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identifies any necessary planned service improvements. Some of the planned service
improvements that have been implemented include:
= improved communication
= streamlining systems and processes
= review of communication between teams
NHS COMPLAINTS
Complaint Reasons

In 2017-18 a total of 114 complaints about Dundee Health and Social Care Partnership health
services were received.

In future annual reports we will provide previous years’ figures as a comparison. Please note
further detailed information on the reasons for complaints is not currently readily accessible.

Complaints by Reason for Concern

The top 5 complaint category reasons for Health complaints were:

Staff attitude

Disagreement with treatment/care plan
Problem with medication

Unacceptable time to wait for appointment
Lack of support

For 28 complaints (25%) we agreed that the complainant had reason to complain, resulting in
these complaints being upheld.

Complaint Stages

50 complaints were handled as a Frontline resolution, and 64 were handled as an Investigation.

Frontline Resolution 50
Escalated to Stage 2 Complaint 20
Non escalated Stage 2 complaints 44

It has not been possible to report on health complaints forwarded to the Scottish Public Service
Ombudsman for this annual report. It is planned to gather this information for future reports.

Complaints resolved within timescales

82% of stage 1 complaints were responded to within the timescales of 14 days.

In comparison only 35% of stage 2 complaints were responded to within timescales. Measures
are put in place to improve the performance of complaint resolution timescales, including active
monitoring of open complaints by the NHS Tayside Complaint and Feedback Team.

COMPLAINTS ABOUT THE INTEGRATION JOINT BOARD
No complaints were received about the functions of the Integration Joint Board in 2017/18.
QUALITY ASSURANCE MEASURES

Monthly meetings are undertaken as a wider part of quality assurance measures, where a
selection of NHS and Social Work complaints are analysed to look at the quality of the complaint
response and whether timescales are met.

For situations where responses to complaints have been outwith the required timescales and /
or the quality of the complaint response is not sufficient, actions will be taken to alert Senior
Managers and complaint management materials and training will be made available to
complaint handlers where appropriate.
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COMPLIMENTS

The Partnership also regularly receives compliments from the people who use our services,
their families and carers.

This compliment was received about the blue badge service:
"Thank you for your quick response the service has been great”
This compliment was received about a Care Management Team for Older People:

"l wanted to let you know that the work and empathy of my mum's Care Manager was second
to none. Although he was only involved for a short time prior to her passing, he showed the
care and commitment that made those last weeks for her as comfortable and the best they
could be by way of ensuring that her care was met by those she knew and trusted. So often
we only hear the negatives but | wanted you to know that on behalf of her family and friends
that her care was superb”

These compliments were received about the Equipment Store at the Dundee and Angus
Independent Living Centre:

"Thank you. | am delighted at the speed of the refurbishment for the shower chair so | just
wanted to pass on my thanks to all involved for this.”

"Would you please convey my appreciation and thanks you to each and every one of you who
are making my life so much easier. It is absolutely fantastic to be able to get equipment in
before I've even turned around, the patients really like the telephone calls beforehand and my
patient... is absolutely tickled pink at now being able to go home instead of long term care.”

This compliment was received about Ward 4, Victoria Hospital:

"Please note | must take time to compliment all nursing staff & doctors at ward 4 for all the
attention and care I received during my stay which was second to none... ”

This compliment was received about staff at a Partnership care home:

"My mother-in-law was a resident for eight months until she died. Staff at the care home
welcomed her into the home and respected her and valued her uniqueness. The staff provided
excellent care and support for her from day 1, they encouraged us as a family to make it as
homely as possible so that she would feel more comfortable. They had shown her and the
family compassion - dignity and were always respectfully present without being intrusive
during her last days, they made a very difficult situation so much easier not only for my
mother-in-law but for all her family.”

RISK ASSESSMENT

Risk 1
Descri

The risk of not improving our Complaint resolution timescales will result in
increased customer dissatisfaction and non-compliance with our complaint
ption procedure which may result in improvement recommendations from the
SPSO.

Risk Category Governance

Inherent Risk Level | Likelihood 4 x Impact 3= 12 High risk

Mitigating Actions - Weekly reporting on open complaints to Locality Managers, and
(including timescales Head of Service
and resources ) - Regular Quality Assurance meetings

- Exception reporting of complaints outwith timescales to the Chief
Officer

- Increased staff awareness of the complaint procedures.

- Recruitment of staff member with focus on complaint
administration by the DHSCP
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Residual Risk Level | Likelihood 3 x Impact 3 = 9 High Risk
Planned Risk Level | Likelihood 2 x Impact 3 =6 Moderate Risk

Approval The risk should be accepted with the expectation that the mitigating actions
recommendation make the impacts which are necessary to improve the complaint resolution
timescales.

11.0 POLICY IMPLICATIONS

This report has been screened for any policy implications in respect of Equality Impact
Assessment and Risk Management. There are no major issues.

12.0 CONSULTATIONS

The Chief Officer, Head of Service, Health and Community Care and the Clerk were consulted
in the preparation of this report.

Dave Berry DATE: 5™ September 2018

Chief Finance Officer

Clare Lewis Robertson
Senior Officer, Business Planning and Information Governance
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ITEM No ...9............

Dundee C)O

Health & Social Care
Partnership

REPORT TO: PERFORMANCE & AUDIT COMMITTEE - 25 SEPTEMBER 2018
REPORT ON: RISK MANAGEMENT INTERNAL AUDIT REPORT

REPORT BY: CHIEF FINANCE OFFICER

REPORT NO: PAC36-2018

1.0 PURPOSE OF REPORT

2.0

2.1

2.2

3.0

4.0

4.1

4.2

4.3

4.4

5.0

The purpose of this report is to advise the Performance and Audit Committee of the outcome of
the Internal Audit assessment of the Risk Maturity of the 1JB.

RECOMMENDATIONS
It is recommended that the Performance & Audit Committee (PAC):

Notes the content of the Internal Audit Assessment of the |UB’s Risk Maturity as set out in
Appendix 1.

Remits the Chief Finance Officer to provide an action plan to respond to the issues raised within
the report at the PAC to be held on 27" November 2018.

FINANCIAL IMPLICATIONS
None.
MAIN TEXT

Dundee Integration Joint Board’s current Internal Audit plan includes a review of the
development of the IJB’s Risk Management arrangements and the current risk maturity of the
organisation.

Risk management arrangements within the 1JB are currently under review as part of a wider
consideration of Health and Social Care Integration governance and the intention of the review
is to assist in the further development of Risk Management processes and assurances.

Following the assessment, the Chief Internal Auditor commends the 1JB for its progress to date
and the priority given to Risk Management, whilst highlighting the need for significant further
work to be undertaken as the organisation matures. In particular, the Chief Internal Auditor
welcomes the introduction of a process to create an integrated IJB Operational Risk Register
as a necessary corollary to the IJB’S agreed model of governance.

The report notes a number of developments and improvements which will be taken forward as
part of an action plan to be presented to the November PAC.

POLICY IMPLICATIONS

This report has been screened for any policy implications in respect of Equality Impact
Assessment and Risk Management. There are no major issues.
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6.0 RISK ASSESSMENT

This report has not been subject to a risk assessment as it relates to the development of an
action plan in line with the findings of the Annual Internal Audit Report.
7.0 CONSULTATIONS

The Chief Officer, Chief Internal Auditor and the Clerk were consulted in the preparation of this
report.

8.0 BACKGROUND PAPERS

None.

Dave Berry DATE: 5 September 2018
Chief Finance Officer
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APPENDIX 1

DRAFT FINAL REPORT

DUNDEE 1IB
INTERNAL AUDIT SERVICE

audit and management services

RISK MATURITY ASSESSMENT
REPORT NO. D04/18

Issued To: D Lynch, Chief Officer
D Berry Chief Finance Officer

C Lewis Robertson, Senior Officer (Business Planning and Information
Governance)
[A Chappell, Locality Manager]

[Chief Executive NHS Tayside]
[Chief Executive Dundee City Council]

P Redpath, Senior Manager- Internal Audit, Dundee City Council

[Audit Committee]
[External Audit]

Date Draft Issued: 29 August 2018
Date Response Required: 10 September 2018
Target Audit Committee Date: 25 September 2018

Please do not print unless absolutely necessary
Help your organisation reduce its carbon footprint
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Dundee 1JB Risk Maturity Assessment
Internal Audit Service Report No. D04/18

INTRODUCTION & SCOPE

1. Integrated Resources Advisory Group Finance guidance states that ‘The Chief
Officer will be responsible for establishing the Integration Joint Board'’s risk strategy
and profile and developing the risk reporting arrangements. There should be
regular reporting on risk management to the Integration Joint Board”.

2. The CIPFA ‘Delivering Good Governance’ in Local Government Framework 2016
places a responsibility on the authority to ensure additional assurance on the
overall adequacy and effectiveness of the framework of governance, risk
management and control is provided by the internal auditor.

3. The Public Sector Internal Audit Standards (PSIAS) 2010 state that ‘the internal
audit activity must evaluate the effectiveness and contribute to the improvement of
risk management processes’.

4. Dundee 1JB noted the finalised 1JB Risk Management Policy & Strategy in May
2016.

5. The scope of this review is to evaluate and report on the risk maturity of the
organisation. The Institute of Internal Auditors (lIA) document ‘An approach to
implementing Risk Based Internal Auditing’ provides guidance on assessing the
organisation’s risk maturity and Annex F of the Audit Committee Handbook 2008
sets out Key Lines of Enquiry for an Audit Committee including assessment of risk
management processes.

6. Risk management arrangements within the 1JB are currently under review as part
of a wider consideration of HSCI governance and this review is intended to assist
in the further development of Risk Management processes and assurances.

OBJECTIVES

7. Our audit work was designed to evaluate whether appropriate systems were in
place and operating effectively to mitigate risks to the achievement of the objective
identified below.

8. As stated in the IUB Risk Management Policy & Strategy, ‘the 1IBs believe that
appropriate application of good risk management will prevent or mitigate the effects
of loss or harm and will increase success in the delivery of objectives, better clinical
and financial outcomes, achievement of targets and fewer unexpected problems’.

9. The Policy & Strategy also sets out the key benefits of effective risk management:

< appropriate, defensible, timeous and best value decisions are made;

< risk ‘aware’ not risk ‘averse’ decisions are based on a balanced appraisal of risk
and enable acceptance of certain risks in order to achieve a particular goal or
reward:;

high achievement of objectives and targets;
high levels of morale and productivity;
better use and prioritisation of resources;

high levels of user experience/satisfaction with a consequent reduction in
adverse events, claims and/or litigation; and

< a positive reputation established for the Integration Joint Boards.

e
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Internal Audit Service Report No. D04/18
RISKS

10. The following risks could prevent the achievement of the above objectives and
were identified as within scope for this audit:

< The organisation may not be managing risks appropriately because it does not
have a comprehensive risk management framework, congruent with those of its
partner organisations in place comprising appropriate strategy, structures,
policies and procedures based on sound risk management principles
appropriate to integrated working;

< Risks are not considered and addressed as part of all decision making activities.

< All relevant strategic and operational risks may not be accurately identified,
assessed, evaluated, recorded and monitored;

< The quality of data including risks, controls and assurance may not be to the
required standard;

< Risk responses may not be appropriate and aligned with an appropriately
defined and approved risk appetite;

< Relevant risk information may not be captured and communicated in a timely
manner across the organisation, enabling staff, management and the Board to
carry out their responsibilities;

< Users may not have appropriate knowledge of, and access to, robust risk
management systems which are structured to allow partnership working;

< Training and awareness for all stakeholders of the risk management process
may be insufficient;

< Adequate resources may not available to support the risk management process;
< Risks with partner organisations may not be appropriately managed in that;
e Responsibility for managing operational risks may not clearly assigned

o Effective assurance and reporting arrangements may not be in place over
all risks relating to delegated functions

e  Appropriate assurances may not be provided to all relevant bodies and their
Audit Committees on the operation of risk management and the integrity of
systems

AUDIT OPINION AND FINDINGS

11. Dundee 1JB is currently developing its Risk Management arrangements. This
review is intended to assist management by identifying key areas to be taken
forward as part of that process and therefore no audit opinion is expressed.
However, we would commend the 1JB for its progress to date and the priority given
to Risk Management, whilst highlighting the need for significant further work to be
undertaken as the organisation matures. In particular, we welcome the introduction
of a process to create an integrated 1JB Operational Risk Register as a necessary
corollary to the IJB’S agreed model of governance.

12. The Senior Officer (Business Planning and Information Governance) has been
delegated with operational responsibility for Risk Management with the Chief
Officer having overall accountability for the 1JB’s risk management framework,
ensuring that suitable and effective arrangements are in place to manage the risks
relating to the functions within the scope of the 1JB.
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13. The 1IB Risk Management Strategy was approved by the 1JB in May 2016. It is
based on an NHS Tayside wide format but with the following specific amendments
to ensure that the shared nature of the risk between the 1JB, NHS Tayside and
Dundee City Council is explicit and that the terms of the strategy are consistent
with the Dundee Integration Scheme as well as to ensure the shared nature of the
risk management process reflects the respective responsibilities of all the partners.

“1.4 Operational risks represent the potential for impact (opportunity or threat)
within or arising from the activities of an individual service area or team operating
within the scope of the IIBs activities. Parent bodies and the 1JB will share
responsibility for managing operational risks and the development of activities and
controls to respond to these. Where a number of operational risks impact across
multiple services areas or, because of interdependencies, require more strategic
leadership, then these can be proposed for escalation to ‘strategic risk’ status as
above.”

‘3.1.3 Appropriate ownership of risk: Specific risks will be owned by/assigned to
and managed by those individual/s who are best placed to oversee the risk and
manage the development of any new risk controls required by the Chief Officer of
the relevant 1JB in conjunction with the NHS Chief Executive and the Chief
Executive of Dundee City Council.”

