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N=pÉííáåÖ=íÜÉ=pÅÉåÉ=

NHS Quality Improvement Scotland (NHS QIS) was set up by the Scottish 
Parliament in 2003 to take the lead in improving the quality of  care and treatment 
delivered by NHSScotland. We do this by setting standards and monitoring 
performance, and by providing NHSScotland with advice, guidance and support on 
effective clinical practice and service improvements. 
 
^Äçìí=íÜáë=oÉéçêí=

The Standards for The Provision of  Safe and Effective Primary Medical Services Out-of-Hours 
were published in August 2004. These standards are being used to assess the quality 
of  services provided by NHSScotland nationwide. 
 
This report presents the findings from the peer review of  NHS Argyll & Clyde. 
This review visit took place on 22 September 2005, and details of  the visit, 
including membership of  the review team, can be found in Appendix 3. 
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NKN= eçï=íÜÉ=pí~åÇ~êÇë=ïÉêÉ=aÉîÉäçéÉÇ=
From 1 April 2004, the Primary Medical Services (Scotland) Act 2004 placed a duty 
on NHS Boards to provide ‘primary medical services’ for everyone living in the NHS 
Board area. GPs can continue to provide services during the out-of-hours period or 
can opt out of  providing services during the out-of-hours period on condition that 
acceptable alternative services can be provided by the NHS Board. ‘Out-of-hours’ is 
defined in legislation as 6.30pm to 8.00am weekdays, weekends and public holidays. 
Local arrangements may vary. 
 
In January 2004, a Primary Medical Services Out-of-Hours Project Group was 
established and chaired by The Very Reverend Graham Forbes CBE. Membership of  
the Project Group included both healthcare professionals and members of  the public 
(see Appendix 4). 
 
The Project Group oversaw the development of, and consultation on, the standards. 
In addition, it was responsible for recommending an external peer review process.  
 
In July 2005, the Primary Medical Services Out-of-Hours Reference Group was 
established comprising healthcare professionals and members of  the public (see 
Appendix 5). The Reference Group advises on the implementation and monitoring 
of  the review process, and oversees:  
 

● reviewing performance against the standards throughout Scotland, using self-
assessment and external peer review, and 

 
● reporting the findings from the review, and assigning registration status. 

 
The draft primary medical services out-of-hours standards aimed to build on existing 
evidence and good practice. A Scotland-wide consultation process was then 
undertaken, during which the views of  health service staff  and the public were 
sought. The final standards were published in August 2004 and, subsequently, piloted 
at three NHS Boards: NHS Ayrshire & Arran, NHS Grampian and NHS Highland. 
 
In September 2004, the Scottish Executive Health Department (SEHD) issued 
HDL(2004)41, NHS Quality Improvement Scotland: Standards for the Provision of  
Safe and Effective Primary Medical Services Out-of-Hours, outlining the action 
required by NHS Board chief  executives on receipt of  these standards and associated 
guidance from NHS Quality Improvement Scotland (NHS QIS). From 1 January 
2005, all providers of  primary medical services in the out-of-hours period must 
comply with standards developed by NHS QIS. This is a statutory requirement as set 
out in HDL(2004)41. All NHS Boards were asked to submit a completed registration 
application form to NHS QIS for each provider in their area. Each provider has 
received confirmation of  their conditional registration with NHS QIS and their 
registration number. 
=
=
=
=
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NKO= eçï=íÜÉ=oÉîáÉï=mêçÅÉëë=tçêâë=
qóéÉë=çÑ=pÉêîáÅÉ=mêçîáëáçå=

There are two main types of  out-of-hours service provision: 
 
1 NHS Boards can provide out-of-hours services directly (sometimes referred to as 

direct provision). NHS QIS is responsible for reviewing performance against the 
standards for all NHS Boards directly providing primary medical services out-of-
hours. 

