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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 

 
6.0  NHS COMPLAINTS 
 
6.1 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. 

 
6.2  Complaints by Reason for Concern 
  
 The top 5 complaint category reasons for Health complaints were: 
 

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

these complaints being upheld. 
 
6.3 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. 
 

6.4  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. 

 
7.0 COMPLAINTS ABOUT THE INTEGRATION JOINT BOARD 

 
7.1 No complaints were received about the functions of the Integration Joint Board in 2017/18. 
 
8.0 QUALITY ASSURANCE MEASURES 
 
8.1 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.   

 
8.2 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. 

 
 

Staff attitude 

Disagreement with treatment/care plan 

Problem with medication 

Unacceptable time to wait for appointment 

Lack of support 
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9.0 COMPLIMENTS 

 
9.1 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: 
 
"I 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 I 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. I am delighted at the speed of the refurbishment for the shower chair so I 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 I 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.” 

 
10.0 RISK ASSESSMENT 
 

 
Risk 1 
Description 

The risk of not improving our Complaint resolution timescales will result in 
increased customer dissatisfaction and non-compliance with our complaint 
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 
(including timescales 
and resources ) 

- Weekly reporting on open complaints to Locality Managers, and 
Head of Service 

- 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 
recommendation 

The risk should be accepted with the expectation that the mitigating actions 
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 
Chief Finance Officer 

DATE: 5th September 2018   

 
 
 
Clare Lewis Robertson 
Senior Officer, Business Planning and Information Governance 
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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 
 

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 IJB. 

 
2.0 RECOMMENDATIONS 
 

It is recommended that the Performance & Audit Committee (PAC): 
 
2.1 Notes the content of the Internal Audit Assessment of the IJB’s Risk Maturity as set out in 

Appendix 1. 
 
2.2 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 27th November 2018. 
 
3.0 FINANCIAL IMPLICATIONS 
 

None. 
 

4.0 MAIN TEXT 
 
4.1 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. 
 

4.2 Risk management arrangements within the IJB 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. 

 
4.3 Following the assessment, the Chief Internal Auditor commends the IJB 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. 
 

4.4 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. 

 
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. 
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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 
Chief Finance Officer 
 

DATE:  5th September 2018 
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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 
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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 IJB noted the finalised IJB 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 (IIA) 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 IJB 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 IJB Risk Management Policy & Strategy, ‘the IJBs 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. 
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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; 

 Responsibility for managing operational risks may not clearly assigned  

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

 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 IJB 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 IJB 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 IJB 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 IJB’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 IJB. 
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13. The IJB Risk Management Strategy was approved by the IJB 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 IJB, 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 IJBs activities. Parent bodies and the IJB 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 IJB 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 
IJB. 

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 IJB 
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 IJBs 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 IJB 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 IJB 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: 

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

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

 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 IJB, Strategic Risk Register and to 
partner bodies. This section should also make reference to the role of 
groups below the SMT; 

 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; 

 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 IJBs risk reports 
to keep their own organisations updated on the management of the risks, 
highlighting any IJBs 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 IJB governance structures.  
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21. Although reported to the February 2018 PAC meeting, the Risk Register was not 
presented to the IJB itself during 2017/18 and was not taken to the June 2018 IJB 
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 IJB to set the IJB’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 IJB, 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 IJB’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 IJB. 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 IJB should consider training in IJB risk management 
systems and procedures for staff with responsibility for risk.  

31. Whilst the IJB 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 IJB 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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Ref. Finding Audit Recommendation Priority Management Response / Action  Action by/Date 

1. 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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DEFINITION OF ASSURANCE CATEGORIES AND RECOMMENDATION PRIORITIES 

Categories of Assurance: 

 

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

B Broadly Satisfactory 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.  
 

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

D Inadequate 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. 
 

E Unsatisfactory 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. 
 

F Unacceptable 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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REPORT TO: PERFORMANCE & AUDIT COMMITTEE – 25 SEPTEMBER 2018 
 
REPORT ON: MENTAL WELFARE COMMISSION REPORT – THEMED VISIT TO PEOPLE 

WITH DEMENTIA IN COMMUNITY HOSPITALS 
 
REPORT BY: CHIEF FINANCE OFFICER 
 
REPORT NO: PAC46-2018 
 
 
1.0 PURPOSE OF REPORT 
 

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”. 

