the concern. ThisA information should be shared onlyA where it is necessary to resolve orA investigate the concern. There shouldA be a presumption against sharingA information unless there is goodA reason to do so, to reduce risks forA patients
	9.A All managers and the organisation’sA confidential contact orA whistleblowingAambassadorAmust beA able to record concerns. However,A they must not be able to accessA other records, unless they have goodA reason to do so, and have beenA given specific permission.A 
	 
	10.A It may be appropriate to holdA personal data about the person whoA has raised the concern in a differentA part of the system from that whichA contains details of the concernA raised and handling of the case.A Each organisation’s IT arrangementsA will vary, to reflect their structuresA and the size of the organisation.A 
	 
	Enabling reporting 
	11.A The organisation must ensure thatA systems allow for full reporting of allA concerns raised under this procedure,A regardless of who they have beenA raised with. There will be someA members of staff who need accessA 
	to data specifically for reportingA purposes. As a minimum this wouldA include the organisation’s confidentialA contactAorAwhistleblowingA ambassadorAand the whistleblowingA champion (for boards). MostA organisations will need to ensureA 
	that others can also access some orA all of this information, and it is forA each organisation to establish howA best to ensure effective reportingA arrangements.A 
	What to record 
	Figure
	12.A It is essential to record allA informationAonAwhistleblowingA concerns (including concerns raisedA anonymously) as follows:A 
	 
	 
	 
	 
	nurse, technician, doctor,A administrator,Aetc);A 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	Key performance indicators 
	Reporting whistleblowing concerns 
	13.A All NHS service providers must record and review information inA relation to concerns raised aboutA their services on a quarterly basis.A 
	 
	14.A Data required for these quarterlyA reports is based on these keyA performance indicators (KPIs):A 
	 
	14.1.A a statementAoutlining learning,A changes or improvementsA 
	to services or procedures asA a result of consideration ofA whistleblowingAconcerns;A 
	 
	can be provided withoutA compromisingAconfidentiality);A 
	 
	 
	 
	 
	 
	 
	 
	 
	15.A Further information and guidanceA will be available in relation to theseA KPIs, and in particular in relationA to the INWO’s expectations of theA statementsAon the INWOAwebsite.A 
	 
	Performance at stage 2 and extensions 
	16.A The timescale of 20 working daysA for a concern to be closed at theA investigationAstageAaims toAensureA cases are progressedAas efficientlyA as possible;AwhileAoverall timescalesA will be measured, there is noA performance measure or KPI thatA sets down how many cases must beA closedAwithin this timescale.A 
	 
	17.A Extensions to timescales should beA signed off by senior leadership, andA only when it is clear that additionalA time is needed to ensure a thoroughA andArobust investigationAof the issuesA of concern. If an extension is granted,A 
	those involved must all be informedA of indicative revised timescales andA regular updates on progress must beA sent every 20 working days.A 
	Figure
	 
	18.A Any related HR processes shouldA progress in parallel with anA investigation into the concerns raisedA through this procedure. Every effortA should be made to avoid delay in thisA procedure as a result of associated HRA procedures, as this could raise the riskA of unsafe or ineffective service delivery.A 
	 
	Senior management review 
	19.A Concerns must be analysed for trendA information to ensure service failuresA are identified and appropriate actionA is taken. Quarterly reporting to seniorA management helps to identify howA services could be improved or internalA policies and procedures updated.A WhereAappropriate, thisAreviewAmustA also consider any recommendationsA made by the INWO in relation to theA investigationAof NHS whistleblowingA concerns.A 
	 
	20.AThe outcomes of these reviews shouldA be reported via the organisation’sA governance structure to the NHSA board for review by its members, orA equivalent governing body.A 
	 
	Reporting from primary care and other contracted services 
	21.A NHS boards are responsible forA ensuring all primary care and otherA contracted service providers supplyA the appropriate KPI information to theirA board as soon as possible after the endA of the quarter.A 
	22.A For contracted services, the contractA or service level agreement must setA out the requirements in relation toA reportingAconcerns.A 
	 
	23.A In instances where no concernsA have been raised within eitherA primary care or other contractedA services, there is no need to provideA a quarterly return to the board,A 
	but annualAreportsAmustAstill beA submitted, setting out the concernsA that have been raised over theA 
	year, or an explanation that thereA have been no concerns raised. TheA board should use this longer-termA monitoring of the raising of concernsA to gain assurances that staff haveA confidence in the systems in place.A 
	 
	 
	Learning from concerns 
	24. AThe two key ways of learning fromA concernsAare:A 
	24. AThe two key ways of learning fromA concernsAare:A 
	24. AThe two key ways of learning fromA concernsAare:A 
	24. AThe two key ways of learning fromA concernsAare:A 
	24.1. identifying improvementsA based on the findings of an investigation; andA 
	24.1. identifying improvementsA based on the findings of an investigation; andA 
	24.1. identifying improvementsA based on the findings of an investigation; andA 

	24.2. using statistical analysis of concerns raised at a 
	24.2. using statistical analysis of concerns raised at a 





	 
	 
	departmental or organisational level to identify recurrent themes, trends or patterns of concerns.A 
	Improvements following investigations 
	25. AWhen an investigation identifiesA that there is a need for change,A the organisation must proactivelyA explore the root causes of theA 
	25. AWhen an investigation identifiesA that there is a need for change,A the organisation must proactivelyA explore the root causes of theA 
	25. AWhen an investigation identifiesA that there is a need for change,A the organisation must proactivelyA explore the root causes of theA 


	concern, how widespread the issueA is and the likelihood of recurrence.A 
	 
	26. AInvestigations may identifyA improvements which are applicableA across other services or clinicalA departments, and it is important forA senior leaders to ensure that everyA opportunity is taken to explore whenA service improvements can lead toA wider organisational learning.A 
	26. AInvestigations may identifyA improvements which are applicableA across other services or clinicalA departments, and it is important forA senior leaders to ensure that everyA opportunity is taken to explore whenA service improvements can lead toA wider organisational learning.A 
	26. AInvestigations may identifyA improvements which are applicableA across other services or clinicalA departments, and it is important forA senior leaders to ensure that everyA opportunity is taken to explore whenA service improvements can lead toA wider organisational learning.A 


	 
	Statistical analysis 
	27.A Statistical analysis can be used toA identify trends, themes and patternsA from the concerns raised across aA department or service. Given theA potential for different routes toA 
	be used to raise concerns, and forA confidentiality concerns to limit theA number of people informed of them,A it is particularly important that theA outcomes of concerns are reportedA and analysed.A 
	 
	28. AWhere a pattern is identified, thisA must be fully explored to identifyA if there are any shared root causesA which should be addressed. ForA example, several concerns raisedA 
	28. AWhere a pattern is identified, thisA must be fully explored to identifyA if there are any shared root causesA which should be addressed. ForA example, several concerns raisedA 
	28. AWhere a pattern is identified, thisA must be fully explored to identifyA if there are any shared root causesA which should be addressed. ForA example, several concerns raisedA 


	about cleaning services may reflectA a more significant issue in relationA to the delivery of cleaning servicesA withinAa department.A 
	Annual reporting and monitoring performance 
	29. A BoardsAmust publish anAannualAreportA setting out performance in handlingA whistleblowing concerns. This shouldA summarise and build on the quarterlyA reportsAproduced by the board,A including performance against theA requirementsAof the Standards, KPIs,A the issues that have been raised andA the actions that have been or will beA taken to improve services as a resultA ofAconcerns.A 
	29. A BoardsAmust publish anAannualAreportA setting out performance in handlingA whistleblowing concerns. This shouldA summarise and build on the quarterlyA reportsAproduced by the board,A including performance against theA requirementsAof the Standards, KPIs,A the issues that have been raised andA the actions that have been or will beA taken to improve services as a resultA ofAconcerns.A 
	29. A BoardsAmust publish anAannualAreportA setting out performance in handlingA whistleblowing concerns. This shouldA summarise and build on the quarterlyA reportsAproduced by the board,A including performance against theA requirementsAof the Standards, KPIs,A the issues that have been raised andA the actions that have been or will beA taken to improve services as a resultA ofAconcerns.A 


	 
	30. ABoards must work with their servicesA providers (including primary careA (see Part 7 of the Standards))A 
	30. ABoards must work with their servicesA providers (including primary careA (see Part 7 of the Standards))A 
	30. ABoards must work with their servicesA providers (including primary careA (see Part 7 of the Standards))A 


	to ensure they get the requiredA information so that this annual reportA covers all the NHS services providedA through the board.AIntegration jointA board (IJB) (see Part 8) reportingA must also be covered in this report,A unlessAaAseparateAannualAreportA covering all IJB services is publishedA by the IJB itself. The annual reportA must also include concerns raised byA students (see Part 9) and volunteersA (see Part 10) about NHS services.A 
	 
	31.A This provides the opportunity forA boards to show that they haveA listened to their staff, addressedA the concerns raised and madeA 
	improvements to services. A focus onA the lessons learnedAwill demonstrateA that concerns are taken seriously andA that staff are treated well through theA process.A 
	 