 
2 NHS Boards can also make arrangements (by contract or agreement) with a range 

of  providers (sometimes referred to as level 1 provision) through: 
 

● a General Medical Services (GMS) contract – nationally negotiated with some 
local flexibility for GPs to opt out of  certain services or opt in to the provision of  
other services 

 
● a Section 17C (formerly known as Personal Medical Services or PMS) agreement 

– locally negotiated agreements which are more flexible in accordance with local 
circumstances, and 

 
● a Health Board Medical Services contract – the NHS Board can, in certain 

circumstances, make arrangements with, for example, a non-NHS organisation for 
the provision of  NHS services.  

 
oÉîáÉï=mêçÅÉëë=Ñçê=aáêÉÅí=mêçîáÇÉêë=

The review process has two key parts: local self-assessment followed by external peer 
review. First, each NHS Board assesses its own performance against the standards. 
An external peer review team then further assesses performance, both by considering 
the self-assessment data and visiting the NHS Board to validate this information and 
discuss related issues. The review process is described in more detail below (see also 
the flow chart on page 11). 
 
oÉîáÉï=mêçÅÉëë=Ñçê=iÉîÉä=N=mêçîáÇÉêë=

NHS Boards have a responsibility to review performance against the standards for 
any level 1 providers in their area, and report back to NHS QIS through the direct 
providers’ review process. The review process mirrors that for direct providers. Each 
level 1 provider assesses its own performance against the standards using the  
self-assessment tool. The Board then further assesses performance, by considering 
the self-assessment data and visiting the provider to validate this information and 
discussing related issues. A summary of  the Board’s progress in reviewing any level 1 
providers in its area can be found in Section 2.1. 
 
pÉäÑJ^ëëÉëëãÉåí=Äó=kep=_ç~êÇë=

On receiving the standards, each NHS Board assesses its own performance using a 
framework produced by NHS QIS. This framework includes guidance about the type 
of  evidence (eg guidelines, audit reports) required to allow a proper assessment of  
performance against the standards to be made. 
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The NHS Board submits the data it has collected for this self-assessment exercise to 
NHS QIS before the on-site visit, and it is this information that constitutes the main 
source of  written evidence considered by the external peer review team. 
 
bñíÉêå~ä=mÉÉê=oÉîáÉï=

An external peer review team then visits and speaks with local stakeholders (eg staff, 
patients, carers) about the services provided. Review teams are multidisciplinary, and 
include both healthcare professionals and members of  the public. All reviewers are 
trained. Each review team is led by an experienced reviewer, who is responsible for 
guiding the team in its work and ensuring that team members are in agreement about 
the assessment reached. 
 
The composition of  each team varies, and members have no connection with the 
NHS Board they are reviewing. Both of  these factors facilitate the sharing of  good 
practice across NHSScotland, and ensure that each review team assesses 
performance against the standards rather than make comparisons between one NHS 
Board and another. 
 
At the start of  the on-site visit, the review team meets key personnel responsible for 
the service under review. Reviewers then speak with local stakeholders about the 
services provided. After these meetings, the team assesses performance against the 
standards, based on the information gathered during both the self-assessment 
exercise and the on-site visit. 
 
The visit concludes with the team providing feedback on its findings to the NHS 
Board, and informing the NHS Board of  its registration status. The feedback 
includes specific examples of  local initiatives drawn to the attention of  the review 
team (recognising that other such examples may exist), together with an indication of  
any particular challenges. 
 
mçëáíáçå=pí~íÉãÉåíë=

Each review team assesses performance using a quality improvement tool comprising 
position statements for each criterion, standard statement and overall performance. 
This quality improvement tool enables the review team to assess how an NHS Board 
is achieving each standard through development, implementation and monitoring. 
These key stages represent the continuous improvement cycle through which each 
NHS Board can ensure that all users of  its out-of-hours services receive a high 
quality of  care. The NHS Board will also use the position statements to assess the 
performance of  its level 1 providers. 
 
The most appropriate position statement is agreed by the review team to describe an 
NHS Board’s current position against each criterion. This then allows an overall 
position statement to be arrived at for each of  the standards, and in turn, an overall 
registration status on completion of  the review visit.  
 
The quality improvement tool used to assess out-of-hours providers is available via 
the NHS QIS website – www.nhshealthquality.org  
 
=
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cçääçïJìé=mêçÅÉëë=

Where improvement in performance against particular criteria is required (as 
identified in Appendix 1), the NHS Board is required to develop an action plan 
detailing action to be taken against each criterion and timescales for completion. This 
action plan, along with an initial progress report is to be submitted to NHS QIS  
3 months from receipt of  the final local report. All action has to be taken by July 
2007.  
 