 
2.0 RECOMMENDATIONS 
 

It is recommended that the Performance & Audit Committee (PAC): 
 
2.1  Notes the content of the Mental Welfare Commission’s report (attached as Appendix 1);  
 
2.2  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; 
 
2.3 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). 
 
3.0 FINANCIAL IMPLICATIONS 
 
 None. 
 
4.0 MAIN TEXT 
 
4.1 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 

 
4.2 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. 

 
4.3 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. 

 
4.4 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 
Chief Finance Officer 

DATE:  5th September 2018 

 
 
 
 
 
 
 
Peter Oswald 
Specialty Manager, Medicine for the Elderly & Psychiatry of Old Age Services 
Health & Social Care Partnership 
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Dundee Health & Social Care Partnership 

Medicine for the Elderly (In-patient Services) Dundee 

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 
Scale 

Current Position Progress Note Evidence RAG 

 Set up Short life working 

group with appropriate 
members of multidisciplinary 
team. 

CNM 1 month Short life multi-disciplinary 

working group established 
and aims agreed to meet 
monthly to inform and 

gradually work through 
created action plan. 

   

1. Wards use a dementia 

design audit tool every 2 

years and take 

appropriate actions to 

make ward environments 

as dementia friendly as 

possible. 

Audit tool to be agreed upon 
and disseminated. 

 

DNC 
SCN’s 

 

3months  AS advised around 
appropriateness of tools and 

Kings fund tool agreed upon 
as tool to use. 
 

   

 Audits to be completed in 

ward areas and action plans 
with specific time scales to 
be completed in all wards. 

 6 

months 

Dementia champions to 

complete audit tools within 
ward areas and bring 
completed audits to next 

meeting  

   

2. Staff use the Equal 

Partners in Care (EPIC) 
framework and encourage 
and enable carers to be 

involved in their relative’s 
care and to work in 
partnership with staff, and 

that carers are given 
appropriate information as 
soon as possible after 

admission. 

Ensure all SCN’s aware of 

need for completion of EPIC 
on line learning. 
  

CNM 

 

  Shared at SCN meeting 

June. 
 

 SCN 

meeting 
minutes 

 

Ensure all members of staff 

complete level one EPIC, 
feedback numbers to PDN 
Lawrence to support collation 

of figures. 
 

SCN’s 

PDN 
 

6months Currently epic module 

accessed via lengthy link, 
could it be put on learn pro. 
AS to feed back at next 

meeting as to how we 
achieve this. 
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Recommendation Actions Key Leads Time 

Scale 

Current Position Progress Note Evidence RAG 

Share with managers of 
other professional groups 
across the hospital. 

SLWG 
 

4 
months 

KR to email all staff and 
managers of other 
professional groups link. 

 
CL To begin similar process 
with medical colleagues and 

trainees. 

   

3. Staff use care planning 
systems which include a 
focus on supporting 

patients’ needs in relation 
to their dementia. These 
should be based on life 

story information. 

Evaluate care plans currently 
in use to benchmark our 
current position. 

 
 

PDN/SCN’s 
 
 

 Care plans currently in use 
don’t meet this standard. 
 

 

   

2.  Ensure care plan 
developed to support fulfilling 

this. 
 
3. Implement use of care 

plans 
 

SCN’s/ 
PDN’s/ 

DNC 
 

6 
months 

AS & CM to look at new care 
plans developed and feed 

back at the next meeting as 
to whether they fulfil 
standards before moving 

forward. 

   

4. Medication should be 
used as a last; not first, 

resort in the management 
of stressed and distressed 
behaviours. 

 
There should be 
specific care plan 

detailing the non 
pharmacological 
interventions to 

be used, informed 
by input from 
specialist 

psychiatric 
services. 
(dementia nurse 

consultant, liaison 
nurses or 

 
 

 
 
 

 
Bench mark where we are 
already in relation to this. 

  
 
 

 
 

 
 
 

 
SCN’s/ 
PDN’s/ 

Pharmacist  
Medical 
staff 

 

  
 

 
 
 

 
Currently our care plans do 
not meet this standard. 

   

Write appropriate care plan 
utilising all of team and 

drawing on care plans 
currently used in KCC. 
 

SCN’s/ 
PDN’s/ 

Pharmacist  

6 
months 

CM brought care plan and 
5P’s formulation model, also 

an associated flow chart. 
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 

Scale 

Current Position Progress Note Evidence RAG 

individual risk 
assessments and 
consultation with 

relatives/carers and 
attorneys and guardians; 
which should follow the 

commission’s good 
practice guidance, 
Decisions about 

technology  
 
 

 
 
 

 

good practice guidance to 
ensure they are appropriate. 
 

