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1. Introduction

Who are we ?

NHS Grampian is the organisation responsible for leading efforts to improve the health of the people in Grampian, and for providing the NHS health care services which people need. We are the fourth largest Health Board in Scotland consisting of three Community Health Partnerships - Aberdeen City, Aberdeenshire and Moray, and an acute sector, all supported by corporate services such as Facilities. A Board made up of representatives from the Grampian community oversees our work assisted by a management team. Our headquarters are based in Summerfield House, Eday Road, Aberdeen, AB15 6RE.

What do we do ?

The purpose of NHS Grampian is to:

· Improve the health of the people of Grampian (in comparison with the rest of Europe) and

· Provide safe, high-quality treatment, based on clinical need in comfortable, accessible surroundings and within available resources.

We will only achieve this by working with our partners - staff, patients, carers,

communities, community planning partners and organisations/groups - in Grampian, in the North of Scotland and nationally. 

Where do our patients come from ?

We provide services to over half a million people from Grampian but around 7% of our specialist activity comes from the Western Isles, Highland, Orkney, Shetland and Tayside as well as other parts of Scotland and throughout the UK. 

Where do we provide our services ?

We aim to deliver services as close to patients’ homes as it is clinically safe to do so.  Services are provided in a range of community settings - workplaces, peoples’ homes, in one of the 91 GP practices or 19 Community Hospitals within our patch. Highly specialised care is delivered in our acute hospitals of Dr Gray’s, Woodend and Aberdeen Royal Infirmary. Royal Cornhill Hospital provides inpatient and community support for mental health services. For women and children we provide specialist services at Aberdeen Maternity Hospital or the Children’s Hospital.  

You may also want to look at our website www.nhsgrampian.org  for more background information.

Why Change?

Like every Health Board in Scotland, we are adapting our services to meet the future health needs of our population. The reasons for change have been documented in previous Health Plans1. They include an ageing population, the growth in long-term conditions such as diabetes, improving access to treatment, advances in medical and surgical practice, the rising costs of providing services and a widening gap in life expectancy between the affluent and the disadvantaged.

Through our strategy Healthfit 20102 we aim to increase emphasis on improving health through strengthening local preventative services, with more support for self-care, more intensive case management for people with serious long-term conditions, and more capacity for diagnosis and treatment in local communities. This will enable our acute hospitals to focus on providing complex care, improving access and ensuring the most effective use of skills within the health service. Our Healthfit strategy is in line with the national strategy for the NHS – Delivering for Health3.

The Plan

Initially the Health Plan was a substantial document which set out the issues for NHS Grampian and its partners in considerable detail. In response to your suggestions we have presented subsequent Plans in a shorter more accessible format. The Plan is not intended to be an A to Z of Health Services in Grampian. It is supported by a number of strategies and operational service plans including the Local Delivery Plan4, 

the Five-year Financial Strategy and operating budget5, the Change and Innovation Programme7, the Board Organisational Development Plan6 and the Workforce Development Plan8. For readers wishing more detail these are highlighted throughout the document and can be accessed electronically or by mail.

This year the Plan will set out our on-going strategy and focus on our absolute priorities for the year. These will be set out under each heading:

· What we are aiming to achieve – our Healthfit 20102 commitments

· What you have told us is important to you

· Our priority actions for 2007/08

Our performance was set out in the Health Plan update (November 2006)9. This and other supporting strategies, service plans, reports and background material providing more detail are available on www.hi-netgrampian.org.

Listening to our communities

Since 2002 members of the public have been involved with doctors, nurses, other health professionals and managers in thinking about how health services should be improved and developed across Grampian. As part of this ongoing process we have discussed our strategy Healthfit 2010 and sought feedback on how well we deliver services with nineteen groups of people from all walks of life and areas of Grampian. The feedback we received has been discussed with the services and compared with feedback received through other means for example patient satisfaction surveys. A detailed report10 is available on the focus group discussions and the action we have or will take as a result. We have only been able to reflect some of these actions in this plan. Where the focus groups provided new issues we will further explore these through our on-going public involvement work. The feedback from these groups together with our on-going public involvement work has influenced this Plan.

2. Health Need

The report of the Director of Public Health provides an independent assessment of the health of the people of Grampian and identifies areas where action is required to maintain or improve health. The key messages from the 2006 report11 highlight:

The Changing Population:

· The Grampian population is projected to decline by just over 5% by 2024. Aberdeen City has the largest projected decrease at –24 percent. Aberdeenshire and Moray are projected to increase by around 8 and 3.7 percent respectively. The number of children aged 0-15 is projected to decrease in all three local authority areas with Aberdeen City forecasting the largest decline at –43 per cent. The working age population is set to decline with the population of pensionable age projected to increase with the result that our population is getting older. Many factors influence these projections including local and central government policies. We know for example that the numbers of overseas nationals seeking to work in the UK has increased significantly since the mid-1990’s. We have commissioned research with other partners to provide us with a greater understanding of the numbers and nature of the migrant community in Grampian. 

Work on validating the above projections is critical as our funding for health services is fundamentally based on a head count.

The Health Needs:

Grampian does well when its health statistics are compared with Scotland. However, we must remember that Scotland compares particularly badly with the rest of Western Europe and we therefore have room for improvement.