As the deadlines for action are reached, the NHS Board will resubmit the evidence to 
support its progress to NHS QIS, detailing what work has been undertaken to meet 
the identified criteria. This resubmitted evidence will then be analysed and reviewed 
by the NHS QIS Out-of-Hours Reference Group. Once all reviews of  a Board’s 
resubmitted evidence have been carried out, any necessary amendments to the status 
of  the position statements will be made; the accompanying detailed findings in 
Section 4 of  the local report will be updated and published on the NHS QIS website. 
In most instances, these reviews will not require a visit to the NHS Board to further 
assess performance; however, a review visit may be carried out if  deemed necessary 
by the Reference Group. 
=
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NKP= oÉéçêíë=
After each review visit, NHS QIS staff, with clinical input as appropriate, draft a local 
report detailing the findings of  the review team. The draft report will also include a 
detailed resubmission schedule for those criteria or standards that require action and 
follow-up. This draft report is sent to the review team for comment, and then to the 
NHS Board to check for factual accuracy. The local report will then be published and 
made available on the NHS QIS website. Any necessary addendums to the local 
report, as a result of  any follow-up action, will also be published on the NHS QIS 
website. 
 
Once the initial national review cycle is completed, a report summarising national 
performance will be prepared. This document includes both a summary of  the 
findings (highlighting examples of  local initiatives and challenges for the service) and 
recommendations for improvement. 
 
Part of  the remit of  NHS QIS is to report whether the services provided by 
NHSScotland, both nationally and locally, meet the agreed standards. This does not 
include reviewing the work of  individual healthcare professionals. In achieving this 
aim, variations in practice (and potential quality) within a service will be encountered 
and subsequently reported. 
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qÜÉ=oÉîáÉï=mêçÅÉëë==

Standards published  
and issued 

Self-assessment framework 
finalised and issued 

     ↓ 
to NHS Board undertakes self-assessment exercise and 
submits outcomes NHS Quality Improvement Scotland 

    ↓ 
NHS Quality Improvement Scotland sends information 
from self-assessment submission to peer review team 

    ↓ 
Two-way presentations covering background on NHS 

Quality Improvement Scotland and local service provision 
    ↓ 

Review team meets stakeholders to discuss local services 
    ↓ 

Review team assesses performance in  
relation to the standards 

    ↓ 
Review team feeds back findings to NHS Board 

    ↓ 
Draft local report produced and sent to  

review team for comment 
    ↓ 

Draft local report sent to NHS Board to check  
for factual accuracy 

    ↓ 
Local report published 

    ↓ 
NHS Board develops action plan based on criteria 
identified for follow-up and resubmits evidence of 

progress to NHS QIS 
    ↓ 

NHS QIS Out-of-Hours Reference Group reviews evidence 
    ↓ 

Local report revised and published on NHS QIS website 
    ↓ 

NATIONAL SUMMARY REPORT PUBLISHED 
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O=pìãã~êó=çÑ=cáåÇáåÖë=

OKN= lîÉêîáÉï=çÑ=içÅ~ä=pÉêîáÅÉ=mêçîáëáçå=
 
içÅ~ä=kep=póëíÉã=~åÇ=pÉêîáÅÉë=

Argyll & Clyde is situated in west-central Scotland and has a population of  around 
415,658. It is a region of  contrasts, where the majority of  the population live in 
densely populated urban areas, some of  which have high levels of  illness and 
deprivation.  However, a significant proportion of  the population live in remote and 
rural areas and on island locations. 
 
Argyll & Clyde NHS Board is responsible for improving the health of  the local 
population and for the delivery of  the healthcare required. It provides strategic 
leadership and has responsibility for the efficient, effective and accountable 
performance of  the NHS in Argyll & Clyde. 
 
At the time of  the review visit, NHS Argyll & Clyde contained three NHS operating 
divisions, each of  which provide acute and primary care services: Inverclyde 
Division; Greater Renfrewshire Division; and Lomond & Argyll Division. 
 
The NHS Board is accountable for both continuously improving the quality of  
health services, and safeguarding high standards of  care, by creating an environment 
in which excellence in clinical care will flourish (framework of  clinical governance). 
 
Further information about the local NHS system can be accessed via the website of  
NHS Argyll & Clyde (www.show.scot.nhs.uk/achb). 
 
NHS Argyll & Clyde progressively took over responsibility for the provision of   
out-of-hours primary medical services from 28 September 2004. The primary care 
emergency service evolved from three GP out-of-hours co-operatives and individual 
GP practices which had operated the out-of-hours service previously.  
 