These amendments, in our view, appropriately reflect the governance model of the
1JB.

14. The organisation’s high-level risk register was reported to the Performance & Audit
Committee (PAC) in February 2018 and again in June 2018 as part of the Annual
Risk Management overview. The risk register identifies the ten key strategic risks
for the partnership and provides a description, alongside the original, current and
target risk scores, mitigating actions and a narrative section.

15. All reports requiring a decision now include an enhanced risk assessment section.
The report template includes a mandatory narrative section which provides a
framework for ensuring that all decisions are informed by appropriate risk
assessments.

16. Work has been ongoing during the year to develop a local operational risk register.
This work was originally planned to include business continuity planning and to be
monitored by the PAC, but this has not yet been presented. The Dundee 1JB
Annual Risk Management report presented to the 29 May 2018 PAC identified
areas of further development. These should be supplemented by additional
recommendations arising from this review and we would recommend the
production of a timetable to ensure that the implementation of these developments
is prioritised and can be monitored by the PAC.

Detailed findings

17. Neither parent body Risk Management Strategy (RMS) fully recognises the
complex relationships with 1JBs in terms of shared risk and a range of other
activities. However, the NHS Tayside Risk Management Strategy does reference
the risk management policy and strategy for use within Health and Social Care
Partnerships, and the Dundee City Council Strategy is being redrafted. The current
strategies are not consistent with those of the 1JB and therefore do not set out the
arrangements between the bodies for the ownership, identification and escalation
of risk. All three Risk Management Strategies (RMS) should be updated within a
common set of principles to ensure consistency and congruence, noting that the
Dundee City Council RMS is currently under review.
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18. Whilst the RMS does not have a formal review date s10.4 states that ‘This policy
and strategy will be reviewed annually by the Risk Managers from NHS Tayside
and the Local Authorities to ensure that it reflects current standards and best
practice in risk management and fully reflects the Integrated Joint Board’s business
environment.’ It is not apparent that this review has taken place and, in any event,
the 1JB should take responsibility for reviewing its own RMS, albeit in consultation
with the parent bodies.

19. The update of the Dundee IJB RMS should consider the following potential
enhancements:

< The ‘Governance, roles and responsibilities’ section should be amended to:

e Recognise the responsibility of the Board to consider the Risk Register at
least bi-annually (see below);

o Reflect the role of the Performance and Audit Committee for reviewing the
overall system of Risk Management, consistent with its Terms of Reference;

e Enhance the section in relation to the role of the Senior Management Team
(SMT) in reviewing risks and considering current scores, controls and
tolerance; and in escalating risks to the 1JB, Strategic Risk Register and to
partner bodies. This section should also make reference to the role of
groups below the SMT;

e Completely revise section 4.6 which currently states ‘It is the responsibility
of relevant specialists from the partner bodies, (such as internal audit,
external audit, risk managers and health and safety advisers) to attend
meetings as necessary to consider the implications of risks and provide
relevant advice. It is the responsibility of the partner bodies to ensure they
routinely seek to identify any residual risks and liabilities they retain in
relation to the activities under the direction of the IJB’. This section should
be replaced by an appropriate mechanism for formal escalation of risks to
the parent bodies and vice versa;

e Incorporate a set of agreed Risk Management principles, including as a
minimum those topics covered within the Risk Management section of the
HSCI governance principles agreed with NHS Tayside, whilst ensuring that
the views of Dundee City Council are also incorporated.

< Similarly, s8.3 states ‘It is expected that partner bodies will use 1JBs risk reports
to keep their own organisations updated on the management of the risks,
highlighting any 1JBs risks that might impact on the partner organisation.’ This
section should also be reviewed in consultation with the officers responsible for
Risk Management within the partner bodies to ensure that it can operate
effectively in practice and in accordance with the agreed principles referred to
above;

< As systems develop, consideration should be given to the creation of operational
procedures/policies to provide guidance to managers and support the delivery
of the RMS.

20. The approved format for the risk register is set out in Appendix 2 of the RMS.
However, this format was not considered practicable and the risk register does not
currently contain information on assurances in place over the controls mitigating
each risk, nor timescales for actions designed to reduce those risks. Risk reporting
arrangements should be reviewed, specifically in relation to explicitly linking
objectives, risks, controls/actions and assurances/performance reporting within the
context of the 1JB governance structures.
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21. Although reported to the February 2018 PAC meeting, the Risk Register was not
presented to the 1JB itself during 2017/18 and was not taken to the June 2018 1JB
as intended.

22. The Risk Management Annual report was presented to the May 2018 PAC and
included an updated risk register. However, whilst it outlined developments during
the year it did not provide formal assurance to the PAC. Best practice would involve
the use of a recognised methodology to form the basis for an overt opinion on the
adequacy and effectiveness of risk management arrangements.

23. The report also highlighted proposed improvements including addressing the issue
identified above in relation to presenting the Strategic and Operational Risk
Registers to the Integration Joint Board following detailed scrutiny by the
Performance and Audit Committee and working with the 1JB to set the |JB’s risk
appetite. It also proposed the development of Key Performance Indicators to
provide assurance on the operation of the Risk Management system throughout
the year. We would recommend that the full IJB review the Risk Register at least
bi-annually and that any risks above risk appetite be reported more frequently,
together with an associated plan to mitigate the risk to tolerable levels.

24. S4.3 of the RMS sets out the duties of the SMT but there is currently no regular
mechanism for the formal review of the Risk Register or for ensuring that any
current issues are considered for inclusion within the operational or strategic risk
registers. In this regard, we would highlight the risk relating to drug and alcohol
treatment waiting times which has an inherent, current and planned risk rating of
25, but which was not overtly considered for escalation to the 1JB, inclusion within
the Strategic Risk Register or for escalation to the parent bodies.

25. During our review we were pleased to note the work being undertaken to produce
a coherent, integrated risk register within one locality, as a precursor to an exercise
to be undertaken across the IJB. In our view, this entirely consistent with and
appropriate for the model Dundee |JB’s governance model.

26. Once completed, there would be benefit in recording an agreed methodology for
this approach in the form of a formal policy/procedure to ensure consistency and
to build iteratively on the good work already undertaken.

27. Whilst the work above is a step forward, it cannot be completed without agreement
with the partners as it would not be efficient to maintain three risk registers
containing duplicate or similar risks and there is the inevitable prospect that one or
more would not be maintained effectively. This should be the subject of detailed
discussion with the parent bodies and the agreed solution should be recorded
within the RMS.

28. The Strategic Risk register is high-level and reflects a number of risks envisaged
at the establishment of the 1JB. As noted above, there is not yet evidence of
material operational risks percolating through to the Strategic Risk Register and
we note that there is no overt linkage to the Strategic Plan. In the longer term, we
would recommend consideration of a horizon scanning process possibly through
an annual Board Development Event at a suitable point in the year, predicated
around risks to the delivery of the Strategic Plan, also informed by the risk registers
of the Health Board and Council. This would enhance Board understanding and
ownership of the Risk Register and allow newer members, who were not in place
when the Risk Register was formulated, to participate fully.
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29. In the fullness of time it would be preferable to identify and formalise the links
between the strategic/operational risk registers and the following sources of
information on risk, recognising the key roles of the R2 group and the PAC:

Complaints & Claims

Losses and Compensation Register

Incident reporting & associated investigation

Internal Audit Reports

External Audit Reports

Internal reviews such as Fire Safety, H&S, Clinical Audit
External reviews such as HSE, HIS, MWC, Care Commission
Other legal or regulatory reviews

30. Again, in the longer term, the 1JB should consider training in 1JB risk management
systems and procedures for staff with responsibility for risk.

31. Whilst the 1JB has made considerable progress, there is a significant amount of
work to be undertaken before the IJB has a fully integrated risk management
system aligned to its governance model and vision. As highlighted above, this work
will require to be carefully planned and prioritised and should be monitored by the
PAC. Whilst the IJB has shown commitment to Risk Management and has staff
dedicated to the delivery of appropriate Risk Management systems, it should
ensure that support from the parent bodies, as required by the Integration Scheme,
is sufficient to support the 1JB in this work.

ACTION

32. An action plan [has been agreed with management] to address the identified
weaknesses. A follow-up of implementation of the agreed actions will be
undertaken in accordance with the audit reporting protocol.

ACKNOWLEDGEMENT

33. We would like to thank all members of staff for the help and co-operation received
during the course of the audit.

A Gaskin BSc. ACA
Chief Internal Auditor
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Action Plan

Ref.

Finding

Audit Recommendation

Priority Management Response / Action

Action by/Date

Dundee IJB has already identified
some future enhancements to the
system of Risk Management. This
report highlights a number of
additional areas developments.

The findings of this report,
together with the proposed
enhancements presented to the
May 2018 PAC should be
prioritised so that a timetable
can be presented to the PAC for
approval and monitoring.

2

An action plan and associated
timetable addressing all of the
findings of this report will be
presented to the November
Performance and Audit Committee.

Head fo Finance
and Strategic
Planning

November 2018
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Risk Maturity Assessment
Report No. D04/18

DEFINITION OF ASSURANCE CATEGORIES AND RECOMMENDATION PRIORITIES

Categories of Assurance:

A

Good

Broadly Satisfactory

Adequate

Inadequate

Unsatisfactory

Unacceptable

There is an adequate and effective system of risk management,
control and governance to address risks to the achievement of
objectives.

There is an adequate and effective system of risk management,
control and governance to address risks to the achievement of
objectives, although minor weaknesses are present.

Business objectives are likely to be achieved. However,
improvements are required to enhance the adequacy/ effectiveness
of risk management, control and governance.

There is increased risk that objectives may not be achieved.
Improvements are required to enhance the adequacy and/or
effectiveness of risk management, control and governance.

There is considerable risk that the system will fail to meet its
objectives. Significant improvements are required to improve the
adequacy and effectiveness of risk management, control and
governance and to place reliance on the system for corporate
governance assurance.

The system has failed or there is a real and substantial risk that the
system will fail to meet its objectives. Immediate action is required
to improve the adequacy and effectiveness of risk management,
control and governance.

The priorities relating to Internal Audit recommendations are defined as follows:

Priority 1 recommendations relate to critical issues, which will feature in our evaluation of the
Governance Statement. These are significant matters relating to factors critical to the success
of the organisation. The weakness may also give rise to material loss or error or seriously
impact on the reputation of the organisation and require urgent attention by a Director.

Priority 2 recommendations relate to important issues that require the attention of senior
management and may also give rise to material financial loss or error.

Priority 1 and 2 recommendations are highlighted to the Audit Committee and included
in the main body of the report within the Audit Opinion and Findings

Priority 3 recommendations are usually matters that can be corrected through line
management action or improvements to the efficiency and effectiveness of controls.

Priority 4 recommendations are recommendations that improve the efficiency and
effectiveness of controls operated mainly at supervisory level. The weaknesses highlighted do
not affect the ability of the controls to meet their objectives in any significant way.
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1.0 PURPOSE OF REPORT

2.0

2.1

2.2

2.3

3.0

4.0

4.1

4.2

4.3

4.4

The purpose of this report is to advise the Performance & Audit Committee of the outcome of
the recent Mental Welfare Commission Report “Themed Visit to People with Dementia in
Community Hospitals”.

RECOMMENDATIONS
It is recommended that the Performance & Audit Committee (PAC):
Notes the content of the Mental Welfare Commission’s report (attached as Appendix 1);

Notes the good practice identified within Royal Victoria Hospital in relation to provision of
activities contained within the report as described in section 4.4 of this report;

Notes the actions in relation to the report recommendations with regards to Royal Victoria
Hospital as described in section 4.5 & 4.6 below (and attached as Appendix 2).

FINANCIAL IMPLICATIONS
None.
MAIN TEXT

The Mental Welfare Commission visited Royal Victoria Hospital Medicine for the Elderly wards
on 26 July 2018. This visit was part of a wider programme of themed visits to community
hospitals within Scotland to review the care and treatment of people with dementia. In total 78
wards were visited across 56 of the 89 community hospitals across Scotland. The report
identified that the care and treatment provided within community hospitals is generally good and
these facilities are valued by patients and carers

The report highlighted that much of the focus of care is on the physical reasons for which most
patients were initially admitted, and identified a range of recommendations for ways in which
care, treatment and the environment could be improved in relation to meeting the needs of
patients with dementia.

The report did not make any specific recommendations regarding Royal Victoria Hospital but
did make 12 general recommendations to be considered for all community hospitals. These
recommendations cover a number of areas including environment, patient and carer
experience, care planning and access to specialist dementia services, provision of activities,
and staffing.

Royal Victoria Hospital was given particular mention within the report as having an activity
programme and a very successful policy of inviting carers to join physiotherapy and
Occupational Therapy groups. The report also highlighted that staff spoke of the programme
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motivating the individual, and that carers became involved and more confident about carrying
out these tasks with their relative after discharge.

4.5 A multidisciplinary short life working group was formed and devised an agreed timetabled action
plan in response to the report recommendations. Benchmarking against each of the
recommendations was carried out and has resulted in a number of actions to be progressed to
ensure service meets and exceeds the report recommendations

4.6 The action plan has identified areas where the service meets or exceeds the recommendations
through the use of a Red, Amber, Green (RAG) rating system wherein Green — meets or
exceeds recommendation, Amber — service partially meets recommendation but further work
required, Red — service non-compliant with recommendation.

4.7 The agreed action plan was submitted to NHS Tayside’s Director for Strategic Change as part
of the wider NHS Tayside response to the Mental Welfare Commission report.

5.0 POLICY IMPLICATIONS
This report has been screened for any policy implications in respect of Equality Impact
Assessment and Risk Management. There are no major issues.

6.0 RISK ASSESSMENT
This report has not been subject to a risk assessment as it relates to the publication of Mental
Welfare Commission information and is for information only.