 

 
 
 

 
 

does not meet good practice 
guidelines 

 

 

2. Measure the completion of 
associated documentation to 

offer assurance around 
implementation of protocols. 
 

 

PDN/ 
CNM 

3 
months 

AL & CM to look at what 
documentation is available 

locally and nationally and 
bring samples to the next 
meeting. 

   

6. Whenever the use of 
any form of restraint e.g. 
bed rails is being 

considered staff complete 
an appropriate risk 
assessment, the need for 

restraint is keep under 
review, and the principles 
in the commission’s good 

practice guidance. Rights, 
risks and limits to freedom 
are applied.  

 

 Check current risk 
assessment that is in place is 
in keeping with 

recommended document. 
 

CNM/ 
PDN 
 

 

 All agreed that current NHS 
Tayside risk assessment is in 
keeping with appropriate 

legislation 
 

   

Measure appropriate 
completion of risk 

assessment. 
 
 

SCN 
 

3 
months 

SCN  to bench mark their 
own areas around 

completion and feedback at 
next meeting. 

   

7. The service plan for 
each community hospital 
includes a focus on 

developing activity 
provision, and on 
encouraging input from 

local communities, in 
wards. 

1. Activity co-ordinators are 
appointed to each ward area. 
 

CNM  Activity co-ordinators are in 
place across all wards. 

   

  12 

Months 

Longer term aims to build up 

team of volunteers to provide 
increased actives. 

 

   

  6 

Months 

EW will begin to look at 

guidance for families to 
follow up activities and also 
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Recommendation Actions Key Leads Time 

Scale 

Current Position Progress Note Evidence RAG 

start to look at a resource 
around the concourse area 
as to around activities. 

8 Staff provided patients 

with information about the 
reasons for being in 
hospital and about their 

treatment, as often as is 
necessary,  and that 
information given verbally 

if supplemented by 
information in other forms. 

1.Check current practice and 

associated evidence. 
 
 

PDN/ 

SCN 

6 

months 

EW currently putting together 

test of change with letters 
and leaflets around what we 
are doing today, what day it 

is etc 
 
 

 
 

 Stroke 

leaflets 
are 
available 

for every 
stage of 
the stroke 

journey. 
 
Clocks 

containing 
date time 
place 

 
Getting to 
know me 

form’s 
used.  
 

 

9. Staff are proactive in 

helping patients access 
independent advocacy 
services and any barriers 

to access are addressed. 

1 Benchmark current practice 

and associated evidence. 
 
 

  This is something that all felt 

was done well. 
 

 Informatio

n within 
RVH,  

 

2. Plan improvements if 

required,? insert question 
onto documentation. 

PDN/ 

SCN 

2 

months 

Group were unclear on 

whether nursing staff in the 
wards knew how to contact 
advocacy staff. 

For next meeting SCN’s to 
return with information 
around above. 
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Recommendation Actions Key Leads Time 

Scale 

Current Position Progress Note Evidence RAG 

1 month KR to invite social work 
colleagues to gain clarity of 
approach and inform any 

plans. 

 Social 
work 
generally 

involves 
advocates 
quite 

quickly. 

 

10. Health service 
managers give priority to 
ensuring: 

 
That all non-
clinical staff attain 

the knowledge 
and skills at the 
informed level of 

the Promoting 
Excellence 
Framework. 

 

 
 
 

 
Ensure this information 
shared with managers of 

none clinical staff 
 
 

 
 
 

 
SLWG 
 

 

 
 
 

 
12 
months 

 
 
 

 
KR to email portering and 
domestic managers to 

ensure they are aware of this 
need and offer support of 
PDN if required. 

 

   

That all clinical 
staff attain the 
knowledge and 

skill at the skilled 
level of the 
Promoting 

Excellence using 
the NES national 
‘Dementia Skilled 

– improving 
Practice 
Resource’ 

 

Establish benchmark from 
data base kept by PDN of 
current knowledge and skills. 

 

PDN 
 

4 
months 

AL in the process of putting 
together data base. AL to 
work with SCN’s to establish 

base line of knowledge by 
next meeting. 
 

   

Explore current training with 
PDN and dementia 

champions and agree plans 
moving forwards to achieve 
this for all clinical staff. 