· The Grampian death rate is lower than the Scottish rate however there are variations within the region. The commonest causes of death in Grampian reflect the national picture. Of all deaths 38% were in people under 75 years old (known as premature death) with the three main causes cancers (38.3%), ischaemic heart disease (15%) and diseases of the respiratory system (7%).

· Within the Grampian population premature deaths from cancer and ischaemic heart disease, suicide rates and in lifestyle choices (including smoking and teenage pregnancy) occur least frequently in the most affluent sections of the population and most frequently in the most deprived sections of the community.  For example premature deaths from ischaemic heart disease (‘heart attacks’) are almost double the Scottish average in deprived areas and 30% below the average in affluent areas.

Three areas of great public health concern include obesity, alcohol misuse and diabetes. This is because of the number of premature deaths, the extent of illness and disability and the wider social harms that they cause.

· Overweight and obesity are steadily increasing (65% of adult males and 60% of adult females in Grampian are overweight or obese) and are the result of a range of factors such as eating too many high calorie foods and not taking enough physical activity. In Grampian around 35% of boys and 30% of girls aged 2-15 years can be classified as overweight or obese. Obesity has an impact on physical and mental health and is a significant contributory risk factor for a range of chronic conditions. 

· Of the people of Grampian 3.4% are known to have diabetes and there will be others with undiagnosed diabetes. Some diabetes could be prevented by lifestyle measures such as avoiding becoming overweight and/or obese, and by undertaking physical activity. People living in the least affluent fifth of the area have roughly a 50% greater risk of diabetes than those people in the most affluent.

· In Grampian the percentage of adults aged 16 and above consuming more than the recommended weekly amounts (21 units for men and 14 units for women) was 22% of men and 15% of women. In a national survey of school-aged children 20% of 13-year old boys and girls report drinking alcohol in the week before the survey rising to 40% of boys and 46% of 15 year old girls. Grampian adolescent drinking patterns are similar to Scottish youths. Two drinking patterns are particularly likely to increase the risk of harm due to alcohol misuse – binge drinking (consuming at least 8 units of alcohol for men and at least 6 units for women during one drinking session) and chronic drinking (drinking large amounts of alcohol regularly).

For further information the supporting detail is provided on-line at www.hi-netgrampian.org. 

3. Healthfit 2010 Progress to date

In the 2006/07 Plan1 we set out a number of challenging targets to enable us to monitor our performance. Appendix 1 sets out our performance to date against these targets. Of the 26 targets agreed we have improved in 65.4%, our performance has got worse in 15.4%, maintaining performance in 7.7% and we are establishing a baseline measure for 11.5%. Areas for improvement include:

· Tackling the differences in the health of different groups of the population.

· Reducing the number of patients over 65 years who are admitted to hospital as an emergency 2 or more times in a single year 

· Improving waiting times for certain procedures including cardiac surgery and cancers of the bowel, bladder and prostate.

4. Changing for the better

Our programme to improve services through redesign is made up of eight projects that we will take forward over the short and medium term. Local frontline clinical teams drawing on the best available learning have developed these projects. They have been designed through the patient’s eyes shifting our focus from isolated episodes of care to a journey of care – one that may last for the rest of the patient’s life if they have a long-term condition. These projects should not be viewed as isolated pieces of work but as a programme of change to deliver our vision of more person centred, accessible, safer12 and efficient services. Feedback from and involvement with members of the public and patients will continue to inform our service planning. Our public involvement work has reassured us that on the whole you are happy with the services that you receive. However there are some areas were you feel there is room for improvement and we have highlighted these in this plan.

4.1 Closing the Health Gap

Healthfit said:

There are five national measures of performance to assess our progress in closing the gap in health status between people who are disadvantaged economically, socially or for other reasons, and those who live in affluent areas. Our local statistics show that improvements in the health of our most deprived communities have been made across a range of indicators with some exceptions such as smoking during pregnancy. In general health is not improving as fast in our most disadvantaged areas as it is in the most affluent areas. So what we call the inequality gap has widened.

You told us:

· Although the NHS is free the cost of accessing the service can be too much for our disadvantaged communities e.g. cost of transport, loss of earnings. The help that we provide is not always known about or easy to obtain.

· To make sure that the redesign of our services does not have a negative impact on our most vulnerable groups.

· In some areas confidence to access services can be low and extra effort is required to put patients at their ease.

· With an increase in ethnic diversity we need to raise awareness of the Language Line translation service and ensure our staff are comfortable using it.

Our main priorities will be:

· As part of the national Keep Well programme13 invest £500k per annum over the next 2 years in disadvantaged areas of Aberdeen City. Targeting the 45-64 year olds at risk of preventable cardiovascular disease and its main risk factors we will enhance primary care services to identify, treat and follow-up patients at risk of preventable serious ill-health.

· Pilot a simple assessment tool to consider the impact of our service redesign on our most vulnerable groups and report on the findings to NHS Grampian Board when seeking their approval for projects.

· To improve our communication with you – see section 7 for details.

4.2 Self Care

Healthfit said:

People with long-term, chronic health problems are becoming expert in their own conditions. Having the knowledge and skills to help manage their own condition has a very positive effect on people’s quality of life and confidence. Evidence suggests visits to GPs can reduce by 40% for high-risk groups and outpatient visits can be reduced by 17%. Above all, complications from chronic diseases reduce. Self-care can apply to us all, looking after ourselves, eating healthily, not smoking, being active, knowing how to care for minor ailments and what to do in an emergency.