7.0 CONSULTATIONS
The Chief Officer and the Clerk were consulted in the preparation of this report.

8.0 BACKGROUND PAPERS
None.

Dave Berry DATE: 5™ September 2018

Chief Finance Officer

Peter Oswald
Specialty Manager, Medicine for the Elderly & Psychiatry of Old Age Services
Health & Social Care Partnership
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Our mission and purpose

Qur
Mission

Our

Purpose

Our
Priorities

Our

ACtiviy

To be a leading and independent voice in promoting

a society where people with mental iliness, learning
disabilities, dementia and related conditions are treated
fairly, have their rights respected, and have appropriate
support to live the life of their choice.

We protect and promote the human rights of people
with mental illness, learning disabilities, dementia and
related conditions.

To achiieve our riission and purpose over the riext three years
we have identified four strategic priorities.

« To challenge and to promote change

» Fecus on the most vulnerable

+ increase our iImpact (in the work that we do)
* Improve our efficiency and effectiveness

» [nfluencing and empowering
» Visiting individuals

= Monitoring the law

» Investizations and casework
» Information and advice
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Executive summary
Introduction and background

This is the first time the Mental Welfare Commission has visited community hospitals to
look at the care and treatment of people with dementia. This report gives a picture of the
experience of patients and carers in these hospitals.

We visited 287 people with dementia, or who were being assessed for dementia, in 78
wards in 56 of the 89 community hospitals across Scotland. We did this because we
know that a large proportion of patients in community hospitals have dementia.

Overall, around a quarter of patients had a diagnosis or were being assessed for
dementia.

There has been a policy focus, in the three Scottish dementia strategies since 2010, on
improving care for people with dementia in general hospitals.

Community hospitals vary considerably in scale, and in terms of the services they
provide. They are small local hospitals providing a range of services close to their local
community.

The visits

We visited wards between June and September 2017 and met every patient who was
able and willing to talk to us. We spoke with staff, and reviewed case files and drug
prescription sheets, including those of patients we had not been able to talk with. We
also heard from 104 carers.

We saw patients in a range of urban and rural settings, and in a range of larger and
smaller units, including those where local GPs manage beds, and where beds were
managed by specialist clinicians, usually geriatricians.

Three fifths of patients we saw or reviewed were female, and about half were 85 or over.

Just over half had been in the community hospital for a month or longer, and 18% for
more than three months. Only 22% had been in the hospital for 15 days or less.

Summary of findings
Environment

We found that more work could be done to personalise ward environments, and to make
them more dementia friendly and provide more dementia-friendly resources.

All the wards were clean, and almost all were in good decorative order. Most felt like a
pleasant place to be. Although, five wards felt very or fairly unpleasant, and 16 felt
clinical.

Many community hospitals are in old buildings, and there were particular challenges in a
few, for example, lack of access to shower facilities. However, not all old wards provided
a poor environment, and newly-built wards did not necessarily provide a good
environment.

Only a third of wards had carried out a dementia-friendliness audit of the environment.
Problems included poor signage, flooring which could increase the risk of falls, and lack
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of contrasting colours for toilet seats and grab rails to assist people with dementia to
recognise and use them.

Personalisation could be improved on more than half the wards and there was variation
in provision of dementia-friendly resources. There were examples of simple and low cost
good practice, but we were concerned that some wards had very little to make them
dementia-friendly.

Carers’ experiences

We heard from 104 carers and relatives, and generally, they felt positive about their
relative's care and felt welcome on the wards. They valued the fact that their relative was
in a local hospital, with flexible visiting, and with an atmosphere which was more relaxed
and welcoming than in a busy acute hospital.

We wanted to see if families and carers felt fully involved, as outlined in Equal Partners
in Care (EPiC)." In the main they were kept well informed, but there was scope for them
to be involved more proactively in decisions about care and treatment.

Only half had had a verbal or written introduction to the ward.

Informal communication with nursing staff was good but only a third reported being able
to speak to a doctor. In some wards carers were invited to review meetings, but two in
five were not. Only just over half were given feedback from the ward round.

The majority were satisfied with the arrangements for feedback but 14% felt dissatisfied
at the lack of a regular, reliable flow of information.

Half of the carers felt they were able to help with activities like mealtimes and social
activities at least sometimes, but one in five reported never being able to do so.

One in five carers felt their relative’s skills were not being maintained and two in five felt
this was partial.

There was scope for carers to be given more information about supports they could
access for themselves. Only 17% had been signposted to support by ward staff.

Care planning

Very few patients had been admitted to hospital for care and treatment relating to
dementia. Almost all had had a fall, or had a physical illness.

We saw that care planning focused very heavily on physical health care issues, and that
physical health care needs were being well met. There was very good input from
occupational therapy (OT) and physiotherapy services, focusing on rehabilitation. There
seemed to be good input from geriatricians, who manage beds in some hospitals, but
also provide medical input in some other hospitals.

However, in about half of care plans there was a lack of person-centred focus.

In three fifths of cases life story information was recorded, and in half of these we felt
that information was being gathered well, but in a fifth of cases we saw no information.

! hitp:fAvww knowledge scot. nhs, uk/home/portals-and-topics/equal-partners-in-care/about-egqual-
pariners-in-care. aspx
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Care plans recorded physical health care interventions well, but there was a lack of care
planning for care and support focusing on the patient's dementina.

Few care plans had information about a patient's abilities and skills, and few detailed
how a patient was to be supported with personal care, and encouraged to maintain their
skills and independence as much as possible.

We saw evidence of care planning for stressed/distressed behaviour in only a few cases
(16%), often associated with good input from specialist mental health services.

Of the 57 cases where we felt a care plan for stressed/distressed behaviour should be in
place but was not, half were being prescribed medication to be given ‘as required’ for
agitation. We would have hoped also to see a care plan which sets out other
interventions to minimise a patient's stress and agitation.

Medication prescription and review

We recorded information about this for 85% of patients, of whom just over half were
prescribed psychotropic medication.

Most patients who are prescribed psychotropic medication are having reviews of their
continuing need for this. In about a third of cases, the review was in consultation with a
psychiatrist or community psychiatric nurse.

For 43 people prescribed more than one psychotropic medication, there was evidence
that medications were being reviewed in consultation with a pharmacist in just over a
third.

A quarter of the people whose care we looked at were prescribed medication if required’
for agitation. We were disappointed that more than half did not have a care plan for the
use of this medication.

Rights

Three quarters of patients had a certificate of incapacity in place, in most cases with a
treatment plan. This was an improvement since our visits in 2010 to people with
dementia in general hospitals. In 27 cases without a certificate (9%), Commission
visitors thought that one was probably necessary.

In a very few cases we felt there were possible issues of unlawful detention, and in one
case the patient was detained under mental health legislation after our visit. In all these
14 cases, a care plan for responding to stressed/distressed behaviour would have been
appropriate but was not in place.

In five hospitals electronic location devices were being used.

When we discussed issues with staff in wards, we felt that staff often were not familiar
with incapacity and mental health legislation.

In a quarter of cases restraint was being used, usually bed rails. In most cases there
was an appropriate risk assessment, and we saw some risk assessments which clearly
identified that the use of bed rails was not appropriate. However, in some files there was
no information about a specific assessment, and in a few hospitals files would simply
record that bed rails were in place ‘as per hospital policy’. In one case, bed rails were in
place despite an assessment that they were not appropriate.
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In a third of cases where restraint was being used there was little or no evidence of
regular reviews.

A third of patients we saw had previously granted powers of attorney and in a very few
cases a guardianship order was in place, or was being applied for. When we examined
patients’ files, we found that in a few cases the specific powers were not recorded in
care files, but contact details of welfare proxies were recorded and readily available to
staff in most cases. Files showed that welfare proxies were being consulted
appropriately about treatment decisions.

Activities

It is important that meaningful and stimulating activities can be offered, particularly as so
many people with dementia are spending considerable lengths of time in hospital. This
can promote rehabilitation and recovery, and assist in reducing stressed and distressed
behaviour. Without intense input patients can quickly lose existing skills, which can
ultimately lead to them being unable to return to their previous accommodation.

Wards had good input from OT and physiotherapy, with a strong focus on therapeutic
rehabilitation activity, helping patients regain mobility and independence following falls or
episodes of physical ill health.

However, the overall picture was of very limited activity provision and, in more than half
the wards, provision was limited or very poor.

In only two in five wards staff felt that patients who were physically mobile had sufficient
opportunities to get out.

While we saw examples of good practice, we feel that more can be done to develop
activity provision, and that community hospitals, which are aimost all based in local
communities, have opportunities to develop links with communities to enhance activity
provision.

Discharge and delayed discharge
In about half of cases patients were not ready for discharge.

In a few cases (9%) guardianship applications were in progress, and a quarter of
patients required a residential placement. We saw that appropriate consideration was
given to discharge home in most cases.

A fifth of patients needed arrangements for the provision of home care support. A
quarter of these were awaiting funding, but in about three quarters of these cases delays
were caused by the need to organise support. Often the patient had been receiving
support at home before their admission to hospital, but the package of support was
automatically cancelled after a short period of hospital admission.

How peopie feel about their stay

Almost three quarters of the 134 patients who were able to comment either fully orin a
limited way on their treatment were positive, and another one in four were very positive
about it.
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Medication prescriptions and review
What we expected to find

Psychotropic medication has a role in treatment and symptomatic relief for some people
with dementia, but not all. The decision to prescribe medication should only be made
following individual assessment. Psychotropic medication should not be prescribed
routinely or indiscriminately.

Where psychotropic medication is prescribed ‘if required’ for agitation, there should be a
clear care plan detailing when and how the medication should be used. This should be a
later stage in the individual's care plan for stressed and distressed behaviour, if they
remain distressed following earlier planned support and interventions.

The reduction of inappropriate use of psychoactive medication for people with dementia
was part of the first Scottish Dementia Strategy, published in 2010, and, while much
work has been done, this remains a focus of the third Dementia Strategy.

What we found

We recorded whether or not psychotropic medication was prescribed for 243 (85%)
patients whose care we looked at. 132 (54%) of those individuals were prescribed
psychotropic medication, and 111 (46%) were not. This is a snapshot which records
what we found on the day; we were not able to look at what medications patients had
been taking before admission.

On our visit to patients with dementia in general hospitals in 201135, we found that 46%
of patients whose care we reviewed were on psychotropic medication, while on our visits
to dementia continuing care wards in 201436, 84% of patients were on at east one
psychotropic medication.

For those we recorded were receiving psychotropic medication, we documented details
of medication prescribed in 95/132 (72%). 44 (46%) of those patients were prescribed
an antidepressant, 37 {39%) a benzodiazepine, and 41 {(43%) an antipsychotic. This
includes prescriptions for medications ‘if required’ for agitation. 71 (75%) of these people
were prescribed ‘if required’ medications. 12 (13%) were prescribed a cognitive
enhancer (an anticholinesterase inhibitor or memantine).

Review of psychotropic medication

We looked for documentation of review of psychotropic medication for the 127 patients
who were prescribed psychotropic medication, excluding five patients who were on a
cognitive enhancer alone.

We found evidence of review of the continuing need for this medication in 83 (65%) of
these 127 patients. This had taken place within the last three months for all but two

¥ The Mental Welfare Commission for Scotland (2011) Decisions for Dignity
http:/fwww.mwcscot.org.uk/imedia/53187/Decisions%2 0for%200ignity% 2020 10.pdf
* The Mental Welfare Commission for Scotland (2014) Digniy and Respect — our visits to dementia

continuing care wards htto/iwww.mwescot.org.uk/media/191892/dignity and respect -
final aporgved. pdf
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patients (we did not record the date of the last medication review for those two
individuals, who were each in their fourth month on the ward).

For 44 of these 127 patients (35%), we did not record finding evidence of review of the
continuing need for psychotropic medication. A high proportion of these people had
been admitted for only a short period of time. 28 (64%) had been admitted for less than
a month, and eight of those for less than a week. In some of these cases it was
appropriate that a further review of psychotropic medication had not yet been
undertaken since admission. Also, some people will have been prescribed medication
on admission that they had already been taking for some time,

There were four patients who had been in the ward for more than three months for
whom we recorded that we could not find evidence of review of the continuing need for
psychotropic medication (3% of the 127 patients). We noted that one of these patients
was only prescribed ‘if required’ medication, and had received this only once in six
months.

We consider that these figures show that most patients who were prescribed
psychotropic medication were having reviews of their continuing need for this.

For the 132 people we recorded were prescribed psychotropic medication, including
those on cognitive enhancers alone, 38 (29%) had had their medication reviewed in
consultation with a psychiatrist or community psychiatric nurse. 80 (61%}) had not. We
did not record this information in 14 {11%).

We appreciate that input from a psychiatrist or mental health nurse to medication
reviews may not always be required. However, we would expect that input from a mental
health specialist should be readily available, where this would be beneficial.

For 43 people prescribed more than one psychotropic medication, there was evidence
that medications were being reviewed in consultation with a pharmacist in 16 (37%).
This is important because of the risk of drug interaction and side effects in an elderly
population. There was no such evidence in 22 (51%), and only five of those 22 patients
had been in the ward for less than one month. We did not record this information in five
(12%). We have made a recommendation about pharmacy input.

Medication prescribed ‘if required’ for agitation

For the 287 patients whose care we looked at, we recorded that 76 (26%) were
prescribed medication ‘if required’ for agitation and 204 (71%) were not. We do not have
that information for seven patients {2%). The drug type most commonly prescribed ‘if
required’ for agitation was benzodiazepines, with lorazepam prescribed most frequently.

We were disappointed that more than half the 76 people prescribed ‘if required’
medication did not have a care plan for the use of this medication. We recorded finding a
care plan for this in only nine cases (12%). We did not record whether or not there was a
care plan in 27 cases (36%). We have made a recommendation about management of
stressed and distressed behaviours.