	32.A An increase in the number ofA whistleblowing concerns is notA necessarily a cause for concern; itA may reflect a shift towards a cultureA that values the raising of concerns asA opportunities to learnAand improve.A 
	However, an increase in anonymousA whistleblowing concerns may beA driven by different considerations,A and potentially a culture that doesA not value the raising of concerns.A Likewise, very low numbers ofA concerns being reported mayA indicate a lack of confidence in theA processes and support in place.A The data should be considered inA the context of existing trends andA benchmarking data. The reason forA any major variations must be fullyA explored,AandAappropriateAactionA taken inAresponse.A 
	 
	33.A Every effort must be made during theA preparation of these reports to ensureA that the identities of those involvedA 
	in whistleblowing concerns cannotA be discerned from the information orA context provided in the report. ThisA is particularly relevant where smallA numbers of cases are involved. InA 
	such instances it may be necessary toA provide more limited information.A 
	 
	34. AThese reports must be easilyA accessible to members of the publicA and available in alternative formats asA requested.A 
	34. AThese reports must be easilyA accessible to members of the publicA and available in alternative formats asA requested.A 
	34. AThese reports must be easilyA accessible to members of the publicA and available in alternative formats asA requested.A 


	Sharing the learning 
	35. A As well as publicising performanceA in relation to concerns handling, allA providers should show that theyA encourage staff to speak up, andA that doing so leads to improvementsA in services. This can be achievedA through sharing the learning fromA concerns as widely as possible, andA by publicising good news stories onA 
	35. A As well as publicising performanceA in relation to concerns handling, allA providers should show that theyA encourage staff to speak up, andA that doing so leads to improvementsA in services. This can be achievedA through sharing the learning fromA concerns as widely as possible, andA by publicising good news stories onA 
	35. A As well as publicising performanceA in relation to concerns handling, allA providers should show that theyA encourage staff to speak up, andA that doing so leads to improvementsA in services. This can be achievedA through sharing the learning fromA concerns as widely as possible, andA by publicising good news stories onA 


	a regular basis. This could be throughA staffAnewsletters, leaflets, postersA 
	or on staff intranet pages, to ensureA that staff across the organisationA have easy access to it. This helpsA 
	to show staff that raising concernsA can influence service delivery andA improve the profile and transparencyA of the whistleblowing procedure.A 
	 
	36. AOpenly and regularly discussingA improvements that have been madeA as a result of concerns raised byA staff at a team or departmental levelA will also encourage staff to raiseA their concerns. This must be doneA carefullyAandAwithAsensitivity, toA ensureAappropriateAconfidentiality isA maintained. However, the benefits ofA 
	36. AOpenly and regularly discussingA improvements that have been madeA as a result of concerns raised byA staff at a team or departmental levelA will also encourage staff to raiseA their concerns. This must be doneA carefullyAandAwithAsensitivity, toA ensureAappropriateAconfidentiality isA maintained. However, the benefits ofA 
	36. AOpenly and regularly discussingA improvements that have been madeA as a result of concerns raised byA staff at a team or departmental levelA will also encourage staff to raiseA their concerns. This must be doneA carefullyAandAwithAsensitivity, toA ensureAappropriateAconfidentiality isA maintained. However, the benefits ofA 


	gainingAstaff trust through discussingA and sharing improvements should beA exploredAwhen possible.A 
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	The National Whistleblowing StandardsA 
	Part 6 Governance: 
	NHS board requirements 
	for external services 
	APRIL 2021A 
	Requirement to meet the Standards 
	1.A This part of the Standards setsA out the responsibilities of all NHSA 
	boards for the services they provideA indirectly – through primary care,A contracted services (includingA 
	any maintenance and domiciliaryA services), health and social careA partnerships (HSCPs), and inA conjunctionAwith higherAeducationA institutionsAand voluntaryAsectorA providers.A 
	 
	2.A Further information on theA requirements for theseAvariousA service providers are available inA Parts 7-10 of the Standards.A 
	 
	 
	Board oversight 
	3.A NHS boards must have effectiveA mechanisms for oversight of theA concerns raised about their ownA services.ATheyAmustAalso haveA systems in place to ensure that theyA are aware of concerns that are raisedA about the services they fund orA support through alternative deliveryA routes.A 
	 
	4.A This means that boards must ensureA that all services delivered by themA or on their behalf have appropriateA procedures in place for their staff,A 
	students, contractors, volunteers andA others toAaccessAaAwhistleblowingA procedure that is in line with theseA Standards.A 
	5.A They must also ensure that theyA receive quarterly reports from allA those organisations that deliverA services on their behalf. In particular,A boards will be expected to compileA reports on concerns raised withA primary care providers andA contractedAservices.A 
	 
	6.A Boards must review these quarterlyA reports and follow up on any issuesA that they raise. They must also take aA considered approach to what theseA reports say about the culture ofA speaking up within the organisationA andAbeyond. This is particularlyA important in relation to primary careA services, where a lack of reporting ofA any concerns may indicate difficultiesA for staff in raising concerns.A 
	 
	 
	Ensuring compliance through contracts 
	7.A As set out above, it is the NHS board’s responsibility to ensure that primary care and other contracted service  providers   have   procedures in place that are in line with these Standards. This must form a partA 
	of all contracts or service levelA agreements with contracted serviceA providers.A 
	 
	8.A Boards must have mechanismsA for ensuring compliance withA theseArequirements, including theA requirement toAreportAconcernsA 
	handling information to the board onA a quarterly basis whenAnecessary.A 
	9.A Boards must have a confidentialA contact, who staff from primaryA care and contracted providers canA contact if they do not feel able toA raise their concerns within their ownA organisation.A 
	Figure
	 
	10.A This confidential contact must beA able to provide information andA support to the person raising aA concern. They must also be familiarA withAroutes forAprogressingAsuchA concernsAand theArequirementsAofA the Standards, so they can discussA optionsAwith the personAraising theA concern.A 
	 
	11.A Where an investigation within theA contracted service is not possible,A due to potential conflicts ofA interest, the provider must discussA the concern with the NHS boardA contracting the service, and workA with the board to investigate theA issue.A 
	 
	12.A NHS boards must be willing to assistA with the investigation of concernsA raised in relation to primary care orA contracted services. This assistanceA may involve providingAan investigatorA with an appropriate level ofA experience and expertise, or adviceA on how to conduct an investigation.A The board must gain assurances thatA appropriate action has been taken toA address concerns raised with themA about a service they are providingA under contract.A 
	NHS boards and integration joint boards 
	13.A Each integration joint board (IJB)A must develop an agreement whichA sets out how staff employed byA both the NHS board and the localA authority can raise concerns aboutA services that are the responsibilityA of either the NHS board or the localA authority.A 
	 
	14.A This agreement must ensure thatA concerns about NHS services can beA considered through the Standards.A While good practice would suggestA that a similar approach is takenA 
	to local authority services, theseA cannot be reviewed by the INWO,A but are more likely to be appropriateA for consideration by the CareA Inspectorate.A 
	 
	15.A The board must satisfy itself that:A 
	 
	 
	 
	 
	16.A Further information is provided in theA Part 8 of the Standards, for IJBs.A 
	Working with higher education institutions 
	Enabling students to raise concerns 
	17.A Students and trainees work in aA range of settings, and cover manyA disciplines. Students must be ableA to raise concerns and have accessA to support services, in line with theA Standards.A 
	 
	18.A Students must also be encouragedA to raise concerns with anA appropriate manager within theA service they are working in. FeelingA confident and able to do this is anA important partAof their training.A They must also have access toA 
	the board’s confidential contactA orAwhistleblowingAambassador.A However, it is acknowledged thatA students are, mostly, inexperiencedA and particularly at risk of detrimentA in relation to their course marks. ForA this reason, it is important that theyA also have access to an alternativeA route for raising concerns.A 
	 
	19.A In order to achieve this, higherA education institutions (HEIs)AcoursesA must identifyAanAappropriateAcontactA for any student group that will beA working in an NHS service. ThisA could be a course coordinator orA similar. Their role will be to provideA information and support to anyA students raising concerns with them.A Further information is availableA 
	in Part 9 of the Standards onA arrangements for students.A 
	Higher education institution staff in the NHS 
	20. AMany NHS boards have departmentsA where staff from HEIs work alongsideA NHS staff, and their educationalA 
	20. AMany NHS boards have departmentsA where staff from HEIs work alongsideA NHS staff, and their educationalA 
	20. AMany NHS boards have departmentsA where staff from HEIs work alongsideA NHS staff, and their educationalA 
	20. AMany NHS boards have departmentsA where staff from HEIs work alongsideA NHS staff, and their educationalA 
	23.1. provision of additional services,A paid for by the voluntary sector,A 
	23.1. provision of additional services,A paid for by the voluntary sector,A 
	23.1. provision of additional services,A paid for by the voluntary sector,A 

	23.2. provision of services contractedA by the NHS, e.g. delivery ofA nursing care at home; andA 
	23.2. provision of services contractedA by the NHS, e.g. delivery ofA nursing care at home; andA 