 

PDN/ 
Dementia 

Champions 
 

6-12 
months 

AL, CM and dementia 
champions are currently 

facilitating promoting 
excellence course across the 
site for a cohort of staff. This 

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 
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Recommendation Actions Key Leads Time 

Scale 

Current Position Progress Note Evidence RAG 

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 
this need and have plans in 
place to meet this. 

 

CNM/ 
SLWG 
 

3 
months 

MDT made aware at SLWG 
to discuss plans to achieve 
this at next meeting. 

 

   

That all wards in 
community 
hospitals are able 

to access support 
form staff at the 
enhanced level, 

including 
dementia 
champions, and 

from staff 
operating at the 
Expertise level of 

Promoting 
Excellence. 

 

Currently all wards have 
dementia champions, 
baseline to be established as 

to teams awareness of this, 
improvement plan to be 
created if required? 

 

SCN’s/ 
PDN 
 

4 
months 

Dementia champions to 
establish awareness and 
feedback at next meeting. 

 

   

Agree plan around access to 
expert level practitioner. 
 

SLWG 
 

3 
months 

Touched on access to 
experts, currently AS and 
CM. To revisit at next 

meeting. 
 

   

That clinical staff 

have appropriate 
training on the 
Adults with 

Incapacity 
(Scotland) Act 
2000 and the 

Mental health 
(Care and 
treatment) 

Establish bench mark of 

current knowledge. 
 

SCN/ PDN 

 

3 

months 

Significant work done over 

the last couple of years 
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 
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Recommendation Actions Key Leads Time 

Scale 

Current Position Progress Note Evidence RAG 

(Scotland) Act 
2003. 

knowledge appropriate by 
September. 
 

Agree training plan if 

required. 
 

PDN’s 1 month     

11. There is appropriate 
and timely input available 

from specialist dementia 
services and other 
specialisms, such as 

pharmacy, into community 
hospitals. 

Establish bench mark of 
current position. 

 
 

SCN 
Pharmacy 

 Pharmacist available 
routinely on at least one ward 

round per week. POA liaison 
team offer responsive and 
timely service. 

 

 pharmacy 
document

ation and 
in referral 
to 

response 
time for 
POA 

response 
time. 

 

12. Local arrangements 

for cancelling home 
support packages when a 
patient is admitted to 

hospital are reviewed, 
with reference to the 
patient’s likely duration of 

stay; and should consider 
developing flexible 
arrangements for 

restarting a package of 
care to enable patients to 
be discharged home 

quickly when they are 
ready to return home. 
 

Establish current position. 

 
 
 

  Consensus that this is 

provider specific and that we 
did not feel able to offer 
accurate answer. KR to invite 

Social work colleagues to 
next meeting. 
 

   

Create improvement plan if 

required. 

Social work 

lead 

12 

months 
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Lead Identified Persons –  

KR-     Krista Reynolds, Clinical Nurse Manager 

AS-    Andy Shewan, Dementia Nurse Consultant 

AL-     Alison Lawrence, 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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 ITEM No …11……….  
 

 
 
 
 
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 
 

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.  

 
2.0 RECOMMENDATIONS 
 

It is recommended that the Performance & Audit Committee (PAC): 
 
2.1 Notes the progress of the current Internal Audit Plan as outlined in this report. 
 
3.0 FINANCIAL IMPLICATIONS 
 

None. 
 
4.0 MAIN TEXT 
 
4.1 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 IJB 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) 

 
4.2 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 27th November 2018. 
Projected dates for the submission of the new 2018/19 reviews are set out in Appendix 1 to this 
report. 

 
4.3 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.  

 
5.0 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:  3rd September 2018 
Chief Finance Officer 
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Appendix 1 
 
 

2017/18 

Ref Audit Indicative Scope Target Audit 
Committee 
 

Planning 
Commenced 

Work in 
Progress 

Draft 
Issued 

Completed Grade 

D01-18 Audit Planning 
 

Agreeing audit universe and preparation of 
strategic plan 
 

August 2017 Complete Complete Complete Complete N/A 

D02-18 Audit 
Management 
 

Liaison with managers and Directors and 
attendance at Audit Committee 

Ongoing Complete N/A 

D03-18 Annual Internal 
Audit Report 
 

Chief Internal Auditor’s annual assurance 
statement to the IJB and review of governance 
self-assessment 
 

June 2017 Complete Complete Complete Complete N/A 

D04-18 Risk 
Management 
 

Review of systems of risk management, 
assessment of risk maturity and consideration of 
assurance mechanisms for key controls 
 