5
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Rights
What we expect to find

All patients have the right to expect good quality care and treatment in hospital. We
expect to see that patients with dementia are treated with dignity and respect. We
expect that their capacity to consent to medical treatment is assessed, and that there is
compliance with legal requirements in respect of treatment. We also expect that no
patients are effectively detained in hospital without legal authority (unauthorised
deprivation of liberty), as this denies them safeguards under mental health legislation.

What we found
Capacity and treatment authorisation

Where a patient lacks capacity in relation to decisions about medical treatment, a
certificate completed under section 47 (s47) of the Adults with Incapacity (Scotland) Act
2000 (AWIA) must be completed by a doctor. The code of practice for Part 5 of the
AWIA? also recommends that doctors use treatment plans to accompany s47
certificates, particularly with patients requiring multiple or complex healthcare
interventions, which many patients we saw or reviewed did need.

When we visited general hospitals in 201038 we found that very few people with
dementia had had their capacity to consent to medical treatment assessed and
recorded, and even fewer had a completed s47 certificate in place. We were pleased to
see that this was not the case in the community hospitals we visited, and that the
question of whether patients could give valid consent was clearly being considered by
doctors in the large majority of cases.

We looked at whether a s47 certificate was in place and found these for 211 patients
(74%).

The decision about whether a patient has capacity to consent to treatment is a clinical
one, which has to be made by the doctor treating the patient. Where we did not see a
s47 certificate in place, we considered whether we thought a certificate might be
appropriate. In 27 cases (9%) Commission visitors thought that a certificate was
probably necessary. In a few of these cases the doctor had recorded their view that the
patient had capacity, but in 21 cases an assessment of capacity to consent was not
recorded.

We also looked at whether there were treatment plans in place to accompany s47
certificates, and of all the cases with a s47 certificate 86% (181) did have a treatment
plan. This is not a legal requirement, but most of the patients with dementia in
community hospitals have complex healthcare needs, which would indicate that a
treatment plan would be good practice, and we were pleased to see such a high number
of plans in place.

37 Adults with Incapacily Act Code of Practice for Praclitioners Authorised to Carry Out Medical
Treatment or Research Under Part 5 of the Act hitp://www gov.scot/Publications/2010/10/20153801/0
38 The Mental Welfare Commission for Scotland (2011) Decisions for Dignity
hito/iwww.mwescot.ora.uk/media/s3187/Decisions%20for%20Dignity?% 202010, pdf
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Unauthorised deprivation of liberty

In each hospital, we looked at arrangements for getting into and out of the wards. A very
few wards (11%, 8) had a locked door policy, and most wards had open doors. A
minority had key pad or push button entry systems. Where wards had open doors, in
almost all cases doors were locked overnight, for safety reasons. In one hospital we
were told that the ward door had been locked recently when a patient in the ward was
detained.

Following a review of patient notes, and any conversation with the patient and/or relative
or carer, and discussion with ward staff, Commission visitors were asked to record their
views about whether there were issues about possible unauthorised deprivation of
liberty, or about the patient effectively being detained in hospital with no legal authority.
In a very few cases, (5%, 14 out of 287) we felt there were possible issues, and in nine
of these 14 cases we felt we needed to follow issues up on the day. In five of the cases
we talked about possible deprivation of liberty issues with ward staff, and in one case we
were able to discuss the issue with the doctor who was in the ward. In one case the
patient was detained under mental health legislation after our visit. We consider that
detention is appropriate when a doctor feels that the criteria set out in legislation are
met, as the safeguards which are in legislation are then in place for patients.

In all 14 cases where we identified possible issues about unauthorised deprivation of
liberty, we said that information in files indicated that a care plan for responding to
stressed/distressed behaviour would be appropriate, but was not in place. We also
looked at prescribed medication in these cases, and noted that in five cases medication
was prescribed to be given ‘as required’ for agitation, and that in nine cases
psychotropic medication was prescribed, with medications reviewed in consultation with
a psychiatrist in five of these cases.

When gathering information about arrangements for getting into and out of wards, and
thinking about deprivation of liberty issues, we noted that in five hospitals electronic
location devices were being used. These are systems where a patient wears an
electronic wrist tag, which sets off an alarm if they leave the ward, alerting staff when a
particularly vulnerable patient is leaving. In only one hospital were we told that a clear
policy was in place for the use of this technology, with relatives involved in giving
consent. We have made a recommendation about this.

Overall we were pleased that we identified potential issues about unauthorised
deprivation of liberty in very few cases on our visits.

Restraint

The Commission understands that in certain circumstances restraint may be
appropriate, and that restraint, in its broadest sense, includes the use of technology to
prevent the person leaving the ward. We have published guidance on the use of
restraint in care settings, which includes general principles to be applied when
considering the use of restraint3.

3 The Mental Welfare Commission for Scotland (2013) Rights, risks and limits to freedom,
hitp/ww. mwescot org.ukdmedial125247/rights risks 2013 edition web version.pdf

a7
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When we reviewed files we looked at whether there was evidence of restraint being
used, and at whether there were relevant risk assessments on file. In a minority of cases
(27%, 77) we did see that restraint was being used. In most cases the form of restraint
was the use of bed rails. In a very few cases electronic location devices were being used
for specific individual patients, but this did not seem to be used in a blanket way. We
also saw that in a very few cases other technology was being used. For example, a
telecare alarm being fitted to a chair where there was an identified falls risk, to assist
with falls prevention.

With regard to the use of bed rails, we said in the previous themed visit report six years
ago about visits to people with dementia in general hospitals4? that some wards
appeared to use them indiscriminately, with little attention paid to whether they were
needed or not. On these visits the overall situation had improved, although we still had
some concems. There was evidence in a majority of cases that appropriate risk
assessments were completed (68% of cases, 52 out of 77). We also saw good records
in some files of assessments being completed which clearly identified that the use of
bed rails was not appropriate. in NHS Highland for example, mandatory nursing
assessments include specific risk assessments, and in several cases in community
hospitals there were clear statements that bed rails were not to be used, usually
because there were identified fall risks if an individual patient tried to climb over bed
rails. This indicates that bed rails were not being used indiscriminately for every patient
who has dementia in community hospital wards.

However, while assessments of the need for bed rails were in place in most cases where
rails were being used, in some files there was no information about a specific
assessment. In a few hospitals, files would simply record that bed rails were in place "as
per hospital policy.” We did also find in one case that there was a bed rail assessment
which had concluded that the use of rails was not appropriate, but bed rails were being
used, and this was picked up on the day with the ward manager.

In a third of cases where restraint was being used (34%), there was little or no evidence
of regular reviews. In most cases the need for bed rails was kept under review, and
indeed in a number of hospitals the continuing need for the use of bed rails was being
considered daily, as part of a ward rounding process (a structured process of carrying
out regular checks on individual patients) or a shift assessment. We saw in some
hospitals that bed rail reviews were part of wider care plan review process, for example,
with the use of rails reviewed within a falls prevention care plan review. There were also
examples of changes in a care plan following a review, with a hi-lo adjustable bed being
provided after a review of the use of bed rails in one hospital.

We have made a recommendation about the use of restraint.

When we visited people with dementia in general hospitals in 2010 very few people had
a welfare proxy4'. We also saw that when a welfare proxy was in place, staff did not

40 The Mental Welfare Commission for Scotland {2011) Decisions for Dignity
hitphwww.mwescot.org.uk/media/S3187/Decisions%20for%20Dignity%:202010. pdf)

41 A welfare proxy is a welfare guardian or someone who had been granted welfare powers of
attorney.

38
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know if their powers included the power to consent to medical treatment in about half the
cases.

Since then, improvements have been made to post-diagnostic support for people
diagnosed with dementia. The Scottish Government NHS Local Delivery Plan Standards
include a minimum of one year's support after diagnosis. This support is based on
Alzheimer Scotland's Five pillars model*?, and this commitment has been continued in
the third dementia strategy. It has been extended to offer people diagnosed early with
this support for the duration of their time living with dementia, or until such time as their
needs change, and they require greater care coordination. This includes advice on
planning for the future, including making powers of attorney, and it would appear that
this has had an impact.

On these visits we saw clear evidence that people have been planning ahead and
making decisions about giving someone the power to act on their behalf in situations
when they are not able to make decisions themselves. In a third of cases (36%, 104 of
287) we saw that a patient had previously granted powers of attorney, almost always to
a family member. In a few cases a guardianship order was in place (2%, 5), or was
being applied for (9%, 26). When we examined patients’ files, we found that in a few
cases the specific powers were not recorded in care files, but contact details of welfare
proxies were recorded and readily available to staff in most cases (91%). Where a
welfare proxy is in place, staff in community hospitals are reliant on the proxy making
them aware of their powers, and confirming this by giving them a copy of any powers,
and we did see in some cases that staff had been asking for copies of powers which had
not been provided. These could be obtained from the Office of the Public Guardian.

Welfare proxies can have the power to make a range of welfare decisions, including
consenting to medical treatment, and we only saw one case where the powers granted
did not include healthcare powers. In a majority of cases care files showed that welfare
proxies were being consulted appropriately about treatment decisions. Only in a very few
cases (4) did we feel that proxies did not seem to be consulted. Although in a few cases
(19} we did not see evidence of consultation in files. Proxies with relevant welfare
decision-making powers must be consulted about treatment decisions, and about other
welfare decisions, where it is reasonable and practicable to do so.

Staff understanding of proxy decision-making measures

We discussed cases with some staff where it was clear that they were not sure about the
role of guardians, attorneys, or relatives whe had no legal autherity, exercising powers,
For example, we spoke with some staff, both medical and nursing, who did not seem to
be aware that if a relative did not have proxy powers they could not insist on making a
specific decision which staff thought was not in the adult's best interests. Staff were also
unsure about issues arising about granting powers of attomey if the adult might not have
capacity to do this, for example where staff had been told by relatives that a solicitor
would be coming in to get power of attorney granted, when the adult had been assessed
as lacking capacity.

42 Alzheimer Scotland, 2011, Five pillars model of post-diagnostic support,
https:/fwww.alzscot. org/campaigning/ffive_pillars
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We think staff in community hospitals should have access to training about the practical
application of incapacity and mental health act legislation, in particular about how
decisions can be made for adults who do not have capacity, and about the principles
which should guide decisions. NHS Education for Scotland delivers training on the suite
of Scottish adult protection legislation as part of their training programmes and
masterclasses, and the legislation is included in a number of their leaming resources
(see Appendix 2). There is also information on the Rights-based care, and legal and
ethical issues pages on the Dementia Managed Knowledge Network*? and the
Commission’s website*.

The Commission has produced good practice guidance for staff in general hospitals.

We have made a recommendation about staff training covering this issue.

43 hitp:/iwww knowledqge scot nhs uk/dementia/rights-based-care-and-legal-and-ethical-issues.aspx
44 hitp:/fwww.mwcscot.org.uk/the-law/

45 The Mental Welfare Commission for Scotland, 2017, Good praclice guide: The Adults with
Incapacily Act in general hospitals and care homes
hitp:/fwww.mwescot.org.uk/media/339351/awi_in_general hospitals and care homes.pdf and 2015,
The Mental Welfare Commission for Scotland, 2015, Quick Guide: Power of attorney, for staff in

hospitals and care homes hitp:/’www mwescot.org.ukimedia/241253/poa_leaflet care _homes.pdf
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Activities
What we expect to find

We expect to see an appropriate range of meaningful activity provision for patients with
dementia in wards.

What we found

Community hospitals are based in communities close to where patients live, and also
close to families/friends who live focally. Most carers we heard from told us that they
could visit when they wanted to, and almost every hospital had flexible visiting times,
with opportunities for extended visiting, so contact with families and friends was an
important part of activities within wards. Though many hospitals are in old buildings, with
beds in bays or dormitories, and with limited space for activity provision.

Most patients had been admitted to a community hospital from an acute hospital, and
from the information we gathered, most had been admitted following a fall or injury, or
because of other physical illness. One of the main functions of community hospitals is to
provide rehabilitation services, and on our visits we looked at the provision of therapeutic
activities. As we say in the staffing section in this report, we found that wards had good
input from OT and physiotherapy, with OTs and physiotherapists being integral members
of MDTs. We were pleased to see this strong focus on therapeutic rehabilitation activity,
helping patients regain mobility and independence following falls or episodes of physical
ill health.

Improving care in hospitals is a key part of the national dementia strategy, and 10
dementia care actions for care in hospitals were agreed to support the implementation of
commitment 10 of the 2013-16 strategy. Healthcare Improvement Scotland has reported
on some of the work being undertaken in this area across Scotland“s. The report gives
case examples of positive outcomes providing different meaningful activities for people
with dementia in hospitals. We know that admissions to hospital can trigger a stress and
distress response, but that involvement in appropriate activities can reduce anxieties,
stress and boredom, and can impact on how settled a patient with dementia will be in
hospital, as well as help maintaining skilis and abilities. We asked questions on these
visits about the availability of meaningful activities in wards.

20% (21) of carers we heard from felt their relative’s skills were not being maintained
and 38% (39) felt this was being done partially. 30% (31) were happy that skills were
being fully maintained.

Very satisfied. The quality of care is excellent and the staff are wonderful. The
physio started on admission which has helped a lot. He was bent double before.
The difference has been amazing. (Carer)

Feels she is well cared for. However she was transferred for increased
physiotherapy following her fall and fracture and has had little input so now chair-
bound. (MWC visitor)

4 Focus on Dementia: Supporting improvements for people with dementia in acute care, June 2016,
hito:/fmww.gov.scot/iResource/0042/00423472 pdf
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We looked at whether individual patient files included a care plan for the provision of
social and cognitive stimulation. We were disappointed to see very few aclivity care
plans (8%, 22), and even where there was a care plan, this often had little or no
information. We saw one plan, in Falkirk Community Hospital, which detailed relevant
reminiscence and memory stimulation topics for staff, but this was very much the
exception. We also looked for evidence of the patient’s participation in meaningful
activity in the previous week. We only found information in 16% (46) records, but we did
see that in a majority of the small number of cases where there was an activity care
plan, there was a record of patients engaging in activities.