	23.3. volunteers working within anA NHS setting, e.g. ward visitors.A 
	23.3. volunteers working within anA NHS setting, e.g. ward visitors.A 

	24. A All these groups may find there areA issues which concern them aboutA how work is being carried out inA 
	24. A All these groups may find there areA issues which concern them aboutA how work is being carried out inA 

	25. A People working for voluntaryA organisations contracted to provideA a service for the NHS are includedA through contractual arrangements, inA 
	25. A People working for voluntaryA organisations contracted to provideA a service for the NHS are includedA through contractual arrangements, inA 

	26. A People working (either paid orA voluntarily) forAvoluntaryAservicesA that are additional to NHS services,A but work alongside them, mustA 
	26. A People working (either paid orA voluntarily) forAvoluntaryAservicesA that are additional to NHS services,A but work alongside them, mustA 
	26. A People working (either paid orA voluntarily) forAvoluntaryAservicesA that are additional to NHS services,A but work alongside them, mustA 
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	28. A Details of the role of the confidentialA contactAorAwhistleblowingA ambassador are provided in Part 4 ofA these Standards. In relation to theirA role with external service providers,A the confidential contacts must beA aware of the board’s obligationA 
	28. A Details of the role of the confidentialA contactAorAwhistleblowingA ambassador are provided in Part 4 ofA these Standards. In relation to theirA role with external service providers,A the confidential contacts must beA aware of the board’s obligationA 
	28. A Details of the role of the confidentialA contactAorAwhistleblowingA ambassador are provided in Part 4 ofA these Standards. In relation to theirA role with external service providers,A the confidential contacts must beA aware of the board’s obligationA 

	29. A Confidential contacts areA encouraged to develop relationsA withArepresentatives from HEIsA and voluntary sector providers, toA 
	29. A Confidential contacts areA encouraged to develop relationsA withArepresentatives from HEIsA and voluntary sector providers, toA 

	30. ABoards may choose to have severalA confidential contacts; it may beA appropriate to haveAone specificallyA for these groups, and anotherA 
	30. ABoards may choose to have severalA confidential contacts; it may beA appropriate to haveAone specificallyA for these groups, and anotherA 








	and health care roles normallyA overlap. These workers are as likelyA as anyone else to identify an issueA within an NHS service which needsA to be addressed for the benefitA 
	of patientAsafety,AefficientAserviceA delivery or good governance. It isA therefore important that, in relationA to whistleblowing, they should haveA equal access to this procedure and toA the support they need in raising theirA concern.A 
	 
	21.A On occasion, these staff may wishA to raise a concern with a supervisorA or line manager who is outside theA NHS. However, while they may beA well placed to provide support forA the individual, they may not be wellA placed to take forward appropriateA service changes. On this basis,A 
	HEI staff should be encouraged toA raiseAconcernsAwithAanAappropriateA manager within the department theyA are working in. They must also haveA access to the board’s confidentialA contact.A 
	 
	22.A Boards must also ensure that accessA to the Standards is included withinA their Allied Health Professionals’ NESA Practice Placement Agreements,AsoA that boards, HEIs and students areA aware of the process.A 
	Working with voluntary sector providers 
	23.A Voluntary organisationsAworkAwithinA the NHS in a number of ways, mostA common of which are:A 
	 
	e.g. MacmillanAnurses;A 
	 
	 
	 
	an NHS service, so all must be ableA to access this procedure, and haveA access to the support and protectionA provided by these Standards.A 
	 
	line with all other contracted services.A 
	be able to raise any concern theyA have with the most appropriateA local manager. They must also beA able to have access to the board’sA confidential contact and to anyA support they need in relation toA raising the concern.A 
	 
	27.A These workers may prefer to raiseA their concern with a representativeA from theAvoluntary organisationA (particularly volunteers, who may notA feel able to raise concerns directly).A It is expected that each voluntaryA organisation that works within anA NHS setting will have at least oneA member of staff who is informedA 
	and able to support their volunteerA or colleague through thisAprocedure.A They can act as an advocate if theA individual does not feel able toA 
	raise the concern themselves. NHSA managers must facilitate such raisingA of concerns and be open to theA learning opportunities they provide.A 
	 
	 
	 
	 
	Providing a confidential contact 
	to receive concerns and provideA support toAanyoneAworkingAwithinA  or alongside a service provided byA the board. They must welcome suchA concerns and actively encourageA them when promoting the raising ofA concerns.A 
	develop a mutual understanding ofA their roles, and so if issues do arise,A communication isAeasier.A 
	 
	to work with primary care andA contracted services, to encourageA the raising of concerns in these areas.A 
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	The National Whistleblowing StandardsA 
	 
	Part 7 
	Information for primary care providers and other contracted services 
	APRIL 2021A 
	Promoting raising concerns 
	1.A The Standards set out howA the Independent NationalA 
	Whistleblowing Officer (INWO)A expects all NHS service providersA to respond when staff raiseA 
	concerns. This document reviews theA expectations for all primary care andA contracted services in implementingA the Standards.A 
	 
	2.A Listening and responding toA concerns raised by staff about theA way services are provided is a vitalA way in which organisations of allA sizes can improve their services.A 
	In primary care and other smallA organisations it is particularlyA important to make this process easyA and straightforward, and to showA the benefits of raising concerns.A 
	 
	3.A Staff in small teams or organisationsA can find it particularly difficult toA raise concerns about the work theyA or their colleagues are doing, andA 
	it is important that they receiveA the support and encouragementA they need to raise concerns inA 
	a way which can improve safe,A effective service delivery and goodA governance.A 
	 
	4.A Senior managers play a criticalA role in promoting a culture thatA encourages staff to raise issuesA or concerns. Their leadership andA behaviour will set the tone for theA 
	way other staff behave, particularlyA in a small organisation. All NHSA 
	services must strive for a culture  that welcomes concerns from people working within their services, whoever they are, and whatever their concern, with the focus on good governance and delivering safeAand effectiveAservices.A 
	 
	5.A  The Standards set out how theA INWO expects primary careA providers and contracted services toA respond when staff raise concerns,A and this includes providing supportA within a culture that welcomesA concerns from people workingA within theirAservices.A 
	 
	 
	Requirement to meet the Standards 
	6.A All primary care providers andA contracted services are required toA have a procedure that meets withA theArequirementsAof these Standards.A This means that any organisationA delivering NHS services, whether itA 
	is a private company, a third sectorA organisation or a primary careA provider, has the same requirementA to ensure access to a procedureA 
	in line with these Standards. ThisA includes third sector organisationsA providing services on behalf of NHSA ScotlandAand private companiesA under contract with NHS Scotland,A including maintenance andA domiciliary services.A 
	7.A All those delivering NHS servicesA must be able to raise concernsA about NHSAservices,AandAmust haveA access to the support they need toA do so. Access to the Standards must beAavailable to:A 
	Figure
	 
	 
	 
	8.A If the individual is raising a concernA about a service that is not theirA employer (such as a district nurseA working in a GP service or a locumA pharmacist working for an agency)A then they must be able to raiseA concerns either directly with theirA employer or within the serviceA itself, including full access to theA Standards.A 
	 
	9.A This includes:A 
	 
	 
	 
	 
	 
	 
	to reveal who has raised the concern.A 
	 
	10.A Anyone raising a concern about aA service provided by NHS ScotlandA must be signposted to the INWOA at the end of this process. MoreA 
	information about this is available inA Part 3 of the Standards.A 
	 
	11.A When a primary care or contractedA service is being delivered by a muchA larger organisation, such as a localA pharmacy that is run by a nationalA company, this company must ensureA that any services delivered on behalfA of NHS Scotland are compliant withA theseArequirements.A 
	How to raise concerns: options for small organisations 
	12.A Small organisations face varyingA challenges around the raising ofA concerns, and it is important forA managers to be aware of these. TheA most obvious difficulty is  for  staffA to raise concerns in a confidentialA way, when the size of the teamA means it will be obvious who hasA raised the concern. This is likely toA be exacerbated by worries that aA concern may be investigated byA anotherAmember of the team.A 
	 
	13.A Small organisations can reduce theA difficulties their workers may face inA raising concerns by:A 
	 
	other local services or practices. They would not share the details of who had raised the concern, but would act as the person’s advocate, passing on information and updates as appropriate;AandA 
	 
	 
	14.A To ensure all staff working for NHSA providers can safely raise concernsA about the services they provide,A NHS boards are required to provideA a confidential contact for primaryA care and contracted providers, andA this person can provide informationA and advice to anyone consideringA raising a concern. If necessary theA 
	confidential contact will ensure that appropriate action is taken to reduce immediate patientArisk.A 
	 
	15.A Where an investigation within theA organisation is not possible, due toA potential conflicts of interest, theA provider must discuss the concernA with the NHS board contracting theA service, and work with the board toA investigate the issue.A 
	 