NHS Argyll & Clyde’s primary care emergency service operates from 6pm to 8am 
weekdays, all weekend, bank holidays and public holidays. The primary care 
emergency service operates from three main centres based at Greenock Health 
Centre, Inverclyde; Royal Alexandra Hospital, Paisley; and Vale of  Level Hospital, 
Alexandria. Additionally, due to the geographical nature of  Argyll, there are an 
additional six primary care emergency centres based across the region.   
 
At the time of  the review there were a total of  20 out-of-hours providers in NHS 
Argyll & Clyde, 18 of  which were level 1 providers, plus two direct providers, which 
included one practice which was administered by the NHS Board because of  a 
vacancy. The vacancy is now filled; therefore, at the time of  publication there are 
now 19 level 1 providers and one direct provider which is NHS Argyll & Clyde. 
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At the time of  the visit, NHS Argyll and Clyde had not started to review their level 1 
providers; however, the NHS Board reported that it plans to undertake a programme 
of  visits to the individual practice providers as outlined below. The primary care 
emergency service manager has expressed a desire to be trained as an assessor for 
this work.  
 
Timetable for review of  level 1 providers: 
 
October 2005   Workshop for practice managers 
November–December 2005 Practices prepare for assessment 
January–September 2006 Programme of  assessment visits to all GMS   
    contracted providers. 
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OKO= pìãã~êó=çÑ=cáåÇáåÖë=^Ö~áåëí=íÜÉ=pí~åÇ~êÇë=
A summary of  the findings from the review, including examples of  local initiatives 
drawn to the attention of  the review team, is presented in this section. A detailed 
description of  performance against the standards/criteria is included in Section 4. 
 
^ÅÅÉëëáÄáäáíó=~åÇ=~î~áä~Äáäáíó=~í=Ñáêëí=éçáåí=çÑ=Åçåí~Åí=

Although the review team noted that the primary care emergency service is linking in 
to a variety of  local information to help with the planning and delivery of  the 
service, the service was unable to demonstrate that there are formal arrangements in 
place to identify the needs of  those potentially using the service. The service 
reported at the time of  the visit that arrangements are in place to meet the needs of  
some, but not all, of  those potentially using the primary care emergency service.  
 
Across the primary care emergency service in NHS Argyll & Clyde, arrangements are 
in place for patients or their representatives to access care by telephone (in the first 
instance). Patients first access the service through NHS 24; if, after triage by NHS 24, 
the patient requires further care, either NHS 24 will liaise with the hub (dispatch 
centre) to arrange attendance at a primary care emergency centre or the patient will 
be contacted directly by the hub to arrange a home visit or attendance at a primary 
care emergency centre. The review team noted that contingency procedures are in 
place should the usual method of  telephone access be unavailable to patients or their 
representatives. The service reported that the contingency plan will be tested in 
October 2005 when a mock electrical failure scenario will be undertaken. 
 
There is an NHS Argyll & Clyde Board-wide equality and diversity policy in place 
which is adhered to by the primary care emergency service. Braille and audio tapes 
relating to services provided by NHS 24 are available to patients, and these services 
are advertised through posters in GP practices. The review team identified that a 
challenge to the service is the production of  locally specific information on the 
primary care emergency service for minority ethnic and special needs groups. 
 
eÉ~äíÜÅ~êÉ=ÖçîÉêå~åÅÉ=

The primary care emergency service recognises that although patient needs may be 
similar in urban and rural areas, this is complicated in NHS Argyll & Clyde by local 
geography and accessibility to the service. Development and redesign of  the primary 
care emergency service was undertaken in consultation with various stakeholders, and 
several public meetings were held across NHS Argyll & Clyde. A stakeholders’ day 
was held in April 2004, and pre- and post-service launch meetings were also held in 
each locality to review the service and address any emerging issues. An information 
leaflet detailing service changes was produced as well as an ‘advertorial’ article, which 
was published in the local media. 
 
A major challenge for the primary care emergency service is to ensure it becomes an 
integrated part of  the NHS Board. There is awareness that the service is very 
medical/doctor dependent and that it is regarded by patients and staff  as an 
extension of  NHS 24 with no links to other local NHS services. 
 