Although there was very little evidence of care planning or recording of activities, we did
hear examples of ward-based activities which patients with dementia could participate in.
We heard about a range of activities which were available, including visits from therapy
dogs, Music in Hospitals (a charity bringing live music into hospitals), iPods with playlist
for life music (playlists of music which means something to an individual patient), board
games and quizzes, craft and art groups, and various exercise groups including chair
exercises. We saw that a number of hospitals had volunteers coming in to wards to
provide activities, and some hospitals told us that they would use information about a
patient’s life history and interests collected in “Getting to know me” forms to try to
encourage patients to engage in activities or in one-to-one conversations with staff. We
also saw that in some hospitals in-patients with dementia could access other services in
the hospital. For example in Campbelitown Hospital patients could go to the dementia
day hospital to join in activities there.

We also asked staff whether patients who were physically mobile were able to get out of
the ward. We were told that in a minority of wards (39%), staff felt that patients had
sufficient opportunities to get out, with patients in a smaller minority of wards (34%)
having opportunities to go out which staff felt were occasional but insufficient, and with
patients in a few wards (20%) only having opportunities to get out if relatives took them
out.

While we did hear about different activities which could be going on in wards the overall
picture was of very limited activity provision. We were aware that some patients could
not have participated in activities, because of very poor physical health, but we would
have heped to see more provision, particularly because over half of patients with
dementia had been in hospital for over a month, with 18% (52) being in-patients for over
three months.

We saw a number of examples of good practice in relation to the provision of activities. A
few hospitals had aclivity co-ordinators, or had plans to create posts, and provision was
good where a specific worker had responsibility for arranging activities. In Edington
Hospital we were told that the local group, Friends of Edington, has funded an activity
co-ordinator who arranges tailored individual and group activities, including
reminiscence work, craft groups, trips out of the hospital, music in hospitals, reflexclogy,
and supporting couples to organise ‘date’ nights when one is in hospital. On this visit the
Commission visitor specifically commented on the “great individualised (activity) plans
thanks to a very enthusiastic activity co-ordinator”.

Some hospitals had built good links with local community groups, businesses, and local
authority leisure services. Our assessment of activity at Lightburn Hospital, for example,
was that “staff are creative in identifying local resources and using them, and see this as
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an important part of their care”. In Lightburn we saw the active involvement of
volunteers, therapets, music in hospitals and playlist for life, school choirs, patients
attending football matches, and the use of reminiscence boxes provided by Glasgow
City museums. At Turner Memorial Hospital we heard how a range of groups and
businesses help with activity provision: the hospital League of Friends, the local Tesco,
local schools and the local pipe band, the local WRVS, the local Keith Festival (a
traditional music festival). We saw a range of activities, from therapets to patients having
tablet computers and e-books, with a well organised activity corner, and on our visit we
saw senior pupils from the secondary school who come in weekly to help with activities.

Some hospitals have been active in developing their environment. At Whitehills Hospital
we saw a sensation room which had been created, and a café area in the ward, with
volunteers in the ward daily, and with rummage boxes and twiddle muffs available to be
used. In this hospital we saw an example of staff using a creative approach to providing
activities - one patient had a group of friends who met at his house every week, to listen
to jazz music, and they called this their jazz group, and staff had encouraged all the
group to come into the ward and use the café area to keep having their jazz group
meeting.

The activity programme at the Royal Victoria Hospital in Dundee has a very successful
policy of inviting carers to join physiotherapy and OT groups. Staff told us that this helps
with motivation for the individual, and that carers feel involved and more confident about
carrying out these tasks with their relative after discharge.

While there were examples of good activity provision, in 45 (67%) of the 78 wards
Commission visitors felt that provision was limited or very poor. Staff in wards could
often be frustrated at the lack of activity provision, and could see the benefits of having
structured meaningful activities in wards. We were told in one hospital that there was no
provision, which was “very hard for staff” because patients can be in for over six months
with no stimulation.

In wards where there was no activity co-ordinator, and no in-reach into the ward from
community or voluntary sector groups, wards were reliant on nursing staff or healthcare
assistants providing activities. We heard from various staff members in wards how they
would try to spend time either individually with patients or arranging an activity, but that
priority has to be given to nursing and clinical tasks, or providing personal care.
Therefore, it is common in community hospital wards that staff cannot plan to do
activities, but that activities can be organised on an ad hoc basis, when time is available
depending on the clinical needs of patients in the ward at the time.

As well as gathering information from staff and files about activity provision, we asked
patients themselves if they felt there was enough to do on wards. Some people could
not answer this question, or said clearly that they were not interested in activities, often
because they did not feel physically well enough, or because they were just happy with
visits from their families. When people did give us their views about activities in the
wards, a majority (56%, 47 of 84} were positive about having things to do, but a minority
(44%, 37 of 84) did say clearly there was not enough to do, with a few people saying
explicitly that they get bored. Patients who wanted more to do in wards often did talk
about enjoying going off the ward with family, but for many people this would not be a
very frequent occurrence, and there plainly were patients in wards on our visits who
would have wanted more meaningful activities while they were in hospital.
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Patients with dementia who are in hospital should have access to a range of activities
which provides them with a meaningful day. The provision of activities is an integral
component of dementia care. On these visits we could see that many patients were too
physically frail or unwell to participate in activities, that many patients had very good
contacts with family and friends who were visiting regularly, and that most patients were
in hospital for some rehabilitation following physical injury or iliness. We did see
examples of how staff in wards in community hospitals were given time and
encouragement to develop activities, either provided by staff themselves or by
volunteers and groups from local communities. We feel that because community
hospitals are based in communities there are opportunities to build community links, and
to have input from community groups and volunteers providing more structured
activities. We have made a recommendation about this.
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Discharge and delayed discharge
What we expect to find

We expect planning for discharge from hospital to start as soon as is appropriate.
People should be discharged from hospital, with appropriate care and support in place,
when they no longer need in-patient care and treatment.

What we found

A number of people we spoke with on the visits told us clearly that, while they were
satisfied with their care and treatment in hospital, they wanted to be home.

We know that a hospital ward is not a good environment for a protracted and
unnecessary stay. As well as having an impact on other admissions, a delayed
discharge can have adverse effects on patients with dementia who remain in hospital
when they do not need to. This can have an impact on their health and well-being, and
can lead to patients acquiring avoidable ill heaith, increasing the risk of infection and of a
decline in their daily living abilities. This was highlighted in a report from the Information
Services Division, part of NHS Scotland, in 2016, which said: “It is very clear that being
delayed in hospital can be harmful and debilitating — and in the case of older people, can
often prevent a return to living independently at home. Reliably achieving timely
discharge from hospital is an important indicator of quality and is a marker for person
centred, effective, integrated and harm-free care. Older people may experience
functional decline as early as 72 hours after being clinically ready for discharge and the
risk increases with each day delayed in hospital. This increases the risk of harm and of a
poor outcome for the individual and further increases the demand for institutional care or
more intensive support at home"#7,

On the visits we gathered information from staff and from notes about the plans for each
person moving on from the ward. Where someone was ready to move on from the ward,
we looked at whether they were returning home with either the same support as pre
admission, or with additional support, were returning to a care home or were waiting for
a new admission to a care home setting, or waiting for other plans, including a transfer to
another NHS unit. Where the plan was for a new admission to a care home, we looked
at whether consideration had been given during discharge planning to providing support
to enable the person to return home.

In about half of cases (45%, 128) information from staff and/or notes indicated that
patients were not ready for discharge because a further period of assessment, or in-
patient care and treatment or rehabilitation was needed. In a very few cases (9%, 26) it
was recorded that guardianship applications were in the process of being made, while in
a quarter of cases (27%, 77) it had been identified that a residential placement was
required.

In about a fifth of cases (18%, 53) arrangements had to be made for the provision of
home care support. In about a quarter of these cases (12) patients were waiting for a
decision to approve funding for home support, while in about three quarters (41), delays

47 18D Scotland, October 2016 hitp:/fwww.isdscotland.org/Health-Topics/Health-and-Social-

Community-Care/Delaved-
Discharges/Guidelines/docs/Delayed Discharpes Backoround and Glossary.pdf
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were caused by the need to organise support. In many of these 41 cases the patient had
been receiving support at home before their admission to hospital, but the package of
support was automatically cancelled after a short period of hospital admission. This then
meant that the original support workers could not automatically start providing support
again, and that the patient had to wait until new support arrangements could be
organised. This is concerning as it means patients with dementia are remaining in
hospital when they do not need to be there, and they are at risk of losing skills they need
to remain independent. It also means that there may be a loss of continuity of care, with
new care staff when they do return home, which can be particularly difficult for people
with dementia to adjust to. We have made a recommendation about this.

In a very few cases arrangements to discharge a patient from hospital could not be
finalised because there were ongoing discussions with relatives about the arrangements
which should be in place, to provide safe and appropriate support after discharge.

We also asked ward managers to complete a sheet in advance of our visit, providing
some information about each patient in their ward at that point who had dementia or was
being assessed. This information included information about whether the patient was
formally recorded as a delayed discharge patient, and the reasons why. The information
from these sheets did not match exactly the information from our case note reviews.
Sometimes this was because patients were discharged immediately before our visit, and
on a few occasions on the day of our visit. Sometimes staff in a ward were clear that a
patient was ready to move on, so assumed they were a delayed discharge patient, but
they had not yet been formally listed as a delayed discharge. However the information
from ward managers did give the same overall picture, that in about half of cases
patients were not ready for discharge, and that in a minority of cases arrangements
needed to be made for a residential placement or for home care support to be in place.

When we visited people with dementia in general hospitals in 20104 we said that when
patients were admitted from their own homes “the presumption should be that they will
return to their own homes and that alternatives should only be sought if this is not
practicable.” We were concerned then about the high number of people not returning to
their own homes. On these visits to community hospitals we looked for evidence in files
that consideration was being given to discharge home rather than to a care home. In a
very few cases (9%, 25} this was not applicable because the patient had not been living
at home before their hospital admission. We were pleased to see that in most cases
where information was available in files (81%, 205 of 252 cases) we saw that
appropriate consideration was given to discharge home, often with good information
about assessments completed by OTs and/or physiotherapists to assist in the process of
discharge planning. In a2 minority of cases we saw that plans for moving on were for
patients to move to a residential placement (33%, 67 of 205), but we did think that
appropriate consideration was being given to the option of the individual patient
returning home, and that decisions that this was not appropriate were based on
assessments about whether the person could be supported safely in their own home.

# The Mental Welfare Commission for Scoltland {2011) Decisions for Dignily
hitp:/iwww.mwescot.org.uk/medials3187/Decisions%20for%200ignity%202010.odf
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How people feel about their stay
What we expect to find

We expect patients to feel they are treated well and are experiencing good quality care.,
Staff should be spending time with them and be easily available, and we expect patients,
as much as possible, to be involved in decisions about their care and treatment.

What we found

We had a set of questions we asked patients we met on the visits, to gather their views
on how they felt they were being treated in hospital. These included general questions
about their experience, and specific questions about issues, including how much
information they were given about their treatment and how safe they felt in the ward.

149 patients (52%) were not able to participate in a discussion with a Commission
visitor. The main reasons for not being able to talk to patients were that they were in the
later stage of dementia, or that they were too physically unwell to speak to visitors when
we were in the ward. Although some people did say very clearly that they did not want to
speak to us. 138 people (48%) were able to tell us something about how they felt about
their stay in hospital. in some cases (45, 16%) patients engaged well in an interview,
and expressed very clear views, but for most patients we were able to talk with
participation was limited.

We asked general questions about what it was like to be on the ward, and how people
felt they were being treated, and got responses from 134 people (47% of the total). Two
people described their experience as terrible, and they were both people who were often
unsettled in the ward, displaying stressed and distressed behaviours. Several people
said that they didn't like being in hospital and would rather be home, but that they were
happy with their care in hospital. One person told us for example that staff were nice and
attentive “but it's not like home". Almost all the rest of the people who told us how they
felt about being in the ward, and about the staff supporting them, were positive. A lot of
patients were quite neutral about what it was like on the ward, telling us it was OK or
alright, but often people would then add that they felt staff were treating them very well.
As an example one patient said that “it's alright.... (there’s) nothing else for it", but then
said “staff can't do enough for me.”

Of the 134 individual patients who were able to comment either fully or in a limited way
on their treatment, two expressed adverse comments. A minority felt their treatment was
all right but were quite neutral (28%, 37), about half (48%, 64) were positive, and the
rest (23%, 31) were very positive, and often made specific comments about what they
felt satisfied with about their care and treatment.

Examples of the positive comments were:

They are all wonderful, they are all so kind and thoughtful....they can't do enough
for you, they work very hard. (Patient)

Nurses are great, plenty of them and they can’t do enough for me, anything |
fancy is no bother. (Patient)

The staff are helpful and look after me well. There's staff helping me walk....... the
nurses and other staff help me get back on my feet. (Patient)
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A number of patients told us about the quality of interactions with staff, often describing
staff as kind, warm, caring and helpful. Patients also commented on how appreciative
they were of all the staff in a ward, with one retired doctor saying he felt ali staff, from
nurses in charge to assistants and cleaners, were very good. Several patients said they
could see how busy staff were, including one retired nurse who understood nurses had a
lot of paperwork to do, but felt staff were still positive and attentive.

A couple of common issues were raised by more than one patient. Two people felt
uncomfortable in a dormitory in the ward because of the lack of privacy, but otherwise
both were happy with their treatment. Five patients said they felt that it was boring in the
ward. Three of these patients had been in hospital for over a month, and one had been
an in-patient for over three months. In each of these cases we could not see evidence
the patient had participated in meaningful activity in the week prior to our visit.