	16.A For their part, NHS boards must beA willing to assist with the investigationA of concerns raised in relation toA primary care or contracted services.A This assistance may involve providingA an investigatorAwithAanAappropriateA level of experience and expertise,A 
	or advice in how to conduct anA investigation. The board must gainA assurances that appropriate actionA has been taken to address concernsA raised with them about a service theyA are providing under contract.A 
	 
	17.A Sharing information about howA services have been improved mayA be more difficult if there is a concernA about confidentiality. CareAmust beA 
	taken in reporting both statistical andA case specific information. However,A where this information can beA appropriately anonymised, it providesA the potential to reassure staff that theirA concerns will be listened to and actedA on, so every effort must be made toA share information in some way.A 
	 
	18.A At the end of this process, the workerA must be signposted to the INWO.A The INWO’sAassessment ofAa caseA 
	will consider whether the proceduresA were in line with the Standards,A 
	and that sufficient attempts haveA been made to ensure staff can raiseA concernsAconfidentially.A 
	Informing staff 
	19.A Encouraging staff to raise concernsA early is the best way to resolveA them easily. It is important,A alongside encouraging staff to raiseA concerns, that they are also givenA the information they need to raiseA concerns through the Standards.A This must include information onA who they can raise concerns with,A and how, including the board’sA confidential contact, as well as anyA local routes for raising concerns.A 
	 
	20.AThey must also be informed of theA two stage process and contactA details for the INWO, along withA information about where they canA access information and supportA on raising concerns. Ensuring thisA information is readily available willA show staff that the organisationA 
	values the concerns that they raise.A 
	Recording of concerns 
	21.A The detailed information aboutA recording concerns (Part 5 ofA the Standards) is also applicableA to primary care and contractedA services.A 
	 
	reporting systems in place. However,A it is important to ensure thatA 
	there is the capacity to maintainA confidentiality for the personA raising the concern. This may beA achieved by holding informationA on the person separate fromA information on the investigation ofA the concern. Ensuring that accessA 
	to records is limited to those peopleA for whom access is necessary inA relation to the process is criticalA 
	for compliance with confidentialityA and data protection law. EnsuringA that those raising concerns areA informed of the extent of proposedA information sharing before providingA their personal information is equallyA important.A 
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	Monitoring, reporting and learning from concerns 
	 
	24.A It is important for all services to listenA to staff concerns, and for this to leadA to learning and service improvements.A Learning can be identified fromA individual cases (including theA potential for improvements acrossA other areas of the service) andA through statistical analysis of moreA minor concerns raised at stage 1 ofA the procedure. Any learning that isA identified from concerns must beA recorded within the case record,A including any action planning.A 
	 
	26. A The number of concerns raised withinA a single primary care service mayA 
	26. A The number of concerns raised withinA a single primary care service mayA 
	26. A The number of concerns raised withinA a single primary care service mayA 
	26. A The number of concerns raised withinA a single primary care service mayA 
	26.1. annually report concerns data to the board, even if to report that there were no concerns raised; andA 
	26.1. annually report concerns data to the board, even if to report that there were no concerns raised; andA 
	26.1. annually report concerns data to the board, even if to report that there were no concerns raised; andA 

	26.2. quarterly only report to the board if concerns were raised in that quarter; if no concerns have been raised, there is no need to report, though it is good practice to let the board know.A 
	26.2. quarterly only report to the board if concerns were raised in that quarter; if no concerns have been raised, there is no need to report, though it is good practice to let the board know.A 





	be limited, making the outcomes ofA statistical analysis less valid. For thisA reason, it is particularly importantA that primary care services reportA their concerns data, includingA lessons learned, to their board. EachA board will then be able to collateA this information and identify areasA 
	for specific attention, based on theA themesAand trendsAwithin theAservicesA in their area. On this basis, primaryA careAservicesAmust:A 
	 
	 
	 
	27.A Individual services are also expectedA to show their staff that they value theA concerns that are raised by staff andA other workers. There are a range ofA ways they show this, and one of theA best ways is to use case studies whenA concerns have led to improvements.A All primary care and contractedA services must publish informationA about the concerns that have beenA raised with them, unless this isA 
	likely to identify any individuals.A High level information (with veryA limited information about what wasA 
	investigated) mayAstill beAappropriate,A and will provide the opportunity toA show staff that managers will listenA and respond to concerns.A 
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	The National Whistleblowing StandardsA 
	Part 8 Information for 
	health and social care 
	partnerships 
	APRIL 2021A 
	Promoting raising concerns 
	1.A The Standards set out how theA Independent National WhistleblowingA Officer (INWO) expects all NHSA service providers to respond whenA staff raise concerns, includingA supporting the personAraisingAaA concern. This document reviews theA expectations and options for healthA and social care partnerships (HSCPs)A in implementing the Standards.A 
	 
	2.A Listening and responding to concernsA raised by staff about the way servicesA are provided is a vital way in whichA organisationsAcan improve theirA services. HSCPs are in an unusualA position in having employees fromA two organisations delivering servicesA together. The challenges this createsA in governance arrangements mustA not get in the way of staff raisingA concerns when they see workingA practices which are unsafe or risky,A 
	or where they believe there has beenA improper conduct, mismanagementA or fraud.A 
	 
	3.A People working in joint teams mayA feel reluctant or uneasy in raisingA concerns relating to staff withA different lines of management, orA whereAemployers have differentA arrangements in place forA whistleblowing. It is, therefore,A more important than ever thatA senior managers in HSCPs and theA integration joint board (IJB) itselfA promote a culture that encouragesA 
	staff to raise issues or concerns at theA earliestAopportunity.A 
	4.A Senior managers play a critical role inA promoting a culture that encouragesA staff to raise issues or concerns. TheirA leadership and behaviour sets theA tone for the way other staff behave.A All NHS services must strive for aA culture that welcomes concerns fromA peopleAworking within theirAservices,A whoever they are, and whatever theirA concern, with the focus on goodA governance and delivering safe andA effectiveAservices.A 
	 
	 
	Requirement to meet the Standards 
	5.A All those working in HSCPs must beA able to raise concerns about NHSA services,AandAmust have access to theA support they need to do so, whoeverA their employer is. Any concernsA about the delivery of NHS servicesA must be handled in line with theA requirements of these Standards,AandA anyone raising a concern throughA these Standards will have access toA the INWO, whoever their employer is.A 
	 
	6.A IJBs must ensure that all HSCP staff,A across both the local authority andA the NHS, as well as any students,A trainees, agency staff or volunteers,A must be able to raise a concernA through this procedure.A 
	7.A This includes:A 
	 
	7.1.A providing clearAinformationA about who staff and otherA workers can raise concerns with,A either within their service or at aA more senior level;A 
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	8.A Anyone raising a concern about aA service provided by NHS ScotlandA must be signposted to the INWOA at the end of this process. MoreA 
	information about this is available inA Part 3 of the Standards.A 
	 
	9.A It may be that in consideringA concerns about NHS services, issuesA are identified which relate to localA authority services. If that is theA 
	case, the whistleblower should beA signposted to the INWO in respectA of issues that relate to NHS servicesA and the Care Inspectorate or otherA appropriateAregulatoryAorAoversightA body for issues that relate to localA authorityAservices.A 
	 
	10.A An agreement by the IJB may beA required to ensure support andA protection for all those workingA within the HSCP, in raising concernsA about its NHS services.A 
	Ensuring equity for staff 
	11.A The requirement to have theA Standards in place for all NHSA services and not for local authorityA services could lead to disparityA between those working for HSCPs.A It could also lead to some confusionA 
	around which procedure to use, theseA Standards or the local authority’sA procedure for raising concerns. ThisA could be particularly difficult whereA these services are closely integrated.A 
	 
	12.A While this procedure must beA available to all those working withinA NHS services, it is also important forA those working in any of the HSCP’sA other services to also feel able toA raise concerns. This is critical to:A 
	 
	 
	 
	 
	 
	lessonsAcan be learnt across theA organisation.A 
	 
	13.A With this in mind, and particularlyA where services have been effectivelyA integrated, the INWO recommendsA that HSCPs adopt the same approachA 
	to handling concerns raised aboutA local authority services as they do inA relation to NHS services. This wouldA extend any agreement in place inA relation to the raising of concerns forA NHS services, and would ensure thatA all those working within the HSCPA have equal access to a procedure inA line with these Standards. The onlyA variation would need to be at theA review stage, when concerns aboutA different services would need to beA signpostedAasAappropriate, to theA INWO, the Care Inspectorate or inA s
	 
	14.A The details of any extendedA agreement are for each IJB and theirA HSCP to consider; each HSCP haveA different arrangements in place forA the delivery of their services, and itA will be for them to consider whetherA such an agreement should coverA 
	all of their services or only the NHSA services. This may depend to someA extent on how differentiated theA HSCP’s services are from other localA authority services; it would not beA appropriate toAcreateAconfusion forA local authority staff in how to raiseA concerns about their services.A 
	 