You told us:

· When you are newly diagnosed with a condition or when changes to treatment are recommended that we should take more time to explain what this means for you.

· That you support self care but that there is not a single approach that will suit all population groups and a range of approaches should remain available. For some you feel self care is not an appropriate option for example those suffering from dementia.

· As self care develops we would need to support members of the public to actively participate and ensure that the health outcomes are the same if not better than traditional interventions.

Our main priorities will be:

· To develop, implement and evaluate an action plan to improve prevention and treatment of long-term conditions such as diabetes based on the findings of the Long-term Conditions Audit 14,15,16 due for completion by April 2007.

· To extend the provision of quality assured health and patient information through a range of community outlets such as GP practices, pharmacies and community health projects a pilot will be undertaken with NHS 24. The pilot project will report during 2007 and will work with health care professionals and members of the public to ensure self care is part of the treatment offered to patients17.

4.3 Unscheduled Care

Healthfit said:

Unscheduled care is the term given to health care provided when needed urgently, including emergencies, which can happen at any hour of the day or night. Our aim is to provide a 24-hour rapid and smooth response by a joined up service which involves primary care, hospital services and partner organisations such as the Scottish Ambulance Service, NHS 24, the voluntary sector and with our regional partners. There is plenty of evidence to show that a whole-system approach to unscheduled care can result in a better experience for the patient (and carer), more effective use of staff time and fewer unnecessary admissions to hospital18.

The Scottish Executive Health Department has set the targets that: 

By April 2008 there should be no delays in being discharged from hospital in excess of 6 weeks. Whilst substantial improvements have been made delayed discharges account for 7.5% of occupied bed days in Grampian.

By end 2007 no patient will wait more than 4 hours from arrival to admission, discharge or transfer for accident and emergency treatment.

You told us:

· Due to the difficulty in some areas of getting an appointment with a GP you use the services of A&E departments or the G-MED service. You suggest that an evening and/or weekend drop in service would address the inappropriate use of these services.

· The NHS 24 service could be simplified and communication between NHS 24 and G-MED could be improved further. We have recently introduced a new system that allows personal and clinical details to be passed electronically and confidentially between these services almost instantly.

· We should keep you better informed when our A&E services are busy and introduce appointment times for the G-MED service. We have introduced time slots for patients who attend the G-MED centres which has helped reduce the amount of time you have to wait to be seen.

Our main priorities will be:

· To explore with members of the public, our general practitioners and partners ways of improving access to an appropriate primary care professional when required. We will incorporate agreed actions into next year’s plan.

· The national Joint Improvement Team has worked with NHS Grampian and Local Authority partners to identify areas of service improvement to reduce admission to hospital and to manage patients who remain unnecessarily in hospital once their treatment is complete. Their recommendations19 include further development and implementation of the following initiatives:

· On admission to hospital patients will be given an estimated discharge date to enable appropriate support to be arranged for when they are ready to go home

· Continue with the discharge lounge for surgical patients enabling beds to be freed up for admissions

· Work with Grampian local authorities to ensure appropriate home care particularly at evenings and weekends.

· By July 2007 agree criteria by which patients will be transferred to acute hospital specialities and community based services by staff in the Accident and Emergency and Acute Medical Assessment Unit in preparation for the development of a new Emergency Care Centre20. We will implement the criteria in the main specialities to which patients are currently admitted during 2007.

4.4 Planned Care

Healthfit said:

Planned care includes planned appointments, treatments and operations. As part of re-design across our whole health system, highly specialised acute hospitals will concentrate on providing services or procedures for patients who require those specialist skills or facilities. This will enable us to re-organise services at Aberdeen Royal Infirmary (ARI), Woodend and Dr Gray’s hospitals so that we manage patient flows and, eventually eliminate queues.

Data suggest that up to 40% of planned outpatient activity dealt with in our acute hospitals could in future, be treated in an alternative way for example community based services, self-care, telemedicine21. Telemedicine is when a patient consultation is undertaken by a professional not in the same location as the patient by the use of technology such as a video link. By the end of December 2007 no patient should have waited longer that 18 weeks for a first outpatient consultation or for any subsequent treatment, 62 days from urgent referral to treatment for all cancers and 16 weeks for treatment if a heart specialist recommends it.

You told us:

· That you do not understand what the waiting time targets mean.

· You are concerned about the length of time it takes to get an appointment and the length of time you have to wait in clinic to be seen.

· You support some of the measures we have put in place to manage waiting times such as reminding patients of appointments and reducing unnecessary follow-up appointments particularly when it involves travel. You find it frustrating however to be sent a letter telling you that you have been referred but no indication of how long you personally will have to wait.

 Our main priorities will be:

· To deliver improvements in our waiting time targets as set out in our Local Delivery Plan and to communicate to our communities what the targets mean and how we are performing.

· To increase the number of people who are treated as day cases throughout the system from 56% (or 65% if you include GP minor surgery) to75% by the end of March 2008.