We asked people if they felt they got enough infermation about their treatment and about
what was happening in hospital. Of the patients we could talk with, a minority said yes
very clearly, that they felt they got enough information (28%, 39 out of 138). A larger
minority (35%, 48 of 138) were not able to answer this question. Of the rest of the
patients we spoke to, many said they could not remember or were unsure. This will not
be unusual if people experience difficulties retaining information, but does suggest that
patients may need to be given information about their treatment and what is happening
on a regular basis, or in different formats in addition to giving information verbally.

We asked patients about some specific aspects of their treatment in the hospitals,
including whether they felt there was enough privacy, whether they felt safe in the ward,
and whether they felt staff were always available to talk to them. Many patients were not
able to answer specific questions. When patients could answer questions, a majority told
us that they were shown around the ward when they came in (69%, 40 of 58). Only a
very few (6%, 6 of 117) said they did not know how to get staff if they needed help, with
the rest saying they would be able to alert staff and get attention. Only one person said
they felt staff were never available to talk to, with most patients (86%, 105 of 122)
expressing positive views about staff responding when they needed to talk to them.
Almost all patients felt they had enough privacy (97%), and that staff used the name
they prefer to be called when speaking to them (99%), and most patients were positive
about being asked how they would like to be treated (84%, 63 out of 75). Twelve people
did say that they did not feel they were asked how they would like to be treated, but
apart from one person who did say “the doctor tells me what will happen rather than ask
me what I'd like to happen”, the other eleven did not give any further specific comments.
We were also very pleased to hear from almost every patient who could give us their
view {99%, 116 of 117) that they felt safe in the ward, and in the one case where we
were told they did not feel safe, we did think that the safety fears were related to their
current illness.

We asked whether patients were aware of their right to advocacy, or had heard of
advocacy services. Only three patients told us they had an advocate, with two saying
that they had been offered advocacy support but did not want to use the service. A
majority of patients who replied to this question (58%, 53 of 92) had either not heard of
advocacy, or were not sure. A few patients who had not heard of advocacy did say that
either they could speak for themselves, or that they were happy for family members to
deal with things for them, but we would have hoped to see more knowledge about the
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availability of advocacy services amongst the patients we met. This is particularly
important, for example, where patients may need help in negotiating care packages, or
where they are unable to express a view and may need uninstructed advocacy to
safeguard their interests. It is important that staff are proactive in helping people access
advocacy.

The Commission’s recent advocacy report on a survey of advocacy planners and
commissioners recommended that strategic plans are developed based on a local needs
assessment, and information about unmet need and gaps in local provision, and that
they should address barriers people may be experiencing accessing advocacy support.

We have made recommendations about information and advocacy.
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Staffing?®
Dementia expertise

51 wards (72%) had dementia champions on the ward team and a further 11 (15%) had
access to a dementia champion who was based elsewhere. We were pleased to see
this, as the dementia champions programme was originally focussed on staff working in
acute general hospitals and only later cohorts included community hospitals. Dementia
champions are trained to enhanced level on the Promoting Excellence dementia skills
and knowledge framework®, and operate at ward level. They are usually nurses or allied
health professionals, who have taken part in a specific training programme. Their role is
to support colleagues in ‘improving the experience, care, treatment and outcomes for
people with dementia, their families and carers in general hospitals and at the interface
between hospital and community settings's'.

The wards which have a dementia champion or access to one commented positively
about the impact they have made. The most common areas were around; environmental
improvements; helping to make wards more dementia friendly; providing training, either
directly or supporting staff to access this; supporting the development of activities;
providing input to care planning and supporting staff in managing stress and distress;
and raising awareness of AWIA with staff and relatives.

49 (69%) of the wards we visited had access to a dementia nurse consultant2,
Dementia nurse consultants are at the expertise level of the Promoting Excellence
dementia skills and knowledge framework. They operate at NHS Board level, and have a
lead role in taking forward the national agenda for improvement in dementia care, and
supporting the work of the dementia champions. As would be expected with such a
diverse range of hospitals the level and type of input varied considerably, however these
wards told us they were available to provide advice and support when required and
either provide or facilitate access to training.

The levels of specialist training within the nursing team varied considerably across the
hospitals we visited, not surprisingly, given the variations in bed numbers and staffing
establishment. Two thirds (65%, 46) had staff trained in identifying delirium and half the
hospitals (49%, 35) had staff trained in the AWIA.

When we asked about specialist training in dementia care we found that of the 71 wards,
41% (29) had no-one with training in the Newcastle model? or other similar models for

49 Returns from ward managers and staff were received from 71 wards.
%0 Scottish Government, 2011, op cit
51 Elison S, Watt G, Christie I, NHS Education for Scotland, April 2014, Evaluating the impact of the

Alzheimer Scofland Dementia Nurse Consultants/Specialists & Dementia Champions in bringing
about improvements lo dementia care in acute general hospitals

hitp/iwww . nes scol nhs ukimedia/2711493impact_evalualion - final report.pdf

52 alzheimer Scotland, 2015, Shifting the paradigm together: Alzheimer Scotland Dementia Nurse
Consultants and Allied Health Professional Consultants
hitps:/fwww.alzscot.ora/assetsi0002/1161/FINAL_ASDNC and AHP Review 2014-15 2 .pdf
53 Jackman, L, & Beatty, A {(2015), 'Using the Newcastle Model to understand people whose
behaviour challenges in dementia care’, Nursing Older People, vol. 27, no. 2, pp. 32-

39 hitp:/floumals.reni.com/nursing-older-pegple/using-the-newcastle-model-{o-understand-peaple-
whaose-behaviour-challenges-in-dementia-care-nop.27.2.32.e666
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managing stress and distress. Given that all these hospitals will provide care to patients
who have a diagnosis of dementia on a regular basis this issue needs to be addressed.
We have made a recommendation about this.

When we discussed staff training, we heard comments from staff at a number of
haspitals which indicated that there was a lack of clarity about the different levels of
knowledge and skills required by staff at the different Promoting Excellence dementia
skills and knowledge framework3* levels. All staff working in health and social service
settings should attain the ‘dementia informed’ level, and all staff with direct and/or
substantial contact with people with dementia should attain the ‘dementia skilled' level,
In community hospital wards working with people with dementia, this means that clinical
staff, including clinical non-registered staff such as healthcare assistants, should be at
the dementia skilled level.

We gathered some supplementary information about training, covering 35 wards, during
March and April 2018. 23 of these had some clinical registered staff at skilled level, more
than half were at this level in 15 wards and in five all clinical registered staff were trained
to this level. A slightly larger proportion had attained the lower, dementia informed level.
12 wards had all clinical registered staff at this level and a further 10 said some were.

Only eight wards said some of their clinical non-registered staff were trained to dementia
skilled level, and only 21 wards said that any clinical non-registered staff were trained to
the informed level, with only eight saying all were.

During our visits we were told that in some hospitals a large number of staff had
completed or were undertaking training at higher levels on the framework. In two
hospitals we were told that 16 and 23 staff had completed training at an enhanced level.
While in two different hospitals we heard that over 20 staff in each hospital were
undertaking LearnPro online training at an expertise level, although there is no such
resource at this level, implying a lack of understanding of the Promoting Excellence
framework.

We heard about a range of other training undertaken by staff in some wards, including
training on delirium, ‘Think Capacity, Think Consent’ on using the AWIA in general
hospitals®?, and training on supporting people with dementia in acute care and palliative
care for people with dementia.

Much of the training which had been undertaken was provided through online modules,
although there were alsc externally-facilitated training courses and in-house training.
The most common barriers to training identified were staffing constraints; difficulty in
releasing staff, either due to lack of available staff to backfill, or due to budgetary
constraints. Some wards mentioned that mandatory training, such as moving and
handling and fire safety, took priority. Limited access to computers was also a barrier in
some hospitals. Some wards said that staff were undertaking modules in their own time,
unpaid.

34 Scottish Government, 2011, op cit

55 NHS Education Scotland learning resource
hitp-/fwnaw, nes.scot.nhs uk/media/1557644/capacity and consent-interactive pdf
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We also asked about support and supervision for staff. A significant proportion of wards
mentioned dementia champions, liaison nurses or nurse consultants as being a support
to staff.

Professional input
We looked at the level of multi-disciplinary input to wards.

Just over half of the wards we visited (56%, 40) were GP led. 89% (63) had input from a
geriatrician, either on a regular or a referral basis

Staff said access to psychiatry was widely available (99%, 70) with the large majority
(94%, 67) of the wards we visited having access to this on a referral basis and three with
regular input from a psychiatrist. Only one ward told us they could not access psychiatry.
However, psychiatrists only attended MDT meetings in 30% (21) of wards, and this was
mainly on an individual request basis.

In almost all wards then we heard that access to psychiatry was by referral only. Some
ward staff made specific comments about the benefits of having good input from
psychiatry, for example providing advice and guidance and reviewing medication. In nine
wards we did hear that there could be lengthy waits, or waits of a month or longer, for
input from psychiatry. We consider that input from specialist mental health services
should be easily accessible in all community hospitals, where this input is felt to be
necessary to support staff who are managing complex issues relating to a patient's
dementia.

Pharmacy input varied considerably. 82% (58) had access but only 69% (49) said input
from a pharmacist was regular rather than by referral. Pharmacy attended MDT
meetings, either on a regular or invitation basis, in just 37% (26) of wards. In contrast
15% (11} of wards told us they did not have access to pharmacy input to the ward, even
on a referral basis. This is disappointing, given the important role pharmacists can play,
in medicine reconciliation at the point of admission, and in providing advice and
guidance on prescribing, including prescribing psychotropic medication, which is
discussed in the medication section above.

Multiple comorbidities often exist in older people and may entail complex prescribing,
especially when there is also a diagnosis of dementia. There are also often challenges
which can arise from administering medications to people with swallowing problems or
who require covert medication. We therefore think it is important that pharmacy input is
available to all wards caring for patients with dementia.

None of the wards we visited had regular input from psychology. 69% (49) were able to
access this on a referral basis, however, comments indicate that the level of access
varied greatly with 12 wards, saying they rarely referred or commenting negatively on
access due to waiting lists, with one ward saying they did not refer to psychology as this
service was not required. Only five wards commented positively on the benefits of
access to psychology. This would seem to indicate a lack of awareness amongst staff of
the role of psychology and its value to patients with dementia.

OT was an integral part of the MDT in most wards. It was available on a regular basis in
90% of wards, with the rest being able to access it on a referral basis. OTs attended
MDT meetings in 93% (66) of wards on a regular basis and to others on request.
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Physiotherapy, dietetics and speech and language therapy were available to all wards
on either a regular or referral basis.

We also looked at the availability of staff trained in palliative care. 20% (14) of wards had
staff trained in palliative care within the ward team and a further 13% (9) had regular
input from palliative care nurses. The remainder of wards, 66% (48) could access this
service on a referral basis.

Social work input was available in all wards with 68% (48) having regular input, 32% (23)
by referral only, and 63% (45) of wards having a regular social work presence at MDT
reviews. Their role was identified as particularly important in discharge planning and
liaising with care providers.

56% (40) of wards said that community staff attended either for individual reviews or pre
discharge meetings

Other professionals who had input to the MDT on a referral basis were district nurses,
liaison nurses from the local community mental health team and elderly mental health
team, and advance nurse practitioners or specialist nurses such as tissue viability,
diabetes or Parkinson's nurses.

82% (58) of wards felt satisfied with the level of multi-disciplinary input available to them.

Arrangements for access to a liaison service that specialises in the diagnosis and
management of dementia and older pecple's mental health varies considerably. Some
wards have to go through the GP or consultant who can make a referral to the local
mental health team, whilst others can make a referral directly where they feel input
would be beneficial. A small number of wards have regular input from a liaison nurse or
community psychiatric nurse.

We have made a recommendation about access to specialist services.
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Conclusion

This is the first time the Mental Welfare Commission has visited community hospitals to
look at the care and treatment of people with dementia.

The care and treatment provided is generally good, and community hospitals are valued
by patients, and by carers.