	15.A Chief officersAareAresponsibleA for ensuring that systems andA 
	procedures are in place for raisingA concerns within these Standards,A in relation to NHS services. TheyA mustAalsoAtake a leading role inA 
	reviewing arrangements in relation toA local authority services, and takingA forward any changes to ensure theA Standards can be met, as well as anyA other changes to ensure equity ofA access across the HSCP.A 
	How to raise concerns 
	16.A Those working in HSCPs must beA able to raise concerns in severalA ways, including:A 
	 
	 
	 
	there may also be speak upA ambassadorsAorAadvocates);A this may be someone within theA board.A 
	 
	17.A A key element of the Standards is forA those people who raise concerns toA be advised of their right, and agreeA to access this procedure. This can beA done in the initial conversation aboutA the concern, or following receipt ofA an email.A 
	 
	18.A Within HSCPs, the confidentialA contact will need to be familiar withA the way concerns are handled acrossA its services, as well as the board’sA expectationsAaround handlingA concerns.A 
	 
	19.A The board’s whistleblowingA champion will have a role in ensuringA that appropriate arrangements areA in place to ensure delivery of theA Standards. (Further informationA 
	about this role is available in Part 2 ofA the Standards.) They will be able toA provide guidance for HSCP managersA on how concerns raised in relationA 
	to NHS services must be handled,A as well as sharing informationA about appropriate governanceA arrangements.A 
	 
	 
	Recording of concerns 
	20. AThe detailed information aboutA recording concerns (Part 5 of theA Standards) is alsoAapplicable toA concerns raised within HSCPs inA relation to their NHS services.A 
	20. AThe detailed information aboutA recording concerns (Part 5 of theA Standards) is alsoAapplicable toA concerns raised within HSCPs inA relation to their NHS services.A 
	20. AThe detailed information aboutA recording concerns (Part 5 of theA Standards) is alsoAapplicable toA concerns raised within HSCPs inA relation to their NHS services.A 


	 
	21.A Each HSCP needs to consider howA they hold information about concernsA that have been raised through thisA procedure. In particular, there needA to be systems in place to ensureA 
	that personal information is onlyA shared with individuals as agreed orA explained to the person raising theA concern. The details of the concernA itself, and how it has been handled,A need to be stored in a way that willA enable reporting and monitoring ofA concerns and concerns handling.A 
	 
	22.A This may mean that concerns aboutA local authority services are recordedA separately from those relating toA NHS services. Any joint systems thatA are developed will need to be ableA to separate out concerns about NHSA services from those about the localA authority services, so the NHS boardA 
	canAcarryAoutAappropriateAmonitoringA of these concerns.A 
	Monitoring, reporting and learning from concerns 
	23.A The detailed information aboutA monitoring,AreportingAand learningA from concerns (Part 5 of theA Standards) is alsoAapplicable toA concerns raised within HSCPs inA relation to their NHS services.A 
	 
	of the service. Any learning that isA identified from concerns must beA recorded within the case record,A including any action planning.A 
	process provides the opportunity toA demonstrate the benefits of raisingA concerns.A 
	 
	concerns that are raised by staff andA other workers. All IJBs must ensureA that information is published andA promoted about the concerns thatA have been raised about their services,A unless this is likely to identifyA individuals. High-level informationA (with very limited information aboutA what was investigated) may stillA beAappropriate,Aand will provideA 
	the opportunity to show staff thatA managers will listen and respond toA concerns.A 
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	The National Whistleblowing StandardsA 
	Part 9 Arrangements for 
	students and trainees 
	APRIL 2021A 
	Student and trainee access to the Standards and the Independent National Whistleblowing Officer (INWO) 
	1.A Students, trainees, and anyone onA apprenticeshipsAand internshipsA workingAand/orAstudyingAwithin NHSA services must have access to theseA Standards for raising concernsAaboutA NHS service delivery. They must beA able to speak out by raising concernsA over patient safety or malpractice,A and they must have access to theA support they need to do so.A 
	 
	2.A Students and trainees are often atA specific risk of detriment duringA placements, as they will be relyingA on managers and mentors forA assessmentAand grading. TheyAmayA be deterred from raising concernsA if they feel this would impact onA their marks, and this concern mustA be taken into consideration whenA responding to concerns raised byA students.A 
	 
	3.A During their training, mostA students will be informed of whatA whistleblowingAmeansAand howA raising concerns provides anA important mechanism for serviceA improvements. SomeAwill alsoA 
	be informed of the duty they willA have to raise concerns, once theyA are registered professionals. TheirA confidence in putting this intoA practice will vary, depending onA 
	a range of factors, including theirA previous placements and the cultureA theyAexperienceAaround themAwhereA theyAareAworking.A 
	Students raising concerns within NHS services 
	4.A Students and trainees working in anA NHS setting should be encouraged toA participate fully in the organisation’sA learning culture and should beA encouraged to use the systemsA available to all regular members ofA staff to raise concerns.A 
	5.A They must have access to informationA and advice from all the same sourcesA as other staff within the service,A including:A 
	50.1 the board's confidential contactA for raising concerns, or otherA confidential speak up contact;A 
	orAemailA
	orAemailA
	INWO@spso.gov.scot
	INWO@spso.gov.scot

	), who canAprovideAinformation andAadvice aboutAhowAaA concernAshouldAbe handled,AandA can provide support through theAprocess;A 

	students); andA 
	5.6.ANHS EducationAScotland (for trainee doctors and dentists).A 
	6.A They must also be able to raiseA concernsAwith:A 
	 
	there may also be speak upA ambassadorsAorAadvocates).A 
	7.A All NHS boards and service providersA must be open to receiving concernsA either directly from a student, orA through a representative from theirA course, and must ensure that theseA concerns are responded to in lineA with the Standards.A 
	 
	8.A Students may have concerns thatA relate to the way their courseA 
	has been managed or how theirA placement fits into their widerA studies. Concerns such as these, thatA relate to their course rather than theA delivery of NHS services, should beA directed to the complaints procedureA in their higherAeducation institutionA (HEI). Concerns about NHS servicesA should always be referred to theA 
	NHS for consideration, either by theA student or via their course advocate,A as detailed below.A 
	 
	9.A (Staff that have NHS as well asA teaching responsibilitiesAshouldA raise their concerns through theA NHS procedure, as this will provideA protection through the Standards.A See Part 6 of the Standards forA furtherAinformation.)A 
	 
	 
	Students raising concerns through course advocates 
	10.A In addition to the routes normallyA available to staff, students canA also raise their concerns with aA representative on their course. ItA 
	may be that information and adviceA is enough for the student to thenA raise the concern within the service.A However, if this is not felt appropriateA in the circumstances, or if the studentA 
	does not feel confident that thisA would achieve the right outcomesA for them, they must be able to raiseA their concern through their courseA representativeAorA‘courseAadvocate’.A 
	 
	11.A Each course that providesA placements, traineeships or workA experience in NHS services mustA have a named person (such as theA course coordinator), who can act asA an advocate, and take the concernA to the board or primary care serviceA on their behalf. This person mustA 
	be fully aware of these Standards,A what students can expect when theyA raise a concern, and who to contactA in each of the boards where theirA students work, in case any concernsA areAraised.A 
	 
	12.A The course advocate must provideA information and advice to students,A and discuss the implications of raisingA the concern either directly or throughA the advocate. This discussion mustA include:A 
	 
	 
	13.A If a student chooses to, they canA use the course advocate to raiseA the concern on their behalf, andA can choose whether they thenA remain anonymous to the board orA 
	service provider. If they choose to beA anonymous, all communication mustA go through the course advocate.A This includes enquiries for furtherA information, updates and a finalA response at the end of the process.A 
	14.A Trainees that are under a directA contract with NHS EducationA Scotland (NES) can choose toA raise their concern directly with theA NHS board they are working for, orA 
	through NES, with NES acting in theA same way as an HEI. Trainees mustA be informed of who they can contactA within NES if they want to raise aA concern or would like advice orA support in raising a concern.A 
	 
	 
	Recording student concerns 
	15.A Student concerns should be recordedA in the same way as any otherA concerns. Detailed information aboutA what to record is available in Part 5 ofA these Standards.A 
	 
	16.A For concerns that are raised by aA course advocate rather than by theA student, the record should indicateA the role of the person bringing theA concern, as well as their full contactA details, and information about theA concern being raised. The name,A contact details or any other personalA details (including course details) ofA the student must not be recorded,A as this could put them at risk ofA detriment.A 
	Support for the student 
	17.A Students raising concerns must haveA access to the same support as staffA do in relation to raising concerns.A Their course advocate will be able toA provideAsomeAsupport in person. TheA advocate will also be expected to beA able to adviseAon support optionsA provided by the board or serviceA provider. This may, on occasion,A mean making special arrangementsA to ensure access, for example, toA counselling which would normallyA 
	be provided through an employeeA assistanceAscheme.A 
	 
	 
	Signposting to the INWO 
	18.A The final decision provided by theA NHS service on any concern raisedA with them must include signpostingA to the INWO.  This applies equallyA to student concerns, and, whereA 
	appropriate,AcourseAadvocatesAmustA takeAresponsibility for passingAonA this information to the studentsA concerned.A 
	88A 
	88A 
	4.1. the board's confidential contactA for raising concerns, or other confidential speak up contact;A 
	4.1. the board's confidential contactA for raising concerns, or other confidential speak up contact;A 
	4.1. the board's confidential contactA for raising concerns, or other confidential speak up contact;A 
	4.1. the board's confidential contactA for raising concerns, or other confidential speak up contact;A 
	4.3. coordinator for the organisation they are volunteering for. 
	4.3. coordinator for the organisation they are volunteering for. 
	4.3. coordinator for the organisation they are volunteering for. 