· To improve access to orthopaedic services22 through: 

· provision of additional theatre time by commissioning an modular theatre until May 2008, 

· reviewing existing demand and capacity and redesigning services. We undertook a review of orthopaedic services during 2006/07. We will develop a robust implementation plan by June 2007 to take forward key elements of the review including high dependency care, necessary because of the increasing age of patients and complexity of treatments and trauma services to increase access at evenings and weekends. 

4.5 Intermediate Care

Healthfit said:

After careful consideration of the needs of the patient and evidence of good practice we are developing a new approach to care with clinicians, patients and others. We call this intermediate care. This is because the aim is to provide enhanced services in the community for patients who require more support than is normally provided at GP practice level, but who do not require the specialist services of the acute hospitals.

We undertook an assessment of the number of patients currently occupying an acute bed, who could be cared for in an alternative setting. This Intermediate Care Audit23 identified that a minimum of 25% of patients could be cared for in an alternative setting such as home care with support of a nurse or GP led facility.

You told us:

· You are supportive of GPs undertaking more straightforward procedures but that you are concerned about the impact that this may have on accessing GP appointments.

· You recognise that community hospitals are providing more services than ever before and you welcome this development which you believe provides a more personal service and you raised the need to ensure transport is available.

· The changes to the Care of the Elderly service are to be welcomed particularly the assessment, rehabilitation and estimated date of discharge giving you confidence that an appropriate support package will be put in place prior to the elderly patient being discharged.

Our main priorities will be:

· As part of the development of the regional transport strategy24 we will jointly host with the Scottish Ambulance Service and North East of Scotland Transport Partnership (NESTRANS) a seminar to look at the health and health service aspects of the strategy. From which we will develop a Transport and Health Action Plan by the end of 2007 to address transport requirements.

· By June 2007 develop an improved patient pathway for care of elderly services and develop a detailed implementation plan informed as appropriate by the Geriatric Assessment Audit. During 2007 audit data will be provided for all elements of the patient pathway. To ensure older people are treated/cared for in the right place at the right time the implementation plan will include:

· By April 2007 complete the Geriatric Assessment Unit Audit25 to quantify the number of patients to be diagnosed and treated at ARI and the number to be supported through intermediate care services at Woodend.

· Scope and develop community alternatives and therapies to shift the balance of care as defined by the Intermediate Care Audit23 by October 2007. This will involve the establishment of a bridging fund that enables services to be put in place before making other changes in the system.

· To prevent repeat emergency admissions we will use available data to identify patients at risk of such admissions and create Community Elderly Teams which will include specialist staff aligned to GP practices and Nursing Homes to make best use of community based services to reduce the need for admission.

· By June 2007 develop an implementation plan to relocate the acute Geriatric Assessment Unit from Woodend to Aberdeen Royal Infirmary with a detailed project plan by October 2007.

4.6 Developing Clinical Infrastructure

Healthfit said:

If we are to shift the balance of care into the community, and at the same time ensure clinical quality of our services, we must invest in the technology and systems which support this such as electronic health record, picture archive and communications systems and mobile diagnostic facilities26. We know we can reduce the need for tests by removing duplication from the system. Patients will be less likely to be admitted to hospital for tests alone, waiting times will be shorter, and patients will have more choice about when and where they have their appointments.

You told us:

· That you can see the benefits of telemedicine and those of you who had used it in the Accident and Emergency departments of local hospitals had been very impressed with the service. You could also see benefits for use in follow-up outpatient appointments particularly for those living in more rural locations.

· When you have been told that you need further investigations undertaken you want access to diagnostic services very quickly and you do not want to wait too long for your results.

· Providing the same personal details to different professionals over and over again is very frustrating particularly when you are ill. You would welcome a record that all health professionals can access.

Our main priorities will be:

· To ensure no patients have to wait over nine weeks for a range of diagnostic tests including gastroscopy, sigmoidoscopy, colonoscopy and cystoscopy and diagnostic scans including MRI, CT, barium studies and ultrasound. Our aim is to reduce the time you wait for diagnostic tests to 4-5 weeks27.

· Following the implementation of Abdominal Ultrasound services in 11 locations in Aberdeenshire we will analyse the impact on our primary and secondary care services. Using this analysis we will set out how and where patients should access the service to ensure safe and effective use of the resource and clarify any future workforce implications.

· To work with colleagues in Aberdeen University on what is called a Knowledge Transfer Partnership (KTP)28. This will bring together service and academic expertise and rigour to consider the endoscopy service, to agree a patient pathway, test the impact of the current and proposed model of service against key performance indicators and to gain an understanding of patient and professionals experience before and after the service change. The KTP will start in autumn 2007 concluding in 2009.

4.7 Aberdeen Health Campus Programme

Healthfit said:

Work is being done to plan and organise services and facilities in Aberdeen. It is the aim to provide a quality environment for specialist services and to anticipate the impact of the shift of intermediate care to the responsibility of the Community Health Partnerships29. This will mean that the main healthcare sites in Aberdeen – Foresterhill, Woodend and Cornhill will be re-shaped to support the delivery of modern healthcare throughout Grampian and the North of Scotland.

You told us:

· It can be difficult to find where you are trying to go particularly if the clinic you attend has changed sites. We are focussing efforts to improve signage and patient information to help you find your way around our larger sites.

· Car parking remains a problem on a number of hospital sites not just those in Aberdeen City.

· In some areas our on-going maintenance expenditure has not kept pace with deterioration of the building fabric giving some staff, patients and visitors an impression of poor cleanliness standards and poor care. We could still do more to improve the cleanliness of our premises.