However, much of the focus of care is on the physical reasons for which most patients
were admitted, and we identified a range of ways in which care and treatment and the
environment could be improved in relation to dementia.
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Appendix 1 - List of hospitals and wards visited

NHS Board Hospital

Ayrshire and Arran Arran War Memorial

Biggart Hospital (Lindsay, McMillan & Urquhart)
East Ayrshire Community (Burnock & Roseburn)
Girvan Community Hospital

Lady Margaret Hospital, Millport

Borders Hawick Community Hospital

Hay Lodge Hospital

Kelso Hospital

Knoll Hospital

Dumfries and Galloway Castle Douglas Hospital

Kirkcudbright Hospital

Lochmaben Hospital

Newton Stewart Hospital (Wards 1, 2a, 2b, 3)
Thornhill Hospital

Fife Cameron Hospital (Balcurvie & Balgonie)
Glenrothes Hospital (Wards 1, 2, & 3)

St Andrews Community Hospital

Forth Valley Falkirk Community Hospital (Wards 1, 2 & 3)
Forth Valley Royal (Ward 1)

Stirling Community (Ward 4)

Grampian Chalmers Hospital {GP Unit)

Glen O'Dee Hospital {Morven)

Inch War Memorial

Inverurie Hospital (Doonbank)

Jubilee Hospital (Rothieden)

Leanchoil Hospital

Seafield Hospital {GP Unit)

Turner Memorial Hospital

Woodend Hospital (Wards 15, 16, 17, links@woodend)

Greater Glasgow and
Clyde Lightburn Hospital (Wards 2 & 4)
| Highland Campbeltown Hospital {Acute Admission)

Cowal Community Hospital (Admission Unit)
5 lan Charles Hospital

' Invergordon Hospital (Sutor)

Mackinnon Memorial Hospital

Mid Argyle Hospital (Glenaray)

Portree Hospital (Marsco)

Ross Memorial Hospital (General)

Rothesay Victoria Hospital (General)

Royal Northern Infirmary (Wards 1& 2)

St Vincent's Hospital (Gynack)
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Lanarkshire

Kello Hospital

Stonehouse Hospital {Lochhart)

Wester Moffat Hospital (Heather)

Lothian

Belhaven Hospital (Ward 2)

Edington Cottage Hospital

Liberton Hospital {Wards 1, 2, 3, & 4)

Roodlands General Hospital (Ward 1a)

Tayside

Blairgowrie Cottage Hospital (GP Unit)

Crieff Hospital (Ward 2)

Montrose Royal Infirmary (Ward 1)

Pitlochry Community (GP Unit)

Royal Victoria Hospital Dundee (Ward 5,7 & 8)

St Margaret's Hospital (GP Unit)

Stracathro Hospital (Ward 2)

Whitehills {Clova & Isla)
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Appendix 2: Core national dementia learning resources to support workforce
development in community hospitals

Dementia Informed Practice level

The Dementia Informed Practice Level provides the baseline knowledge and skills
required by all workers in health and social services settings including a person’s own
home. Staff can gain the knowledge and skills to become informed about dementia by
accessing the Informed about dementia: Improving Practice resource at:

http://www.knowledge.scot.nhs.uk/home/portals-and-topics/dementia-promoting-
excellence/frameworkfinformed-level/learning-resources.aspx

Dementia Skilled Practice level

The Dementia Skilled — Improving Practice Learning Resource is for people who work
directly with people with dementia, their families and carers, and also for people who
have substantial contact with people with dementia, their families and carers. 1t builds
from the knowledge and skills presented in the Informed about Dementia: Improving
Practice DVD.

This is a comprehensive learning resource with modules covering:

¢ Understanding Dementia.
Promoting person and family centered and community connections.
Promoting health and wellbeing.
Meeting the needs of the person with dementia who is distressed.
Supporting and protecting peoples’ rights.

The resource can be accessed at
hitp://iwww.knowledge.scot.nhs.uk/home/portals-and-topics/dementia-promoting-
excellence/framework/skilled-level/learning-resources.aspx

Other key learning resources including further learning on:

Supporting people with dementia in acute care
Capacity and consent

Supporting people with delirium

Stress and distress in acute hospitals

are available at http://www knowledge scot.nhs.uk/home/portals-and-topics/dementia-
promoting-excellence/framework/skilled-level/learning-resources.aspx

57



128

national
preventive
mechanism




P et O RS Neagee

e

menialwelfargw
COMImESEa ot sooila

Thisile House

91 Haymarket Terrace
Edinburgh

£H12 GHE

Td: 0131 313 8777

Fax. 0131 313 8778
Service user and carer
frezphone: 0800 389 6809
enquiries@muwcscol.org.uk
WAL IMWESCoL.0ig.uk

Memizal Welare Commission (05712 )




130



Dundee Health & Social Care Partnership

Medicine for the Elderly (In-patient Services) Dundee

1 3kjpendix2

Action Plan following Mental Welfare Commission Report on Themed Visits to People with Dementia in Community Hospitals 2016

July 2018
Review Action Plan — Recommendations DATE: 26/07/2018
Recommendation Actions Key Leads | Time Current Position Progress Note Evidence | RAG
Scale
Set up Short life working CNM 1 month | Short life multi-disciplinary
group with appropriate working group established
members of multidisciplinary and aims agreed to meet
team. monthly to inform and
gradually work through
created action plan.
1. Wards use a dementia Audit tool to be agreed upon DNC 3months | AS advised around
design audit tool every 2 and disseminated. SCN'’s appropriateness of tools and
years and take Kings fund tool agreed upon
appropriate actions to as tool to use.
make ward environments i i _ i
as dementia friendly as Audits to be compl_eted in 6 Dementia chgmpmns t_o _
. ward areas and action plans months complete audit tools within
possible. ) R .
with specific time scales to ward areas and bring
be completed in all wards. completed audits to next
meeting
2. Staff use the Equal Ensure all SCN’s aware of CNM Shared at SCN meeting SCN
Partners in Care (EPIC) need for completion of EPIC June. meeting
framework and encourage | on line learning. minutes
and enable carers to be
involved in their relative’s Ensure all members of staff SCN'’s 6months | Currently epic module
care and towork in complete level one EPIC, PDN accessed via lengthy link,
partnership with staff, and | feedback numbers to PDN could it be put on learn pro.
that carers are given Lawrence to support collation AS tofeed back at next
appropriate information as | of figures. meeting as to how we
soon as possible after achieve this.
admission.
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Recommendation Actions Key Leads | Time Current Position Progress Note Evidence | RAG
Scale
Share with managers of SLWG 4 KR to email all staff and
other professional groups months managers of other
across the hospital. professional groups link.
CL To begin similar process
with medical colleagues and
trainees.
3. Staff use care planning | Evaluate care plans currently | PDN/SCN's Care plans currently in use
systems which include a in use to benchmark our don’t meet this standard.
focus on supporting current position.
patients’ needs in relation
to their dementia. These
should be based on life 2. Ensure care plan SCN’s/ 6 AS & CM tolook at new care
story information. deweloped to support fulfilling | PDN’s/ months plans deweloped and feed
this. DNC back at the next meeting as
to whether they fulfil
3. Implement use of care standards before moving
plans forward.
4. Medication should be
used as a last; not first,
resort in the management
of stressed and distressed
behaviours.
There should be Bench mark where we are SCN'’s/ Currently our care plans do
specific care plan | already in relation to this. PDN’s/ not meet this standard.
detailing the non Pharmacist
pharmacological Medical
interventions to staff
be used, informed
by input from Write appropriate care plan | SCN's/ 6 CM brought care plan and
specialist utilising all of team and PDN'’s/ months | 5P’s formulation model, also
psychiatric drawing on care plans Pharmacist an associated flow chart.
senices.

(dementia nurse
consultant, liaison
nurses or

currently used in KCC.

Reported to be meaningful
for patients, supporting a
more rapid period of recovery
and reduced length of stay.
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Recommendation

Actions

Key Leads

Time
Scale

Current Position

Progress Note

Evidence

RAG

psychiatrists)
when required.

AP to share any appropriate
pharmacy documentation
which is again to be shared
electronically.

When a patient is
prescribed
medication ‘if
required’ for
agitation there
should be clear
care plan
detailing when
and how the
medication should
be used, and this
should be
regularly
evaluated and
reviewed.

Educate staff as to need for
this information to be in place
and the use of these.

SCN’s/
PDN'’s

6
months

CM to share with KR
electronically, KR to send
round team all present.

Audit care plans regularly
once in place to facilitate the
quality improvement work
that is likely to be required to
implement this action to a
high standard.

SCN’s/
PDN'’s

12
months

To agree at next meeting re
use of this paperwork

People with
dementia on
multiple
psychotropic
medications
should be
prioritised for
multi-disciplinary
review, including
pharmacy, to
ensure that
continues use is
appropriate.

All patients receive at least
weekly review by
multidisciplinary team

SCN’s/
PDN's/
Pharmacist
Medical
staff

All confirmed this.

5. Where the use of
electronic location devices
is considered, there are
protocols, including

Check current protocols that
are in place and review them
against the commissions

PDN’s

Advised by AS that current
practice of incorporating this
on patient safety care plan
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Recommendation Actions Key Leads | Time Current Position Progress Note Evidence
Scale

individual risk good practice guidance to does not meet good practice

assessments and ensure they are appropriate. guidelines

consultation with

relatives/carers and

attorneys and guardians;

which should follow the 2. Measure the completion of | PDN/ 3 AL & CM to look at what

commission’s good associated documentation to | CNM months documentation is available

practice guidance, offer assurance around locally and nationally and

Decisions about implementation of protocols. bring samples to the next

technology meeting.

6. Whenewer the use of Check current risk CNMm/ All agreed that current NHS

any form of restraint e.qg. assessment that is in place is | PDN Tayside risk assessment is in

bed rails is being in keeping with keeping with appropriate

considered staff complete | recommended document. legislation

an appropriate risk

assessment, the need for | Measure appropriate SCN 3 SCN to bench mark their

restraint is keep under completion of risk months own areas around

review, and the principles | assessment. completion and feedback at

in the commission’s good next meeting.

practice guidance. Rights,

risks and limits to freedom

are applied.

7. The senice plan for 1. Activity co-ordinators are CNM Activity co-ordinators are in

each community hospital appointed to each ward area. place across all wards.

includes a focus on

deweloping activity 12 Longer term aims to build up

provision, and on Months | team of wlunteers to provide

encouraging input from increased actives.

local communities, in

wards. 6 EW will begin to look at
Months guidance for families to

follow up activities and also

RAG
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Recommendation Actions Key Leads | Time Current Position Progress Note Evidence
Scale
start to look at a resource
around the concourse area
as to around activities.
8 Staff provided patients 1.Check current practice and | PDN/ 6 EW currently putting together Stroke
with information about the | associated evidence. SCN months test of change with letters leaflets
reasons for being in and leaflets around what we are
hospital and about their are doing today, what day it available
treatment, as often as is is etc for every
necessary, and that stage of
information given verbally the stroke
if supplemented by journey.
information in other forms.
Clocks
containing
date time
place
Getting to
know me
form’s
used.
9. Staff are proactive in 1 Benchmark current practice This is something that all felt Informatio
helping patients access and associated evidence. was done well. n within
independent advocacy RVH,
senices and any barriers
to access are addressed. 2. Plan improvements if PDN/ 2 Group were unclear on
required,? insert question SCN months | whether nursing staff in the
onto documentation. wards knew how to contact
adwocacy staff.
For next meeting SCN'’s to
return with information
around abowe.
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is a rolling program however
likely to be a few years until
all staff through.

CM shared the dementia
skilled practice level

individual mapping tool which
was used at Kingsway to

Recommendation Actions Key Leads | Time Current Position Progress Note Evidence | RAG
Scale
1 month | KR to invite social work Social
colleagues to gain clarity of work
approach and inform any generally
plans. involves
advocates
quite
quickly.
10. Health senvice
managers give priority to
ensuring:
That all non- Ensure this information SLWG 12 KR to email portering and
clinical staff attain | shared with managers of months domestic managers to
the knowledge none clinical staff ensure they are aware of this
and skills at the need and offer support of
informed level of PDN if required.
the Promoting
Excellence
Framework.
That all clinical Establish benchmark from PDN 4 AL in the process of putting
staff attain the data base kept by PDN of months | together data base. AL to
knowledge and current knowledge and skills. work with SCN’s to establish
skill at the skilled base line of knowledge by
level of the next meeting.
Promoting
Excellence using
the NES national Explore current training with PDN/ 6-12 AL, CM and dementia
‘Dementia Skilled | PDN and dementia Dementia months | champions are currently
— improving champions and agree plans Champions facilitating promoting
Practice moving forwards to achieve excellence course across the
Resource’ this for all clinical staff. site for a cohort of staff. This
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training on the
Adults with
Incapacity
(Scotland) Act
2000 and the
Mental health
(Care and
treatment)

predominantly in one ward
area to trial new AWI forms.
These are now to be rolled
out across the hospital. Roll
out and education process
being led by JT with an aim
to have them in place and be
assured associated

Recommendation Actions Key Leads | Time Current Position Progress Note Evidence | RAG
Scale
allow people to plot
themselves and highlight
deficits as perhaps not all
staff need all training. Agreed
that CM would share this
electronically and KR would
share this with the group for
consideration and discussion
at the next group.
To ensure all MDT aware of CNM/ 3 MDT made aware at SLWG
this need and have plans in SLWG months | to discuss plans to achieve
place to meet this. this at next meeting.
That all wards in Currently all wards have SCN’s/ 4 Dementia champions to
community dementia champions, PDN months establish awareness and
hospitals are able | baseline to be established as feedback at next meeting.
to access support | to teams awareness of this,
form staff at the improvement plan to be
enhanced leel, created if required?
including
dementia Agree plan around access to | SLWG 3 Touched on access to
champions, and expert level practitioner. months experts, currently AS and
from staff CM. To revisit at next
operating at the meeting.
Expertise level of
Promoting
Excellence.
That clinical staff Establish bench mark of SCN/ PDN | 3 Significant work done over
have appropriate current knowledge. months | the last couple of years
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Recommendation Actions Key Leads | Time Current Position Progress Note Evidence | RAG
Scale
(Scotland) Act knowledge appropriate by
2003. September.
Agree training plan if PDN'’s 1 month
required.

11. There is appropriate Establish bench mark of SCN Pharmacist available pharmacy

and timely input available current position. Pharmacy routinely on at least one ward document

from specialist dementia round per week. POA liaison ation and

senices and other team offer responsive and in referral

specialisms, such as timely senvice. to

pharmacy, into community response

hospitals. time for
POA
response
time.

12. Local arrangements Establish current position. Consensus that this is

for cancelling home provider specific and that we

support packages when a did not feel able to offer

patient is admitted to accurate answer. KR to invite

hospital are reviewed, Social work colleagues to

with reference to the next meeting.

patient’s likely duration of

stay; and should consider | Create improvement plan if Social work | 12

deweloping flexible required. lead months

arrangements for
restarting a package of
care to enable patients to
be discharged home
quickly when they are
ready to return home.