	4.2. the INWO (phone 0800 008 6112A or email INWO@spso.gov.scot), who can provide information 
	4.2. the INWO (phone 0800 008 6112A or email INWO@spso.gov.scot), who can provide information 



	 
	Figure
	Figure
	Figure
	Figure
	Figure
	Figure
	Figure
	Figure
	Figure
	Figure
	 
	 
	 
	 
	 
	 
	 
	Figure
	Figure
	Figure
	Figure
	Figure
	Figure
	Figure
	Figure
	 
	 
	Figure
	Figure
	Figure
	Figure
	Figure
	Figure
	Figure
	Figure
	Figure
	Figure
	Figure
	 
	Figure
	Figure
	Figure
	Figure
	Figure
	Figure
	Figure
	Figure
	Figure
	Figure
	Figure
	Figure
	Figure
	Figure
	Figure
	Figure
	Figure
	Figure
	Figure
	Figure
	Figure
	Figure
	Figure
	Figure
	Figure
	Figure
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	The National Whistleblowing StandardsA 
	 
	Part 10 
	Arrangements for volunteers 
	APRIL 2021A 
	Volunteers’ access to the Standards and the Independent National Whistleblowing Officer (INWO) 
	1.A All volunteers working within NHSA services must have access to theseA Standards; they must be able toA speak out where they have concernsA over patient safety or malpractice,A and they must have access to theA support they need to do so.A 
	 
	2.A Volunteers often have a uniqueA perspective on the work of a ward orA service. Their regular presence mayA mean they become aware of issuesA which are of concern, and they mayA well be uncertain of how to deal withA them. They may also be uncertainA about how serious a problem is, orA whether it is something they shouldA have any involvement in.A 
	 
	3.A Volunteers are unlikely to share theirA concerns unless they are encouragedA and offered the opportunity toA 
	share their insights with others. TheyA may not feel that a whistleblowingA procedure applies to them, so it isA particularly important to ensure thatA all volunteers are informed of theA procedure and how they can accessA it.A 
	Volunteers raising concerns within NHS services 
	4.A Volunteers do not have access toA most NHS policies and procedures,A but this procedure is an exception.A They must have access to informationA and advice from all the same sourcesA as board staff, including:A 
	and advice about how a concern should be handled, and can provide support  through the process;A 
	 
	5. They must also be able to raise concerns with: 
	5. They must also be able to raise concerns with: 
	5. They must also be able to raise concerns with: 
	5. They must also be able to raise concerns with: 
	5.1. a service manager or team leader; 
	5.1. a service manager or team leader; 
	5.1. a service manager or team leader; 

	5.2. a more senior manager if circumstances mean this is more appropriate; 
	5.2. a more senior manager if circumstances mean this is more appropriate; 

	5.3. a volunteer representative (see below for details); or 
	5.3. a volunteer representative (see below for details); or 

	5.4. a confidential contact for raising concerns (in some places there may also be whistleblowing ambassadors or advocates). 
	5.4. a confidential contact for raising concerns (in some places there may also be whistleblowing ambassadors or advocates). 





	 
	Figure
	6. NHS boards must be open to receiving concerns either directly from a volunteer, or through 
	6. NHS boards must be open to receiving concerns either directly from a volunteer, or through 
	6. NHS boards must be open to receiving concerns either directly from a volunteer, or through 


	a volunteer coordinator or representative. 
	 
	 
	 
	89A 
	Volunteers raising concerns through the charity’s representative 
	7.A In addition to the routes normallyA available toAstaff,AvolunteersAcanAalsoA raise their concerns with a volunteerA representative. This is the personA nominated by the organisationA arranging theAvolunteeringA opportunity (which could be directlyA through the NHS, a charity or otherA third sector provider). It may be thatA information and advice is enoughA for the volunteer to then raise theA concern within the service. However,A if this is not felt appropriate in theA circumstances,Aor if theAvoluntee
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	8.A Any organisation that engagesA volunteers to work in NHS servicesA must be provided with informationA about these StandardsAand asked toA ensure that they have someone (suchA as the volunteer coordinator), whoA can act as an advocate, and take theA concerns to the board or primaryA care service on the volunteer’s behalf,A if needed. This person must be fullyA aware of these Standards, whatA volunteersAcanAexpectAwhen theyA 
	raise a concern, and who to contactA in each of the boards where theirA volunteers work, in case any concernsA areAraised.A 
	 
	9.A   TheAvolunteerArepresentativeA must provide information andA advice toAvolunteers,Aand discussA the implications of raising theA 
	concern either directly or using theA representative as an advocate. ThisA discussion must include:A 
	 
	 
	10.A If a volunteer chooses to, they canA use theAvolunteerArepresentativeA  to raise a concern on their behalf,A and can choose whether they thenA remain anonymous to the boardA or service provider. If they chooseA this anonymity, all communicationA must go through the volunteerA representative. This includesA enquiries for furtherAinformation,A 
	updates and a final response at theA end of the process.A 
	Recording volunteer concerns 
	11.A Volunteer concerns should beA recorded in the same way as anyA other concerns. Detailed informationA about what to record is available inA Part 5 of the Standards.A 
	 
	12.A For concerns that are raised by aA volunteerArepresentativeArather thanA by the volunteer, the record shouldA indicate the role of the personA bringing the concern, as well as theirA full contact details, and informationA about the concern being raised.A 
	The name, contact details or anyA other personal details (includingA volunteeringArole)Aof theAvolunteerA must not be recorded, as this couldA put them at risk of detriment.A 
	Support for the volunteer 
	13.A VolunteersAraisingAconcernsAmustA have access to all appropriate formsA of support. Their representative willA be able to provide some support inA person. They will also be expected toA be aware of, or seek out informationA about, supportAoptionsAprovided byA the board or service provider.A 
	 
	14.A Boards must ensure that, whereverA possible,Avolunteers haveAaccessA 
	to the same support as staff do inA relation to raising concerns. This may,A on occasion, mean making specialA arrangements to ensure access, forA example, to counselling which wouldA normally be provided through anA employeeAassistanceAscheme.A 
	 
	 
	Signposting to the INWO 
	15.A The final response or feedbackA provided by the NHS service onA any concern raised with them mustA include signposting to the INWO.A This also applies to concerns raisedA by volunteers,Aand theAvolunteerA 
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	representativeAmustAtakeAresponsibilityA for passing on this information to theA volunteerAconcerned.A 
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	About this guidance 
	About this guidance 
	If you are an employee or a social work student and you are unsure about how to raise a concern in your workplace this guidance will 
	help you. It explains the difference between raising a concern and whistleblowing and when a person raising a concern qualifies for 
	legal protection under whistleblowing law. 
	The section for employers and managers gives guidance about how to deal with concerns and indicates what kind of culture, systems 
	and processes should be in place to help staff speak up. 
	You should read the guidance together with any policies and procedures your employer has about raising concerns and whistleblowing alongside the SSSC Codes of Practice and other guidance we have available for workers and employers. A list of SSSC resources available to support workers and employers is included at Appendix 1. 
	We have produced this guidance in consultation with Unison and employer representative bodies. 
	raising a concern andwhistleblowing 

	Part 1 Guidance for social service workers and social work students 
	Part 1 Guidance for social service workers and social work students 
	Your professional duty to raise a concern 
	Working in social services means you care for some of our most vulnerable citizens. Your position on the front line whether you are an employee, social worker, manager or supervisor means you are most likely to see poor practice when it happens. 
	Sometimes you see things that are wrong (which can vary from 
	poor treatment, financial issues to employment conditions or the 
	way a service is run) but you may not report it until it happens again. Or you may not be sure if it is wrong because you are new into a job. The important thing is to trust your judgement. If you see something you feel is wrong report it to your manager as soon as possible. Your colleagues may also have concerns, but if nobody speaks up its unlikely the situation will improve. You need to act to protect those in your care. 
	We expect all social service workers, regardless of their role, to take action to raise any concerns they have about the care, dignity and safety of people who use services. 
	You may be anxious about raising a concern because: 
	• 
	• 
	• 
	it may affect your relationship with colleagues 

	• 
	• 
	it may affect your career 

	• 
	• 
	you may be treated differently by your colleagues or employer 

	• 
	• 
	you may cause trouble for your colleagues 

	• 
	• 
	nothing will be done as a result of you raising the concern. 