July 2018 Complete Complete Complete Complete N/A 

D05-18 Transformation 
& Service 
Redesign 

Addresses Corporate Risks  - 2/9/10:  Review of 
system for prioritisation of service redesign 
options, financial impact and link to savings plans, 
stakeholder engagement and project management 

July 2018 Complete In Progress    
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2018/19 

Ref Audit Indicative Scope Target Audit 
Committee 

Planning 
Commenced 

Work in 
Progress 

Draft 
Issued 

Completed Grade 

D01-19 Audit Planning Agreeing audit universe and preparation of 
strategic plan 
 

July 2018 Complete Complete Complete Complete N/A 

D02-19 Audit 
Management  

Liaison with management and attendance at 
Audit Committee 
 

Ongoing Ongoing  

D03-19 Annual Internal 
Audit Report 

CIA's annual assurance statement to the IJB 
and review of governance self-assessment 
 

July 2018 Complete Complete Complete Complete N/A 

D04-19 Information 
Governance 

Review of IT/ data processes supporting the 
delivery of the IJB's strategic plan through 
seamless cross system working  
 

January 2019      

D05-19 Finance Review of arrangements established to 
control and mitigate Risks 1&2 from the high 
level risk register 
 

March 2019      

D06-19 Governance & 
Assurance 

Governance mapping exercise: 
Assess the extent to which the IJB’s 
structures support the delivery of strategic 
objectives  
Includes review of controls to address Risk 7 
 

November 2018 In Progress      
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ITEM No …12…..…..  
 
 

 
 
 
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 
 

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. 

 
2.0 RECOMMENDATIONS 
 

It is recommended that the Performance & Audit Committee (PAC): 
 
2.1 Notes and approves the proposed action plan as outlined in Appendix 1. 
 
2.2 Remits the Chief Finance Officer to provide a progress report to the PAC prior to the 31st March 

2019.  
 
3.0 FINANCIAL IMPLICATIONS 
 

None. 
 
4.0 MAIN TEXT 
 
4.1 Dundee Integration Joint Board’s Annual Internal Audit Report was presented to the 

Performance and Audit Committee at its meeting on the 31st July 2018 (Article XI of the minute 
of the meeting refers – PAC47-2018). This report noted that the Chief Internal Auditor’s 
assessment of the IJB’s governance, risk management and control frameworks as they had 
developed during 2017/18 had established no major issues and that the IJB 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. 

 
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 development of an 
action plan in line with the findings of the Annual Internal Audit Report.  

 
7.0 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 
Chief Finance Officer 
 

DATE:  5th September 2018 
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 Dundee IJB 

Area for Improvement 
 

Lead Officer To Be Reported 
To 

Planned Action Planned Completion 
Date 

Clarification of deputising 
arrangements for the 
Chief Officer to be 
presented to the IJB 
 

Chief Officer IJB Agreement to be reached 
between Chief Executives of 
Dundee City Council and NHS 
Tayside 

December 2018 

Consideration should be 
given to providing the IJB 
with reporting on 
workforce issues 
including the Workforce 
and Organisational 
Development Strategy as 
well as the partnership 
forum 
 

Chief Officer / Chief 
Finance Officer 

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

December 2018 

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 IJB to 
comply with Freedom of 
Information and Public 
Records legislation 
 
 

Chief Finance Officer 
/ Clerk to the Board 

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

December 2018 
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 Dundee IJB 

Area for Improvement 
 

Lead Officer To Be Reported 
To 

Planned Action Planned Completion 
Date 

Development of Large 
Hospital Set Aside 
arrangements in 
conjunction with the 
Scottish Government, 
NHS Tayside and Angus 
and Perth and Kinross 
Integration Joint Boards 

Chief Officer / Chief 
Finance Officer 

IJB Work progressing with NHS 
Tayside in association with the 
3 Tayside IJB Chief Finance 
Officers and Scottish 
Government to conclude the 
methodology or determining 
and monitoring the Large 
Hospital Set Aside to inform 
commissioning decisions as 
set out within the legislation 
 

December 2018 

Implementation of an 
action points update to 
each meeting of the IJB 
and PAC in addition to an 
annual workplan to be 
agreed for both meetings 
 

Chief Officer / Chief 
Finance Officer 

IJB/PAC To be developed as suggested 
and implemented with effect 
from the October 2018 IJB 
meeting 