Our main priorities will be:

· To fully implement the National Education and Training Framework for Domestic Services this aims to assure that all domestic services staff are properly trained and aware of the important role that they play in reducing Healthcare Associated Infection.

· To get formal approval from the Scottish Executive Health Department for the ten-year plan for Aberdeen hospital sites30 (Woodend, City, Woolmanhill/Denburn, Foresterhill (ARI) and Cornhill) consistent with the aims of the Health Plan.

· By September 2007 develop a master plan for Foresterhill which will guide the many changes that will be necessary over the next 20-30 years.

· By October 2007 develop an outline business case to improve the amenity of the Foresterhill site to support NHS and University of Aberdeen activities including the provision of a patient hotel, car parking, leisure and retail facilities.

4.8 Workforce Development

Healthfit said:

We will develop new or enhanced roles for staff, recognising the need to make best use of existing skills and the scarcity of other skills. We will extend and support the contribution that nurses, pharmacists, physiotherapists (to name a few) can make to treatment and care. This may mean that you will see an appropriate practitioner rather than a doctor when you receive treatment and care. We will involve the education and training organisations in Grampian and the North of Scotland in supporting these new ways of working.

You told us:

· That you appreciate the high standard of care that you receive from NHS Grampian. In the main you are very happy with the service provided. You recognised that one-to-one communication often takes place in difficult circumstances when you are feeling concerned/worried/stressed, you felt however, on occasion we could improve our communication with you. The majority of our staff are very caring and provide an excellent service but we need to ensure that across all our services you are treated with consideration.

· A more proactive approach to listening and providing an explanation would be beneficial.

· That you are happy to see another professional as long as they are appropriately qualified but in the main you are unaware of the options available to you.

Our main priorities will be:

· Continue our programme to develop new professional roles such as Physician Assistants, Career Start (a salaried scheme for newly qualified GPs matching career development with service need) and train practitioners with special interest with skills in long-term conditions. Priority will also be given to services with demanding waiting times targets such as orthopaedics, minor surgery, dentistry and emergency medicine8.

· To further develop the Organisational Development Plan6 to support the implementation of this Health Plan in particular the need to improve communication with patients, relatives and with other health professionals.

5. Within Available Resources

The total budget for NHS Grampian in 2007/08 will be in the region of £826 million or £1,192 per head of population, the second lowest in Scotland5. Of this, 51% is spent on pay costs (we employ 14,070 people), 23% on services delivered in the community by General Practitioners, Pharmacists, Dentists and Opticians and 26% on non-pay costs such as medical supplies, drugs and capital charges on our buildings. When we compare what NHS Grampian spends to provide particular treatments with other NHS hospitals and Boards in Scotland we have lower costs for in-patients stays and outpatient attendance. We continue to strive to get the most for every pound we spend and look for more efficient ways of working wherever possible.

Healthfit2 is a dynamic long-term process and we will not achieve our plans for service change overnight. Independent reviews demonstrate that NHS Grampian has a good track record of providing high-quality services and for making best use of our money. However, year on year the people of Grampian have growing expectations of their health and health care services. In previous years to enable us to meet these expectations one off sources of funding allowed about 9% more services to be provided than our budget from the Scottish Executive would allow. But this cannot continue.

You told us:

· That it is difficult for the average person to understand what the NHS does and why it does it and therefore you feel it would be difficult to participate in a resource allocation process. You also feel that making choices is a difficult thing to do and it is what managers are paid to do.

· That you would be interested in knowing how we spend our money and you feel we should inform service users how much their service costs. You feel that this may encourage the public to appreciate the service more.

· That you have a perception that the NHS has too many managers and that you are concerned that the cost of some new policies e.g. Mental Health Act may not be the most effective use of resources.

Our main priorities will be:

· To raise awareness of how we spend our resources with the communities we serve. 

· To sustain financial balance through:

· Continuation of the process to prioritise the services we provide – Healthfit2.

· A mechanism to manage the financial impact of issues that we have no direct control over for example new technologies, changes in working practices – Five-year Financial Strategy5.

· Strengthening our financial controls to ensure services are delivered efficiently and within budget – Financial Recovery Plan5.

6. Getting the Balance Right

This plan sets out priorities for change to improve services and the anticipated benefits for our population. It is impossible to reflect the full range of work and operational activity that happens routinely throughout NHS Grampian. We have agreed corporate objectives (Table 1) with performance targets for operational delivery. We use these to assess our performance across the health system using the Balanced Scorecard approach. Regular reports are provided to NHS Grampian Board31 and an Annual Review by the Minister for Health takes place in public.