	However your role as a social service worker carries with it a 
	significant level of public trust. Your main duty is to put the safety and wellbeing of people who use services first and act to protect 
	them. It is also your duty to raise valid concerns in an appropriate way, putting aside personal or professional loyalty. 
	Your responsibilities under the SSSC Codes 
	The Code of Practice for Social Service Workers sets out the clear standards of behaviour and competence you need to meet to 
	provide safe and effective care to people who use services. The Codes set out what good practice and conduct look like and reflect 
	professional and public expectations of the role of a social service worker. 
	Part 3 of the Code states that as a social service worker, you must promote the independence of people who use services while protecting them, as far as possible, from danger and harm. This includes: 
	3.2Using established processes and procedures to report allegations of harm and challenge and report exploitation and any dangerous, abusive or discriminatory behaviour or practice. 
	3.4Telling your employer, or the appropriate authority, about any 
	resourcing or operational difficulties that might get in the way 
	of providing care. 
	3.5Telling your employer, or an appropriate authority, when a 
	colleague’s fitness to practise may be impaired. 
	3.6Being open and honest with your employer, people who use services and carers, when care has or may have caused 
	physical, emotional, financial or material harm or loss. 
	3.9Enabling people who use services and carers to make complaints. Taking complaints seriously and either responding to them or passing them to the appropriate person. Taking appropriate action when there is an allegation of harm. 
	Figure
	You should feel able to speak out if you have any concerns about the quality and standard of care being given, or if you are concerned that the care provided will or has caused harm. 
	Working in social services can be extremely challenging, there are 
	often high levels of demand placed on workers which can be difficult for employers and staff. Sometimes there are tight financial controls 
	and budget pressures. 
	It is important that if you have good reason to believe that issues 
	such as workloads, staffing levels, working environments or working 
	arrangements are not safe whether they impact on people who use services or not, you raise your concerns. The Code of Practice requires you to do this. 
	If you are told not to raise or follow up a concern, even by someone more senior than you, you should not stay silent. All of our registrants have a duty to be open and honest. 
	These are examples of things you might want to raise a concern about, and the list is not exhaustive. 
	You have a child protection or adult protection concern about a person who uses care services. 
	Examples 
	Examples 
	• 
	• 
	• 
	Colleagues speaking to people who use services in an abusive, mocking or mimicking way even if ‘in jest’. 

	• 
	• 
	Rough handling or retaliation during restraint. 

	• 
	• 
	Stealing from service users or colleagues. 


	You are concerned about the fitness to practise of one of 
	your colleagues. 

	Examples 
	Examples 
	• 
	• 
	• 
	Coming to work under the influence of alcohol. 

	• 
	• 
	Senior staff instructing others to undertake unsafe practices. 

	• 
	• 
	Abusive or bullying behaviour towards colleagues. 

	• 
	• 
	Making sexualised comments to people who use services or colleagues. 


	You are concerned about the standard or quality of care provided by a care service. 

	Examples 
	Examples 
	• 
	• 
	• 
	Not maintaining the dignity of people who use services during personal care. 

	• 
	• 
	Not changing a child’s nappy and lying about having done so. 


	You are concerned that your employer is not complying with health and safety requirements or any other requirement imposed by law or the Health and Social Care Standards. 

	Examples 
	Examples 
	• Senior staff not taking action following a complaint or not 
	taking a complaint seriously. 
	• Making false records of health and safety checks such as fridge or food temperatures. 
	There are a number of SSSC resources which can provide further guidance and support if you are unsure whether to raise a concern. See Appendix 1. 

	Raising a concern and whistleblowing 
	Raising a concern and whistleblowing 
	There is sometimes confusion about the difference between raising a 
	concern and whistleblowing. 
	What is whistleblowing? 
	Whistleblowing is a legal term – and the Public Disclosure Act 1998 sets out a number of criteria for raising concerns to qualify as whistleblowing. Full details are on this website 

	https://www.gov.uk/whistleblowing 
	https://www.gov.uk/whistleblowing 
	https://www.gov.uk/whistleblowing 

	Whistleblowing is when a worker raises a concern about wrongdoing in the public interest. A worker can blow the whistle to someone in their own organisation or to a third party known as a ‘prescribed person’. The SSSC and the Care Inspectorate are prescribed persons in the whistleblowing legislation. 
	If the concern meets the whistleblowing criteria, then the person 
	who is blowing the whistle is legally protected from suffering any 
	disadvantage or victimisation from their employer because of what they have done. In addition, any acts of victimisation against you by 
	your colleagues should be treated as a disciplinary offence by your 
	employer. Your employment and opportunities for future promotion 
	or training should not be affected. 
	Most employers will have whistleblowing policies and procedures 
	where you can find more information on how to blow the whistle. You should follow your employer’s process first and only report your 
	concerns to a ‘prescribed person’ like the SSSC or Care Inspectorate if your employer fails to take appropriate action. 
	There are a number of places you can find support and advice. 
	Details of these are in Appendix 2. 

	What is not whistleblowing? 
	What is not whistleblowing? 
	Raising a concern and making a complaint or grievance 
	There is a difference between raising a concern and making a 
	complaint or grievance. A grievance or private complaint is about the person’s own employment position and there is no public interest element. For example, a worker may raise a grievance 
	against a colleague for breaching their confidentiality. Most employers will have a specific grievance procedure for doing this. 
	This is not whistleblowing. 
	People who use services, their relatives or members of the public can also make complaints about social service workers or a care service. They can do so by making a complaint to the organisation using their complaints procedure, or to a prescribed body such as the SSSC or the Care Inspectorate. This is not whistleblowing. 

	How to raise a concern 
	How to raise a concern 
	You should always try to raise concerns directly with your employer as far as possible. You can often do this informally, for example in a one to one supervision or team meeting, or by speaking to your manager, or another manager. Informal approaches, when taken early can improve a situation more quickly than ‘saving up’ evidence to raise a concern under formal procedures. All registered services must have a complaints procedure in place. 
	The following checklist may help you raise a concern. 
	Figure
	Check your employer’s procedures for raising and escalating concerns, including any whistleblowing policy. 
	Are you clear about what you are concerned about and why? What evidence do you have? 
	Does this issue just affect you or can you raise your 
	concerns collectively? Even if no one else wants to raise concerns you should still raise them. 
	Have you recorded your concerns anywhere in writing? 
	Even if you raised them verbally you should either follow up with an email or record it somewhere so there is an audit trail. 
	What do you want to achieve by raising the concern? 
	You should acknowledge any personal grievance you have about the situation, but focus on the issue of safety of people using services. 
	If you are having a meeting to discuss your concerns make sure you are prepared for it. 
	Set out what your concerns are, the evidence in support, what you have done, when and why. 
	Don’t forget if you are a member of a trade union or professional association you can contact them for advice and/or support. 
	Raising a concern flowchart 
	Follow the steps set out in this flowchart when you are raising 
	a concern. 
	Do you have a concernabout something in theworkplace? Raising Concerns Flowchart YES Informally raise theconcern with yourline manager oremployerHas your employersatisfactorilyaddressed theconcerns?Continue to monitor YES Formally raise the concerns viayour employer’s procedures(including whistleblowing) NO Has your employersatisfactorily addressed theconcern?Raise your concern directlywith ‘a prescribed person’ likethe SSSC, Care Inspectorateor other relevant body YES Set out what yourconcerns are, theevid
	Can I raise a concern confidentially? 
	You can raise it in confidence or anonymously, but it is better to be 
	open about it. Your focus should be on protecting vulnerable people. 
	It can be difficult to speak out, but there are risks when you raise 
	a concern anonymously. Raising a concern anonymously makes it 
	more difficult to investigate the concern as the person raising the 
	concern is not known and it is therefore not possible to ask follow up questions or request further information to assist the investigation. It is also easier to get protection under whistleblowing law if you raise the concern openly. It is also important to note that although it is anonymous people may still guess who raised the concern. 
	Your employer’s policy should allow you to raise a concern 
	confidentially, which means your name will not be revealed without 
	your permission, unless required by law. When you raise your 
	concern you must make it clear if you are doing so confidentially. 
	What response should I expect when I raise a concern? 
	When raising a concern you should be listened to carefully and you should not worry about how people react. Your employer should 
	investigate your concern, thoroughly, promptly and confidentially. 
	They should tell you how they intend to deal with your concern and set a timescale for responding to you. If this is not the case then you can go to a ‘prescribed person’ like the SSSC or Care Inspectorate. 
	What to do if you’re still not satisfied with how your concern has been dealt with 
	If you have followed all processes available to you through your employer without success or if you feel you cannot raise your concern with your employer you can make a complaint directly with a regulatory body. If your concern is about an individual or 
	If you have followed all processes available to you through your employer without success or if you feel you cannot raise your concern with your employer you can make a complaint directly with a regulatory body. If your concern is about an individual or 
	work colleague this should be raised with the relevant professional regulatory body. If this is a social service worker or student it will be the SSSC. If your concern relates to the quality of care provided by a registered care service rather than an individual, raise it with the Care Inspectorate which is the service regulator. 