The primary care emergency service does not appear to be fully integrated into the 
NHS Argyll & Clyde clinical governance infrastructure, particularly in terms of  
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accountability and responsibilities. There is no proactive approach taken, with a lack 
of  clarity around the clinical governance programme in relation to infrastructure, 
strategy and planning. Although the service appears disengaged from the formal 
NHS Board-wide clinical governance programme, the review team recognised the 
reactive approach that has been taken due to the evolving nature of  the service. 
Consideration also requires to be given to the establishment of  regular, formal 
reporting mechanisms. A GP audit facilitator is to take up employment in September 
2005. This post will have a clinical governance remit, giving consideration to clinical 
audit for the service.  
 
There are NHS Board-wide incident reporting and risk management systems in 
operation, however, these systems are not aligned to or systematically applied to the 
out-of-hours services. There is awareness that there is much work still to be 
undertaken in this area, and that formal documentation underpinning the risk 
management systems is lacking. At the time of  the review, the NHS Board-wide risk 
register had recently been updated, and the service risk register was under 
development. 
 
It was acknowledged that there has been a reactive approach taken with efforts 
focused on raising awareness and areas of  responsibility in relation to risk 
management. 
 
A mock emergency planning event is planned for October 2005, which will identify 
learning points and highlight gaps in the service, as well as ensuring business 
continuity should any part of  the system fail. 
 

bñ~ãéäÉ=çÑ=~=äçÅ~ä=áåáíá~íáîÉÁ=

^=ãÉÇáÅáåÉë=ã~å~ÖÉãÉåí=Öêçìé=Ü~ë=ÄÉÉå=Ñçêã~äáëÉÇ=íç=Éëí~ÄäáëÜ=~=ÅçÜÉëáîÉ=

~ééêç~ÅÜ=íç=ãÉÇáÅáåÉë=ã~å~ÖÉãÉåí=~åÇ=ÉèìáéãÉåíK=qÜáë=Öêçìé=ÅçãéêáëÉë=~=

éêáåÅáé~ä=éÜ~êã~ÅáëíI=íÜêÉÉ=ìêÄ~å=dmë=~åÇ=çåÉ=êìê~ä=dmK=`çåëáÇÉê~íáçå=ïáää=ÄÉ=ÖáîÉå=

íç=íÜÉ=ÉèìáéãÉåí=~î~áä~ÄäÉ=áå=íÜÉ=éêáã~êó=Å~êÉ=ÉãÉêÖÉåÅó=ÅÉåíêÉë=~åÇ=Å~êëI=~åÇ=

éêÉëÅêáÄáåÖ=áëëìÉëI=Ñçê=Éñ~ãéäÉI=áÇÉåíáÑóáåÖ=~=ÇêìÖ=ëíçÅâ=Ñçêãìä~êóK=qÜáë=ëÜçìäÇ=íÜÉå=

~ëëáëí=áå=áÇÉåíáÑóáåÖ=íê~áåáåÖ=åÉÉÇë=~åÇ=êÉèìáêÉãÉåíë=Ñçê=dmëK=

 
At the time of  the review, there were some procedures and processes in place to 
demonstrate that staff  involved in out-of-hours care meet employment requirements, 
including suitable qualifications, and once employed, are competent to perform their 
duties. 
 
There is an established recruitment and selection process undertaken in conjunction 
with the NHS Board’s human resources department, with policies and procedures to 
underpin this. Although job descriptions have been prepared for all staff  working in 
the primary care emergency service, there are no competency frameworks 
underpinning the job descriptions other than the minimum legal training 
requirements for GPs. Staff  confirmed that consideration is now being given to these 
issues, in particular for those GPs employed to work in more remote and rural areas. 
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There are no personal development plans (PDPs) or annual appraisal systems in 
place for staff. At the time of  the review, core corporate activities, such as health and 
safety needs, were being prioritised over personal development needs. There are 
plans to commence with PDPs and annual appraisal systems for staff  in early 2006. 
The service recognises the need to formalise induction programmes and orientation 
processes for both clinical and non-clinical staff. At the time of  the review, formal 
induction programmes were being established for drivers and dispatchers. These 
programmes will cover aspects such as training on the Adastra computer system, 
local geography and NHS 24 processes. 
 
NHS Argyll & Clyde’s primary care emergency service operates within the NHS 
Board’s standing financial instructions, and is covered by the NHS Board’s primary 
care organisation scheme of  delegation. 
 
`äáåáÅ~ä=Å~êÉ=

Cascade systems are in operation to facilitate circulation of  key documents and 
guidance across the primary care emergency centres to support clinical decision-
making. There is a need, however, to ensure equity of  access to national guidelines 
across all providers. 
 