Table 1 NHS Grampian Corporate Objectives

	PERSPECTIVE
	CORPORATE OBJECTIVES

	Improving Health

To maximise improvements in health status and outcomes


	Improve the public’s health

Reduce inequalities in health

Protect the population from hazards which damage their health

Lead Director : Lesley Wilkie, Director of Public Health

	Service Delivery and Organisation

To achieve delivery of effective healthcare, promote innovation and improve quality


	Improve access to healthcare services (AC)

Shift the balance of care from hospital to community (DS)

Meet appropriate clinical and non-clinical standards and ensure patient safety (RD)

Lead Directors:  Alisdair Chisholm, General Manager Acute

                           David Sullivan, Director of Corporate Planning

                           Roelf Dijkhuizen, Medical Director



	Financial

To achieve strong and sustainable financial performance


	Meet Financial targets (AG)

Redistribute resource in line with the Grampian Health Plan (RC)

Ensure Best Value through continuous improvement (ER)

Lead Directors: Alan Gall, Director of Finance

                          Richard Carey, Chief Executive

                          Ewan Robertson, Director of Performance Improvement


	PEOPLE

To involve the public and partners and meet their needs


	Ensure that the public is  involved, engaged and consulted on healthy living and in service planning and delivery  (LG)

Develop effective joint working with partners (RC)

Improve peoples awareness and satisfaction of the services we provide (LG)

Lead Directors: Laura Gray, Director of Communications

                          Richard Carey, Chief Executive



	learning and growth

To equip the organisation with the knowledge and skills to deliver the strategy


	Ensure effective staff Involvement to achieve a healthy and positive work experience for staff (GS)

Ensure right numbers of staff with right skills, in right place (ER)

Promote the development of a flexible, creative,  learning organisation (JM)

Lead Directors: Gordon Stephen, Staff Side Director

                           Ed Rennie, Head of HR

                           Jennifer Mack, Strategic Change Manager



7. Listening to our Communities

Getting feedback from patients, communities and partners helps us to continually improve what we do. We have set out our action plan for engaging and involving members of the public in the Patient Focus Public Involvement (PFPI) Plan33. The focus groups, patient satisfaction surveys and PFPI work highlighted areas where some of you thought we could improve how we deliver our services. 

You told us:

· We could improve our corporate communication using a range of media including new technologies (texts and emails) to inform the public about the services that the NHS provides, who is involved, how we spend our resources to what effect, how we aim to improve what we do etc.

· To provide information on complaints, compliments and comments in a common location to make it easier for you to make comments about the services we provide. You also would like an anonymous process to make comments.

· That you had comments/concerns about particular services including maternity services, access to dentists and mental health provision. 

Our main priorities will be:

· To review our current communication mechanisms and based on the feedback received improve how we communicate with our communities making it easier for you to make comments/complaints.

· To use the feedback from the focus groups to identify priority themes for further consultation/involvement.

· To keep you informed about the specific service plans for those areas you raised including:

· Maternity Services – we will review and update our NHS Grampian Maternity Strategy34 for consideration and approval by NHS Grampian Board during 2007.

· Dentistry – we will continue to implement our Dental Action Plan35 to improve access to NHS dental services and during 2007 will undertake a needs assessment of our secondary care dental services across the North of Scotland.

· Mental Health – we will continue to implement our Mental Health Delivery Plan36 to reduce the number of suicides, reduce the number of re-admissions for patients who had been in hospital for more than 7 days and to reduce the increasing rate of use of anti-depressants.

Involving and engaging our communities is an on-going process. If you would like:

· More information on specific issues and initiatives

· Copies of other documents referred to in the Plan

· This Plan in an alternative format e.g. large type, audio

· To give us your views

OR further information on

· improving health, 

· health conditions and procedures, 

· sources of support and 

· health related services/organisations 

Please contact:

Healthpoint 

Visit or Mail :
Aberdeen Indoor Market

239 High Street

             
Aberdeen



Elgin

             
AB11 5NX



IV30 1DJ

Telephone: 
0500 202030

E-Mail:        
healthpoint@nhs.net
8. Detailed plans and documents:

The following documents give greater detail about the actions which are planned by NHS Grampian and locally by the Community Health Partnerships.  You can read them by going to the website www.nhsgrampian.org . Alternatively you can contact the Healthpoint, details as above.

1.
Tomorrow’s Health Today, Grampian Health Plan 2006/2007
2.
Healthfit Report, NHS Grampian 2002.
3.
Delivering for Health, Scottish Executive, November 2005.
4. 
NHS Grampian Local Delivery Plan  2007/08

5. 
NHS Grampian Five Year Financial Plan 2007/08 to 2011/2012, NHS Grampian March 2007

6. 
NHS Grampian Board Organizational Development Plan 2006-08 with detailed local actions, June 2007
7.
NHS Grampian Change and Innovation Programme: Contact: David Sullivan, Director of Corporate Planning

8. 
Workforce Plan, NHS Grampian, May 2007

9. 
Healthfit Tomorrow’s Health Today, Grampian Health Plan Update on Progress November 2006 

10.
Informing the Grampian Health Plan, Focus Group Discussions, June 2007

11.
Annual Report for the Director of Public Health 2005/06, NHS Grampian 2007

12. 
Patient Safety Strategy, NHS Grampian, June 2007 

13. 
Keep Well Proposal, NHS Grampian 2007 

14. 
Long term conditions Audit & Action Plan, Aberdeen City Community Health Parthership May 2007

15.
Long term Conditions Audit & Action Plan, Aberdeenshire Community health Partnership May 2007

16. 
Long Term Conditions Audit & Action Plan, Moray Community health & Social Care partnership May 2007  

17.
Self Care Strategy (in development), NHS Grampian:  Contact Susan Webb, Deputy Director of Public Health

18.
An introduction to the Unscheduled Care Collaborative Programme, Scottish Executive, February 2005

19.
Joint Improvement Team Grampian Partnership JIT Initial Scoping Report March 2007

20.
Emergency care centre Outline Business Case, NHS Grampian, February 2007

21.
NHS Grampian, Planned Care Action Implementation Project, February 2007

22.
Orthopaedic Review Business Case 2007/08, NHS Grampian December 2006 Orthopaedic Review Appendix 1
23. 
Intermediate Care Audit, Health Intelligence Unit, NHS Grampian September 2005