October 2018 

Development of improved 
Hosted Services 
arrangements around risk 
and performance 
management for hosted 
services 

Chief Officer / Chief 
Finance Officer 

IJB Current hosted services 
arrangements subject to 
discussion across the 3 
Tayside Chief Officers and 
Chief Finance Officers. 
Proposal to be brought forward 
to IJB and PAC before the end 
of the financial year 
 

March 2019 

Development of an 
overall Governance 
Action Plan to progress 
previous recommended 
areas for improvement 

Chief Finance Officer PAC To be developed as suggested November 2018 

Appendix 1 
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 Dundee IJB 

Area for Improvement 
 

Lead Officer To Be Reported 
To 

Planned Action Planned Completion 
Date 

Development of regular 
IJB and PAC member 
induction and 
development process 
 

Chief Officer / Chief 
Finance Officer 

IJB/PAC To be developed as suggested December 2018 

Further develop the 
Integration Joint Board’s 
local Code of 
Governance 
 

Chief Officer / Chief 
Finance Officer / 
Clerk to the Board 

IJB To be developed as suggested December 2018 

Present the governance 
principles adopted by the 
Health and Social Care 
Integration Governance 
Working Group to the 
PAC to be taken forward 
by all parties (* reflects 
partial development from 
2016/17) 
 

Chief Finance Officer  IJB To be presented to the 
November PAC meeting 

November 2018 

Development of multi-
year financial plan as part 
of the review of the 
Strategic and 
Commissioning Plan  

Chief Finance Officer IJB Development of multi- year 
financial plan to be part of the 
budget setting process for 
2019/20 and beyond which will 
reflect and be incorporated 
into the revised Strategic and 
Commissioning Plan 

March 2019 

Update the Integration 
Joint Board’s 
Participation and 
Engagement Strategy 

Chief Officer / Chief 
Finance Officer 

IJB To be taken forward by the 
Communication and 
Engagement Group as part of 
the review of the Strategic and 
Commissioning Plan 

December 2018 
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 Dundee IJB 

Area for Improvement 
 

Lead Officer To Be Reported 
To 

Planned Action Planned Completion 
Date 

Develop Scheme of 
further delegation in 
relation to delegated 
services to the Integration 
Joint Board* 
 

Chief Officer / Chief 
Finance Officer / 
Clerk to the Board 

IJB To be developed as suggested December 2018 

Clarify responsibilities 
and accountabilities 
around the impact of 
General Data Protection 
Regulations (GDPR) 
legislation with partner 
bodies 
 

Chief Finance Officer IJB Update report to be presented 
to the October IJB meeting 

October 2018 

Update and enhance the 
IJB’s Risk Management 
Strategy and further 
develop the IJB’s 
operational risk register  

Chief Finance Officer PAC / IJB To be developed as 
suggested. Recommendations 
of the Internal Audit review of 
Risk Management to be 
considered and changes made 
accordingly 
 

March 2019 

Further develop 
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 
 

Chief Officer / Chief 
Finance Officer 

PAC To be taken forward by the 
Strategy and Performance 
Team, aligned with the review 
of the Strategic and 
Commissioning Plan. 

March 2019 
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ITEM No …13…..…..  

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

PAC58-2018 
 
PERFORMANCE AND AUDIT COMMITTEE – ATTENDANCES - JANUARY 2018 TO DECEMBER 2018 

 

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

 

Organisation Member  Meeting Dates 2018 

  13/2 27/3 29/5 31/7  25/9 27/11 

NHS Tayside (Non Executive Member) ** Doug Cross *       

Dundee City Council (Elected Member) Roisin Smith *       

Dundee City Council (Elected Member) Helen Wright *       

NHS Tayside (Non Executive Member) Judith Golden *  A A    

Chief Officer David W Lynch    A   

Chief Finance Officer Dave Berry       

NHS Tayside (Registered Medical Practitioner (not 

providing primary medical services) 

Cesar Rodriguez  A     

Dundee City Council (Chief  Social Work Officer) Jane Martin   A    

NHS Tayside (Staff Partnership Representative) Raymond 

Marshall 

A A     

Chief Internal Auditor *** Tony Gaskin       

Audit Scotland **** Bruce Crosbie ****  **** ****   

 
 Attended 

 
A Submitted apologies 
 

A/S Submitted apologies and was substituted 
 

  No longer a member and has been replaced / was not a member at the time 

 
* Denotes Voting Members 

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

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

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). 
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