There are robust systems in place for clinical and NHS 24 assessments to take place 
and, if  required, there is a retriage system in operation. However, there are no 
established local policies with regard to the out-of-hours service’s liaison with other 
professional groups, for example, in relation to child protection and vulnerable 
adults. The service is aware that these are gaps that require to be addressed. 
 
There are established drug management and equipment maintenance systems in 
operation. There is a controlled drugs cupboard and drug stock register in each 
primary care emergency centre and there are plans under way to standardise drug 
stocks across the primary care emergency centres. 
 
fåÑçêã~íáçå=~åÇ=ÅçããìåáÅ~íáçå=

Despite the complexities of  NHS Argyll & Clyde, there are well understood, robust 
local processes in place for the completion, use, storage and retrieval of  patient 
records. Staff  are allocated specific levels of  authorisation for access to the computer 
system appropriate to their role. Clinicians have responsibility to enter all medical 
information in the computer system in the primary care emergency centre, or have 
full responsibility for any information that has been entered on their behalf. There is 
a daily back-up of  the computer system undertaken by the IT department. 
 
Information on patient contact and outcomes is emailed or faxed to the appropriate 
GP practices by the next working day. Systems are also in place to ensure the transfer 
of  information to other healthcare professionals. Similarly, information from the 
patient’s own GP can be transferred to the out-of-hours service for patients that 
require special care or the adoption of  different processes, through the use of  special 
patient notes. 
 
At the first point of  contact with NHS 24, patients are asked for consent to share 
their information with other healthcare professionals, for example, the patient’s own 
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GP. If  consent is not given, appropriate systems are in place to ensure that 
information is transferred only between NHS 24, the hub and the primary care 
emergency centre.  
 
^ìÇáíI=ãçåáíçêáåÖ=~åÇ=êÉéçêíáåÖ=

At the time of  the review, a set of  provider-specific key performance indicators were 
not in place for the primary care emergency service. The service reported that an 
annual report on the service is to be produced in February 2006, which will help to 
inform and formulate the key performance indicators for 2006. 
 
Comments, complaints and compliments received by the primary care service are 
recorded, regularly reviewed and acted upon. Clinical complaints are investigated by 
the clinical director of  the service and non-clinical complaints are investigated by the 
service manager. In both instances, once the complaint has been investigated, a 
response to the complainant is then drafted and forwarded to the NHS Argyll & 
Clyde complaints manager, in accordance with the NHS Board’s complaints 
management policy.  
 
If, after investigation, complaints are escalated to a critical incident or significant 
event, the incident or event is discussed at the primary care quality assurance 
committee to ensure that lessons are learnt and action to avoid a recurrence is agreed 
and taken. 
 
At the time of  the review, the service did not have a formal system in place to 
identify patient views and satisfaction levels. Patient views of  the service are gathered 
through complaint and compliment letters, as well as through meetings with local 
community groups. The review team noted that the primary care emergency service 
is planning to introduce patient satisfaction surveys, the findings of  which will be 
discussed at the primary care quality assurance committee. 
 
The primary care emergency service had only been operational for 9 months at the 
time of  the review. Therefore, a report on annual performance and service had not 
been published.  
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P=oÉÖáëíê~íáçå=pí~íìë=

The NHS QIS primary medical services out-of-hours standards were published in 
August 2004. In September 2004, the Scottish Executive Health Department issued a 
health department letter, HDL(2004)41, which outlined the action required by NHS 
Board chief  executives on receipt of  these standards and associated guidance. From 
1 January 2005, there is a statutory requirement for all providers of  primary medical 
services in the out-of-hours period to comply with these standards. All NHS Boards 
were required to submit a completed registration application form, by November 
2004, for all providers of  primary medical services out-of-hours in their area. Each 
provider was then given conditional registration with NHS QIS along with their 
registration number. Following each NHS Board’s review visit to assess performance 
against the standards, a registration status will be assigned. The registration status for 
NHS Argyll & Clyde can be found below: 
 
 
oÉÖáëíê~íáçå=ëí~íìë=~ëëáÖåÉÇ=íç=kep=^êÖóää=C=`äóÇÉW 
 
 

 
Provider is largely compliant with the standards. 