Lead Identified Persons —

KR- Krista Reynolds, Clinical Nurse Manager

AS- AndyShewan, Dementia Nurse Consultant

AL- AlisonLawrence, Practice Development Nurse

CM- Colin Mcinally, Practice Development Nurse

CL- Dr Carolyn Leslie, Consultant Geriatrician

JT- Jacqueline Thomson, Nurse Consultant Older People

AP- Alice Pitcairn, Clinical Pharmacist
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Dundee C)O

Health & Social Care
Partnership

REPORT TO: PERFORMANCE & AUDIT COMMITTEE - 25 SEPTEMBER 2018

REPORT ON: DUNDEE INTEGRATION JOINT BOARD INTERNAL AUDIT PLAN
PROGRESS REPORT

REPORT BY: CHIEF FINANCE OFFICER

REPORT NO: PAC56-2018

1.0 PURPOSE OF REPORT

2.0

21

3.0

4.0

4.1

4.2

4.3

5.0

The purpose of this report is to provide the Performance and Audit Committee with a progress
update in relation to the current Internal Audit Plan.

RECOMMENDATIONS

It is recommended that the Performance & Audit Committee (PAC):

Notes the progress of the current Internal Audit Plan as outlined in this report.
FINANCIAL IMPLICATIONS

None.

MAIN TEXT

Dundee Integration Joint Board’s current Internal Audit Plan incorporates outstanding reviews
from the 2017/18 as approved by the PAC at its meeting of the 28 November 2017 (Article VII
of the minute of the meeting refers - PAC37-2017) and new reviews for 2018/19 in relation to
risks around the financial environment within which the 1JB operates, governance assurance
and information governance as agreed at the PAC meeting of 31st July 2018 (Article XII of the
minute of the meeting refers - PAC48-2018)

In relation to the substantive reviews as part of the 2017/18 plan, the final Risk Management
Review report is considered as item 9 on this agenda. The Transformation and Redesign
review is in progress with fieldwork nearing completion. The findings of the Transformation and
Redesign review is scheduled to be presented to the PAC to be held on 27" November 2018.
Projected dates for the submission of the new 2018/19 reviews are set out in Appendix 1 to this
report.

As per Audit Scotland’s recommendation and subsequent agreed action following the Dundee
IJB External Audit Annual Report 2016/17, presented to the September 2017 Performance and
Audit Committee (Article IV of the minute of the meeting refers - PAC21-2017), progress of the
Internal Audit Plan is now a standing item on Performance and Audit Committee agendas.

POLICY IMPLICATIONS

This report has been screened for any policy implications in respect of Equality Impact
Assessment. There are no major issues.
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6.0 RISK ASSESSMENT

This report has not been subject to a risk assessment as it a status update and does not
require any policy or financial decisions at this time.

7.0 CONSULTATIONS

The Chief Officer, Chief Internal Auditor and the Clerk were consulted in the preparation of this
report.

8.0 BACKGROUND PAPERS

None.

Dave Berry Date: 3 September 2018
Chief Finance Officer
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Appendix 1
2017/18
Ref Audit Indicative Scope Target Audit | Planning Work in Draft Completed | Grade
Committee Commenced Progress Issued
D01-18 | Audit Planning Agreeing audit universe and preparation of August 2017 Complete Complete Complete | Complete N/A
strategic plan
D02-18 | Audit Liaison with managers and Directors and Ongoing Complete N/A
Management attendance at Audit Committee
D03-18 | Annual Internal | Chief Internal Auditor’s annual assurance June 2017 Complete Complete Complete | Complete N/A
Audit Report statement to the 1JB and review of governance
self-assessment
D04-18 | Risk Review of systems of risk management, July 2018 Complete Complete Complete | Complete N/A
Management assessment of risk maturity and consideration of
assurance mechanisms for key controls
D05-18 | Transformation | Addresses Corporate Risks - 2/9/10: Review of July 2018 Complete In Progress
& Service system for prioritisation of service redesign
Redesign options, financial impact and link to savings plans,
stakeholder engagement and project management
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2018/19
. o . Planning Work in Draft Completed | Grade
Ref Audit Indicative Scope Target_Audlt Commenced Progress Issued
Committee
D01-19 | Audit Planning Agreeing audit universe and preparation of July 2018 Complete Complete Complete | Complete N/A
strategic plan
D02-19 | Audit Liaison with management and attendance at | Ongoing Ongoing
Management Audit Committee
D03-19 | Annual Internal | CIA's annual assurance statement to the 1IJB | July 2018 Complete Complete Complete | Complete N/A
Audit Report and review of governance self-assessment
D04-19 | Information Review of IT/ data processes supporting the | January 2019
Governance delivery of the 1JB's strategic plan through
seamless cross system working
D05-19 | Finance Review of arrangements established to March 2019
control and mitigate Risks 1&2 from the high
level risk register
D06-19 | Governance & Governance mapping exercise: November 2018 | In Progress

Assurance

Assess the extent to which the |JB’s
structures support the delivery of strategic
objectives

Includes review of controls to address Risk 7
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ITEM No ...12..........

Dundee C)O

Health & Social Care
Partnership

REPORT TO: PERFORMANCE & AUDIT COMMITTEE - 25 SEPTEMBER 2018
REPORT ON: ANNUAL INTERNAL AUDIT REPORT - 2017/18 ACTION PLAN
REPORT BY: CHIEF FINANCE OFFICER

REPORT NO: PAC57-2018

1.0 PURPOSE OF REPORT

2.0

2.1

2.2

3.0

4.0

4.1

5.0

6.0

7.0

The purpose of this report is to consider a proposed action plan to respond to the
recommendations of the Annual Internal Audit Report 2017/18.

RECOMMENDATIONS
It is recommended that the Performance & Audit Committee (PAC):
Notes and approves the proposed action plan as outlined in Appendix 1.

Remits the Chief Finance Officer to provide a progress report to the PAC prior to the 315t March
20109.

FINANCIAL IMPLICATIONS
None.
MAIN TEXT

Dundee Integration Joint Board’s Annual Internal Audit Report was presented to the
Performance and Audit Committee at its meeting on the 31t July 2018 (Article XI of the minute
of the meeting refers — PACA47-2018). This report noted that the Chief Internal Auditor’s
assessment of the 1JB’s governance, risk management and control frameworks as they had
developed during 2017/18 had established no major issues and that the 1JB had adequate and
effective internal controls in place proportionate to its responsibilities in 2017/18. The report
noted a number of areas of planned improvements for 2017/18 alongside a range of
recommended further issues for consideration by management. The Internal Audit report
recommended the development of an action plan to ensure these and other developing
governance issues are managed effectively. This action plan is shown in Appendix 1. The Chief
Internal Auditor will provide an assessment of the adequacy of these as part of their 2018/19
Annual Audit Report.

POLICY IMPLICATIONS

This report has been screened for any policy implications in respect of Equality Impact
Assessment and Risk Management. There are no major issues.

RISK ASSESSMENT

This report has not been subject to a risk assessment as it relates to the development of an
action plan in line with the findings of the Annual Internal Audit Report.

CONSULTATIONS
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The Chief Officer, Chief Internal Auditor and the Clerk were consulted in the preparation of this
report.

8.0 BACKGROUND PAPERS

None.

Dave Berry DATE: 5t September 2018
Chief Finance Officer
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Appendix 1

Area for Improvement

Lead Officer

To Be Reported
To

Planned Action

Planned Completion
Date

Clarification of deputising | Chief Officer 1JB Agreement to be reached December 2018
arrangements for the between Chief Executives of

Chief Officer to be Dundee City Council and NHS

presented to the 1JB Tayside

Consideration should be | Chief Officer / Chief 1JB Complete review of Workforce | December 2018

given to providing the 1JB
with reporting on
workforce issues
including the Workforce
and Organisational
Development Strategy as
well as the partnership
forum

Finance Officer

and Organisational
Development Strategy and
provide update to IJB.
Consider frequency and
content of update report of
activities of Staff Partnership
Forum

Developments in relation
to clinical and care
governance should take
into account the Social
Work Scotland guidance
document on Governance
for quality social care in
Scotland.

Head of Health and
Community Care

Clinical and Care
Governance Group

To be tabled as agenda item
for Clinical and Care
Governance Group for
progressing

December 2018

Consideration should be
given to arrangements
required by the 1JB to
comply with Freedom of
Information and Public
Records legislation

Chief Finance Officer
/ Clerk to the Board

1JB

Review current arrangements
in place across the IJB/NHS
Tayside and Dundee City
Council to determine if they
are effective in meeting the
|JB’s statutory requirements

December 2018
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Area for Improvement

Lead Officer

To Be Reported
To

Planned Action

Planned Completion
Date

Development of Large Chief Officer / Chief 1JB Work progressing with NHS December 2018
Hospital Set Aside Finance Officer Tayside in association with the
arrangements in 3 Tayside 1JB Chief Finance
conjunction with the Officers and Scottish
Scottish Government, Government to conclude the
NHS Tayside and Angus methodology or determining
and Perth and Kinross and monitoring the Large
Integration Joint Boards Hospital Set Aside to inform
commissioning decisions as
set out within the legislation
Implementation of an Chief Officer / Chief IJB/PAC To be developed as suggested | October 2018
action points update to Finance Officer and implemented with effect
each meeting of the 1JB from the October 2018 1JB
and PAC in addition to an meeting
annual workplan to be
agreed for both meetings
Development of improved | Chief Officer / Chief 1JB Current hosted services March 2019
Hosted Services Finance Officer arrangements subject to
arrangements around risk discussion across the 3
and performance Tayside Chief Officers and
management for hosted Chief Finance Officers.
services Proposal to be brought forward
to 1JB and PAC before the end
of the financial year
Development of an Chief Finance Officer | PAC To be developed as suggested | November 2018

overall Governance
Action Plan to progress
previous recommended
areas for improvement

Appendix 1
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Area for Improvement

Lead Officer

To Be Reported
To

Planned Action

Planned Completion
Date

Development of regular Chief Officer / Chief IJB/PAC To be developed as suggested | December 2018
IJB and PAC member Finance Officer
induction and
development process
Further develop the Chief Officer / Chief 1JB To be developed as suggested | December 2018
Integration Joint Board’s | Finance Officer /
local Code of Clerk to the Board
Governance
Present the governance Chief Finance Officer | IJB To be presented to the November 2018
principles adopted by the November PAC meeting
Health and Social Care
Integration Governance
Working Group to the
PAC to be taken forward
by all parties (* reflects
partial development from
2016/17)
Development of multi- Chief Finance Officer | IJB Development of multi- year March 2019
year financial plan as part financial plan to be part of the
of the review of the budget setting process for
Strategic and 2019/20 and beyond which will
Commissioning Plan reflect and be incorporated
into the revised Strategic and
Commissioning Plan
Update the Integration Chief Officer / Chief 1JB To be taken forward by the December 2018

Joint Board’s
Participation and
Engagement Strategy

Finance Officer

Communication and
Engagement Group as part of
the review of the Strategic and
Commissioning Plan

Appendix 1
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Area for Improvement

Lead Officer

To Be Reported
To

Planned Action

Planned Completion
Date

Develop Scheme of Chief Officer / Chief 1JB To be developed as suggested | December 2018
further delegation in Finance Officer /
relation to delegated Clerk to the Board
services to the Integration
Joint Board*
Clarify responsibilities Chief Finance Officer | IJB Update report to be presented | October 2018
and accountabilities to the October IIJB meeting
around the impact of
General Data Protection
Regulations (GDPR)
legislation with partner
bodies
Update and enhance the | Chief Finance Officer | PAC /1JB To be developed as March 2019
IJB’s Risk Management suggested. Recommendations
Strategy and further of the Internal Audit review of
develop the 1JB’s Risk Management to be
operational risk register considered and changes made
accordingly
Further develop Chief Officer / Chief PAC To be taken forward by the March 2019

performance report
information into a delivery
plan framework to ensure
IJB fulfils its remit in
delivering the direction of
travel within the Strategic
Commissioning Plan

Finance Officer

Strategy and Performance
Team, aligned with the review
of the Strategic and
Commissioning Plan.

Appendix 1
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PERFORMANCE AND AUDIT COMMITTEE — ATTENDANCES

ITEM No ...13.....

- JANUARY 2018 TO DECEMBER 2018

151

COMMITTEE MEMBERS - (* - DENOTES VOTING MEMBER - APPOINTED FROM INTEGRATION JOINT BOARD)

Organisation Member Meeting Dates 2018
13/2 27/3 | 29/5 317 25/9 27/11
NHS Tayside (Non Executive Member) ** Doug Cross * v v v 4
Dundee City Council (Elected Member) Roisin Smith * v v v v
Dundee City Council (Elected Member) Helen Wright * 4 v 4 4
NHS Tayside (Non Executive Member) Judith Golden * v A A
Chief Officer David W Lynch v v v A
Chief Finance Officer Dave Berry v 4 4 v
NHS Tayside (Registered Medical Practitioner (not Cesar Rodriguez v A v v
providing primary medical services)
Dundee City Council (Chief Social Work Officer) Jane Martin v v A v
NHS Tayside (Staff Partnership Representative) Raymond A A v 4
Marshall
Chief Internal Auditor *** Tony Gaskin v . v v
' K *h*K v *hKxK *hKxK
Audit Scotland **** Bruce Crosbie
v Attended
A Submitted apologies
AIS Submitted apologies and was substituted
|:| No longer a member and has been replaced / was not a member at the time
* Denotes Voting Members
*x Denotes Office Bearer. Periods of appointment are on fixed terms in accordance with legislation. At meeting

of the Integration Joint Board held on 25th October, 2016, Doug Cross was appointed as Chair (the Chair of

the Committee cannot also be the Chair of the Integration Joint Board).

ok The Chief Internal Auditor is a member of the Committee and is not a member of the Integration Joint Board.

*kkk

Committee a year.

(Note: First meeting of the Committee was held on 17th January, 2017).

(Note: Membership are all members of the Integration Joint Board (only exceptions are Chief Internal Auditor and

Audit Scotland).

t:\\documents\healthsocialcare-jb\performance and audit\agenda and reports\2018\250918\pac58-2018.doc

Audit Scotland are not formal members of the Committee and are invited to attend at least one meeting of the
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