24. 
Regional Transport Strategy 2021, NESTRANS, March 2007

25.
Geriatric Assessment Audit, Health Intelligence Unit, NHS Grampian, 2007, Contact: Ros Watkin, Specialist Support Services Manager

26.
E-health/IM&T strategy for Grampian 2004-2008, NHS Grampian 2004

27.
Diagnostic Collaborative, NHS Grampian Action Plans, February 2007 Radiology February 2007

28. 
Knowledge Transfer Partnerships Outline Proposal, March 2006

29. 
Property Strategy 2006-2011, NHS Grampian April 2006 

30.
Aberdeen Hospital sites 10-year master Plan, NHS Grampian, 2007  Contact Graeme Smith Head of Service Development, or Gerry Donald Head of Physical Planning

31.
NHS Grampian Balanced performance Framework, NHS Grampian May 2007.  Corporate Objectives 2007/08:  Contact Anne Ross, Head of Performance and Quality Improvement

32. 
NHS Grampian Accountability Review, August 2006 

33. 
NHS Grampian Public Involvement Action Plan 2007/08, NHS       Grampian                                    

34. 
NHS Grampian Maternity Services Strategy (Draft) March 2007
Posted by NHS Grampian on 04.07.07 

35. 
NHS Grampian Business Plan for Dental Services, NHS Grampian 2005 

36. 
Mental Health Delivery Plan, NHS Grampian Action Plan, NHS Grampian February 2007
Appendix 1 Progress Towards Healthfit 2010 Targets

	Healthfit Target
	Most recent performance against target
	Commentary

	15% reduction in premature deaths (people under 75 years) from coronary heart disease in the most deprived communities by 2008 .           
	117.3 premature coronary heart disease deaths per 100,000 population in 2005 against the 2008 target of 81.7 per 100,000 population. 
	There has been a continuing fall of premature deaths in Grampian from coronary heart disease. The biggest reduction is amongst affluent populations. There has been little change in the rate of improvement in more deprived communities. 

	15% reduction in premature cancer deaths(people under 75 years)  in the most deprived communities by 2008
	228.7 premature deaths from cancer per 100,000 population in 20005 against the 2008 target of 167.6  per 100,000 population. 
	Premature deaths (under 75 years) from cancer are falling in our most affluent communities. This compares with a small rise in deprived populations and based on these results, this target will be a challenge to achieve.

	15% reduction in the proportion of adult smokers in most deprived communities by 2008
	43.5% of adult smokers during 2002-2004 compared to target of 37.5% by 2008
	The target to reduce adult smoking in our most deprived areas is extremely challenging. More recent data on progress will be available with the publication of the Scottish Household Survey in August 2007. 

	15% reduction in mothers who smoke during pregnancy (maternal smoking) within most deprived communities by 2008
	47.3% of maternal smoking in 2006 compared to target of 32.2% by 2008
	The improvement in maternal smoking in 2004/5 has not been sustained in 2005/6.  Aberdeenshire has continued to improve, however the proportion of pregnant women who smoke increased in Aberdeen and Moray.

	15% reduction in teenage pregnancy amongst most deprived communities by 2008
	18.4 teenage pregnancies per 1,000 population in 2006 compared to 2008 target of 8.44 per 1,000 
	The rate of teenage pregnancies amongst more deprived areas continues

to be high when compared to more affluent populations. There has been

little change in this trend over time, and the target remains very challenging. 

	15% reduction in suicides in young people within most deprived communities by 2008
	0 number of suicides per 100,000 in 2005 compared to 2008 target of 8.56 per 100,000
	The most deprived populations in Grampian continue to have extremely 

high levels of suicide.  However the number of suicides is very small and

figures are susceptible to considerable year to year variation.

	By 2008 25% inpatient activity currently in specialist acute hospitals to be managed in alternative settings by Community Health Partnerships - part I
	6.6% of acute inpatient activity managed in Community Hospitals, against target of 25% by 2008
	This shows the proportion of inpatient care conducted in Community Hospitals, which has remained constant since 2003/4.   This target muxt take into account another measure which reviews the volume of minor surgery conducted in a community setting (see target below). None of these measures measure any community interventions which have prevented admission to hospital.

	By 2008 25% inpatient activity currently in specialist acute hospitals to be managed in alternative settings by Community Health Partnerships - part II
	20.3% of acute daycase activity managed in community settings against target of 25% by 2008
	This shows the proportion of total daycase activity conducted by accredited GPs in community settings.  Minor surgery conducted by GPs is rising each year and is projected to exceed this target.

	By 2010 40% of overall outpatient activity to be managed in alternative ways through for example Community Health Partnership based services and selfcare supported by technology such as telemedicine.
	This information is not available currently
	Information recording systems and processes are being designed to report on the changes in clinical practice and service delivery .  These changes include alternatives to traditional services, for example developing GPs with Specialist Interests, Nurse-Led Clinics, and Telephone Consultations.  