 
 
 
Please refer to the NHS QIS website for details of  any follow-up outcomes and 
subsequent amendments to registration status, position statements and detailed 
findings.  
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Q=aÉí~áäÉÇ=cáåÇáåÖë=^Ö~áåëí=íÜÉ=pí~åÇ~êÇë=

pí~åÇ~êÇ=NE~FW=^ÅÅÉëëáÄáäáíó=~åÇ=^î~áä~Äáäáíó=~í=cáêëí=mçáåí=çÑ=
`çåí~Åí=

pí~åÇ~êÇ=pí~íÉãÉåí=
lìíJçÑJÜçìêë=ëÉêîáÅÉëG=~êÉ=~î~áä~ÄäÉ=~åÇ=~ÅÅÉëëáÄäÉ=íç=é~íáÉåíë=~åÇ=íÜÉáê=êÉéêÉëÉåí~íáîÉëK=
=
G=ÚlìíJçÑJÜçìêëÛ=áë=ÇÉÑáåÉÇ=áå=äÉÖáëä~íáçå=~ë=SKPMéã=íç=UKMM~ã=ïÉÉâÇ~óëI=ïÉÉâÉåÇë=~åÇ=
éìÄäáÅ=ÜçäáÇ~óëK=içÅ~ä=~êê~åÖÉãÉåíë=ã~ó=î~êóK=

kep=^êÖóää=C=`äóÇÉ=

OVERALL POSITION STATEMENT: Processes for ensuring patient 
accessibility and availability at the first point of contact are being 
implemented but monitoring has not yet commenced in all parts of the 
organisation. 

bëëÉåíá~ä=`êáíÉêá~=

NE~FNW== ^êê~åÖÉãÉåíë=~êÉ=áå=éä~ÅÉ=íç=áÇÉåíáÑó=íÜÉ=åÉÉÇë=çÑ=íÜçëÉ=éçíÉåíá~ääó=ìëáåÖ=íÜÉëÉ=
ëÉêîáÅÉëK=

STATUS: There are some arrangements in place to identify the needs of those 
potentially using the service.  

The primary care emergency service reported that information on patient 
demographics and usage of primary medical services out-of-hours had been gathered 
from the previous GP out-of-hours co-operatives in the suburban areas of NHS 
Argyll & Clyde. This information was used to identify patterns of patient activity and 
to plan the required staffing levels for the new primary care emergency service.  

Clinical information on patients is recorded on the Adastra computer system (an 
electronic specialist call management, data distribution and clinical recording system). 
This information is coded; however, staff reported that the clinical coding 
information is limited and therefore has minimal value. The review team noted that 
plans are under way to expand the use of clinical codes. 

The service reported that a GP audit facilitator post for the primary care emergency 
service has been filled. The facilitator’s role will be to assist with the planning and 
development of the service based on audit findings.  

Representatives of the service meet with NHS 24 on a 2-monthly basis; discussion at 
the meeting includes the prediction of call levels over specific periods which helps to 
inform the planning of appropriate staffing levels. 

The NHS Argyll & Clyde public health plan also contains information which helps to 
support service development and planning of the service. 
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The review team noted a number of examples where the service has been adapted 
following feedback from key professionals; this includes the identification by the 
colorectal surgeon of patients who have undergone colorectal procedures and may 
require readmission during the out-of-hours period. This information is flagged up in 
the special patient notes to ensure that patients are dealt with in an appropriate and 
timeous manner by the service. Additionally, the primary care emergency service is 
working with the laboratory service to develop an approach to ensure that abnormal 
results received in the out-of-hours period are dealt with appropriately and the 
information is passed to the patient’s GP in-hours. 

 

NE~FOW== ^êê~åÖÉãÉåíë=~êÉ=áå=éä~ÅÉ=íç=ãÉÉí=íÜÉ=åÉÉÇë=çÑ=íÜçëÉ=éçíÉåíá~ääó=ìëáåÖ=íÜÉëÉ=
ëÉêîáÅÉëK=

STATUS: Arrangements are in place to meet the needs of some, but not all, of 
those potentially using the service.  

At the time of the visit, the NHS Argyll & Clyde primary care emergency service 
reported that, because of the infancy of the service, the service was not proactively 
considering the needs of those potentially using the service. The review team noted 
that, following the redesign of mental health services within the area, the service had 
identified a requirement to look at the availability of community psychiatric nurses 
out-of-hours. In addition, the review team noted a number of issues that have been 
raised by groups potentially using the service and how these issues have been 
addressed by the service. The review team commended the introduction of the 
Palliative Care Gold Standard, which involves sharing patient information out-of-
hours between the patient’s GP, district nurses, NHS 24 and the out-of-hours GP. 