	If your complaint relates to a social work service, you should make a formal complaint through the local authority complaints process. 
	Information about what will happen when you raise a concern with the SSSC is at / raising-a-concern/people-who-use-services,-carers,colleagues-and-the-public 
	http://www.sssc.uk.com/fitness-to-practise
	-

	If you or your employer refers a concern to theSSSC or Care Inspectorate you will be expected to cooperate and provide information to us 


	Part 2 Guidance for social service employers and managers 
	Part 2 Guidance for social service employers and managers 
	Developing a culture that encourages openness and honesty is 
	important so that staff feel comfortable with raising concerns. It is everyone’s role to define and develop this mind-set and being proactive about asking staff if they have any concerns for example 
	in supervision will help. Pressures in the work environment are 
	inevitable, but regularly taking the time to discuss these with staff can be a good way to address any concerns the staff may have as 
	a result. You should proactively and routinely seek feedback from 
	staff and welcome complaints as a learning opportunity.  We expect 
	organisations to have oversight of individual’s complaints and consider making changes for everyone’s care as a result.
	 Many employers and managers are also registered with the SSSC in their own right, and so must also comply with the SSSC Code of Practice for Social Service Workers. 
	Employers must treat all concerns with equal importance however they are raised. You should encourage and support a workplace in 
	which staff: 
	• 
	• 
	• 
	can speak openly and freely about their concerns 

	• 
	• 
	can be reassured that whatever they say will be treated with 


	appropriate confidence and sensitivity 
	• 
	• 
	• 
	will be treated courteously and sympathetically and where possible will be involved in decisions about how their concerns are handled. 

	• 
	• 
	have policies and procedures in place to manage concerns which 


	You must also make sure that you: 
	all staff have access to 
	• proactively encourage all staff, including temporary staff, to raise 
	concerns about the safety of service users, including risks posed by colleagues 
	• 
	• 
	• 
	take all concerns seriously and ensure the person who raises the concern is not victimised 

	• 
	• 
	investigate all concerns properly and keep all staff up to date 


	with your progress 
	• protect any staff who raise concerns from unfair criticism or 
	retaliation, including any negative consequences and dismissal 
	• have systems in place to support staff who are the subject of 
	a concern, whether it is due to poor performance, health or behaviour 
	• do not stop anyone from raising a concern. 
	It is important that the instructions you give to staff as managers or employers, or the expectations you have of staff, do not negatively affect the care given or their ability to comply with the SSSC Codes 
	of Practice. 
	You can find information from the SPSO on complaint handling here: 
	http://www.valuingcomplaints.org.uk 
	http://www.valuingcomplaints.org.uk 
	http://www.valuingcomplaints.org.uk 

	Employer’s responsibility under the SSSC Codes of Practice 
	The SSSC Code of Practice for Employers of Social Service Workers sets out your responsibilities for making sure your workforce is 
	trusted, skilled and confident. 
	Part 2 of the Codes says that you must have the culture and 
	systems in place to support social service workers to meet their 
	Code of Practice. This includes: 
	2.1Putting into action and monitoring written policies and procedures, particularly about reporting allegations of harm or abuse to the relevant authority. 
	2.4Having systems in place for social service workers to report 
	inadequate resources or difficulties which might have a 
	negative effect on the delivery of care. Working with social 
	service workers and relevant authorities to tackle such 
	problems. 
	2.5Having systems in place to support workers to whistleblow when they feel that working practises are inappropriate or unsafe for any reason. 
	2.6 Supporting social service workers to meet the standards in their Code of Practice and not requiring them to do anything that might prevent that from happening. 
	Figure

	Duty of Candour 
	Duty of Candour 
	As part of developing a culture of openness and honesty organisations should be aware of their Duty of Candour. The Duty of Candour provisions set out a range of things that need to happen when unexpected or unintended harm has occurred. 
	Where does Duty of Candour come from? 
	The Duty of Candour provisions are set out in the Health (Tobacco, Nicotine etc. and Care) (Scotland) Bill which was given Royal Assent on 6 April 2016. The implementation date for the Duty of Candour provisions was 1 April 2018. 
	The Act introduces a statutory organisational duty of candour on health, care and social work services. 
	What is the Duty of Candour? 
	The overall purpose of the duty is to ensure that organisations are open, honest and supportive when there is an unexpected or 
	unintended incident resulting in harm or death, as defined by 
	the Act. 
	Organisations must follow a duty of candour procedure which 
	includes notifying the person affected, apologising and offering a 
	meeting to give an account of what happened. 
	How can I find out more? 
	You can find more information including a leaflet on the NHS Little 
	Things Make A Big Difference web pages under the Duty of Candour resources section. 
	There is a new elearning module which you can access from the resources section and it is also available on the SSSC Learning Zone. 
	The non-statutory guidance which underpins the organisational duty of candour is available here: / Publications/2018/03/1321 
	http://www.gov.scot

	You can also find information on the Scottish Government website: 
	-
	https://www.gov.scot/Topics/Health/Policy/Duty-of


	Candour 
	Candour 
	Further advice 
	If you need any further advice about raising a concern you can contact the SSSC or the Care Inspectorate. Contact details are noted below. 
	Scottish Social Services Council 
	Phone: 0345 60 30 891 Website: 
	http://www.sssc.uk.com/contact-us 


	Care Inspectorate 
	Care Inspectorate 
	Phone: 0345 600 9527 Website: / 
	http://www.careinspectorate.com/index.php

	contact-us 
	contact-us 
	C O N C E R N S 


	About us 
	About us 
	The Scottish Social Services Council 
	The Scottish Social Services Council (SSSC) was set up in 2001 as the regulatory body for the social service workforce in Scotland. 
	Our work means the people of Scotland can count on social services 
	being provided by a trusted, skilled and confident workforce. We 
	protect the public by registering social service workers, setting standards for their practice, conduct, training and education and by supporting their professional development. Where people fall below the standards of practice and conduct we can investigate and take action. 
	The SSSC Codes of Practice for Social Service Workers and Employers set the standards expected of social service workers and employers. Workers and employers must keep to these standards to protect and enhance the interests of people who use services. If a worker does not adhere to the Codes of Practice then the SSSC may 
	investigate whether their fitness to practise is impaired. 
	The Care Inspectorate 
	The Care Inspectorate was established in 2011 as the regulatory body for care services in Scotland. It has the general duty of furthering improvement in the quality of care services in Scotland. 
	Its vision is that everyone experiences safe, high-quality care that meets their needs, rights and choices. 
	The Care Inspectorate inspects registered care services, assessing quality against the Health and Social Care Standards.  It can 
	investigate complaints about care services. If it finds that care is not 
	good enough, it can take action including making recommendations and issuing requirements for improvement and change. 
	Appendix 1 – Resources 
	The SSSC has a number of different resources available to provide 
	help and support to social service workers and employers, including: 
	The Continuous Learning Framework introduces you to different aspects of your learning and development in social services, including how your employer can support you.  
	Making better decisions gives examples of situations and dilemmas you may come across at work. It helps you to safely experience the impact of the decisions you make in these situations and to address these if something goes wrong. 
	You will find all our learning resources on the Learning Zone and resources to support your leadership development on Step into Leadership. 
	Duty of Candour 
	You can find guidance focusing on the implementation of the duty of 
	candour procedure for all organisations that provide health services, care services or social work services in Scotland on the Scottish 
	Government website here: 
	-
	https://www.gov.scot/Topics/Health/Policy/Duty-of

	Candour 
	The Scottish Social Services Council in partnership with Care Inspectorate, Healthcare Improvement Scotland, Scottish 
	Government and NHS Education for Scotland has developed an 
	e-learning module on the Learning Zone for workers which will support organisations with implementation. 
	Appendix 2 - Help and advice 
	If you are not sure whether, or how, to raise a concern, you can get advice from: 
	• 
	• 
	• 
	a senior member of staff or an impartial colleague 

	• 
	• 
	your trade union representative 

	• 
	• 
	your professional association 

	• 
	• 
	Citizens Advice 


	https://www.citizensadvice.org.uk 
	https://www.citizensadvice.org.uk 

	• an employment law solicitor – you can search the Law Society of Scotland website for solicitors in your area 
	https://www.lawscot.org.uk/find-a-solicitor 
	https://www.lawscot.org.uk/find-a-solicitor 

	• Advisory, Conciliation and Arbitration Service (ACAS) – a government body which provides free and impartial information and advice to employers and employees on all aspects of workplace relations and employment law 
	-

	http://www.acas.org.uk 
	http://www.acas.org.uk 

	• Public Concern at Work – a charity which provides free, confidential legal advice to people who are concerned about wrongdoing at work and not sure whether, or how, to raise a concern 
	-

	http://www.pcaw.org.uk 
	http://www.pcaw.org.uk 

	Raising concerns at work, while the right thing to do, can be very stressful, particularly if you are worried that you will receive a negative response. It is important to stay focused on the issue you raised concerns about, but you will need to be resilient to see things through. It is important you get advice and support from the people or organisations above and from family and friends. 
	Figure
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	Scottish Social Services Council 
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	Tel: 0345 60 30 891 
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	Web: www.sssc.uk.com 
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