	By 2009 we aim to reduce the proportion of older people (65+) who are admitted as an emergency inpatient 2 or more times in a single year (baseline 04/05) by 20%)
	Increase of 15% (at Jan 2007), compared to 2009 target, which aims to reduce the proportion of repeat admissions for older people by 20%
	This shows a 15%  increase in the proportion of older people who had two 

or more emergency admissions to Hospital during the year.  It contrasts with the target aiming to reduce repeat admissions by 20%.  As a result, work is being done to identify patients at high risk of repeat hospital admission, aiming to anticipate health care needs and to meet them in a more planned way.

	By 2008 no one will wait more than 6 weeks to be discharged from hospital into a more appropriate care setting. This will be achieved through a 50% year on year reduction.
	33 patients waiting at Mid April 2007 compared to target of  38 by April 2007 and zero patients by April 2008
	These results show a stready downward trend since 2003, suggesting we 

are well on track to achieving this target. 

	By 2010 we aim to have: 85% of planned surgical procedures conducted on the day of admission 
	71 % of patients receiving surgery on day of admission in Feb 2007, compared to target of 85% in 2010
	These improvements are the result of concentrated effort by Hospital specialty Departments as part of NHS Grampian's Planned Care Programme.

	By 2010 we aim to have: 75% of all planned activity undertaken on a day case basis
	56% of patients treated as daycases in March 2007, compared to target of 75% in 2010
	These results show a small improvement over the past year. Formal

 recording of GP minor surgery will demonstrate a more comprehensive picture of daycase activity, bringing the proportion of daycase activity closer to 65%.  

	By 2010 we aim to have: the average new to follow-up appointment ratio will be 1:1
	1.2 follow up patients seen for every new outpatient at Dec 2006, compared to target of 1 new to return in 2010
	There has been little change over time in new to follow up patient ratios

	By 2010 we aim to have: Improved admission, discharge and rehabilitation arrangements to reduce length of stay over 4 days by an average of 1 day by 2010.
	Length of stay 17.65 at Aug 2006, compared to target of 15.66 by 2010
	The length of stay increased by one day in 2005 and has remained 

constant since then.  

	By 2008 we will have  95% bed occupancy for elective activity and and 80% bed occupancy for emergency activity.
	Information not available currently
	Systems and processes are being reviewed to report bed occupancy for 

performance monitoring. 

	By the end of December 2007 no patient should have waited longer than 18 weeks for a first outpatient consultation.
	1067 patients waiting longer than 18 weeks in February 2007,  compared to zero patients expected at December 2007
	This shows a substantial downward trend in the past year as a result of 

concerted effort to streamline patient pathways.

	By the end of December 2007 no patient should have waited longer than 18 weeks between outpatient and admission for any subsequent treatment.
	Information not available currently
	New methods are currently being explored to capture and report progress 

of waiting times along the whole pathway of care 

	By the end of December 2007 no patient should have waited longer than 62 days from urgent referral to treatment for lung cancer 
	 No patients waiting longer than 62 days in October 2006, compared to target of zero patients waiting at December 2007
	This highlights full achievement of this aim, ahead of target deadline.

	By the end of December 2007 no patient should have waited longer than 62 days from urgent referral to treatment for colorectal cancer
	11 patients waiting longer than 62 days in December 2006, compared to no patients waiting at December 2007
	This reports 42% compliance with the target.  Improvements in the patient 

pathway to reduce the waiting time to treatment are being explored currently.

	By the end of December 2007 no patient should have waited longer than 62 days from urgent referral to treatment for breast cancer
	 No patients waiting longer than 62 days in October 2006, compared to target of zero patients waiting at December 2007
	This demonstrates improvements over time and full achievement of this target.

	By the end of December 2007 no patient should have waited longer than 8 weeks for angiography where recommended by a heart specialist 
	No patients waited longer than 8 weeks in February 2007, compared to target of zero patients by December 2007
	This highlights full achievement of this target, ahead of deadline.

	By the end of December 2007 no patient should have waited longer than 18 weeks for revascularisation if recommended by a heart specialist 
	1 patient waiting longer than 18 weeks in January 2007, compared to target of zero patients by December 2007
	This highlights almost full achievement of this target, ahead of schedule.

	By the end of December 2007 no patient should have waited longer than 10 weeks for cardiac surgery if recommended by a heart specialist 
	25 patients waiting longer than 10 weeks in February 2007, compared to target of zero patients by December 2007
	The number of patients waiting for surgery increased during 2006/7 

due to reduced capacity in Cardiac Intensive Care.   However this has been addressed and waiting times are expected to be achieved and sustained during the early part of 2007.

	By the end of December 2007 no patient should have waited longer than 9 weeks for an MRI
	6 patients waiting longer than 9 weeks at February 2007, compared to target of zero patients by December 2007
	This shows continued improvement over time, and well on track to deliver

 this target by December 2007. 

	By the end of December 2007 no patient should have waited longer than 6 weeks for a CT Scan
	7 patients waiting longer than 6 weeks at February 2007, compared to target of zero patients by December 2007
	A larger than usual increase in referrals during February affected the waiting time for CT scan.  With this exception, there has been a downward trend over time and the target is expected to be met fully by December 2007. 
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