 

NE~FPW== ^êê~åÖÉãÉåíë=~êÉ=áå=éä~ÅÉ=Ñçê=é~íáÉåíë=çê=íÜÉáê=êÉéêÉëÉåí~íáîÉë=íç=~ÅÅÉëë=Å~êÉ=Äó=
íÉäÉéÜçåÉ=Eáå=íÜÉ=Ñáêëí=áåëí~åÅÉFK=

STATUS: Arrangements are in place for patients or their representatives to 
access care by telephone (in the first instance), and contingency plans are in 
place if the usual method of access is unavailable. 

There are arrangements in place for patients or their representatives to access care by 
telephone in the first instance. Patients within NHS Argyll & Clyde first access the 
primary care emergency service through a telephone call to NHS 24. Then, after 
triage by NHS 24, either NHS 24 will liaise with the hub (dispatch centre) to arrange 
attendance at a primary care emergency centre or the patient will be contacted 
directly by the hub to arrange a home visit or attendance at a primary care emergency 
centre. 

The out-of-hours service is advertised to patients and their representatives through a 
variety of formats. Information is provided to patients at GP practices and the 
primary care emergency service centres through leaflets and advice cards. 
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The review team noted that the primary care emergency service is producing 
guidance which is to be distributed to pharmacies and GP practices in preparation 
for winter and the expected surge in demand for the out-of-hours service over this 
period.  

When patients or their representatives contact NHS 24, all calls are recorded. 
Communication between NHS 24 and the service regarding patient information is 
recorded on the Adastra system. In addition, the review team noted that there are 
formal logging procedures for defined call categories; all these calls are logged. 

Contingency plans are in place should the usual method of telephone access be 
unavailable to patients and their representatives; if there was a switchboard failure at 
the primary care emergency service, NHS 24 would be advised of the situation and 
communication from NHS 24 would be faxed to the primary care emergency service 
hub. All other communication would then be via the direct telephone line or by 
mobile telephone. If switchboard failure was to continue for over an hour, the 
telephone and fax facilities in the emergency control centre at the hub would be 
utilised. The primary care emergency service reported that the service plans to test 
the contingency plan in October 2005 by holding a full mock electrical failure 
scenario. 

 

NE~FQW== ^ÅÅÉëë=íçI=~åÇ=ÇÉäáîÉêó=çÑ=ëÉêîáÅÉëI=áë=åçí=ÅçãéêçãáëÉÇ=Äó=éÜóëáÅ~äI=ä~åÖì~ÖÉI=
Åìäíìê~äI=ëçÅá~äI=ÉÅçåçãáÅ=~åÇ=çíÜÉê=Ä~êêáÉêëK=

STATUS: Arrangements are in place to ensure that access to, and delivery of, 
services is not compromised by physical, language, cultural, social, economic 
and other barriers but are not fully implemented throughout the service.  

The NHS Board-wide equality and diversity policy has been implemented across the 
primary care emergency service. 

The NHS Argyll & Clyde public health needs assessment identifies population trends 
which can highlight the requirement for specialist services for the local population. 
At the time of the visit, local information materials for minority groups had not been 
produced; however, it was reported that the service hopes to implement specific 
information shortly.  

Braille and audio cassettes with information relating to services provided by NHS 24 
are available to patients with sensory impairment. When a caller with sensory 
impairment is passed from NHS 24 to the local service, the NHS 24 staff member 
will make the local staff aware of the patient’s sensory impairment. A needs 
assessment to establish the level of compliance with the Disability Discrimination 
Act 1995 was co-ordinated by the estates department of NHS Argyll & Clyde. The 
assessment identified that there is disabled access to, and disabled access toilet 
facilities at, all the primary care emergency service centres. Additionally, over 50% of 
the primary care emergency service centres are fitted with loop hearing systems, and 
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the remaining 50% have funding in place to install loop hearing systems in the 
centres. 

The review team noted the difficulty the service has had with acquiring translator 
services. Translator services for the out-of-hours period have to be booked in 
advance through NHS Greater Glasgow.  

The review team encouraged the provision of locally produced information leaflets 
for patients with special needs and those patients from disadvantaged or ethnic 
minority groups. 
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pí~åÇ~êÇ=OE~FW=p~ÑÉ=~åÇ=bÑÑÉÅíáîÉ=`~êÉ=Ó=eÉ~äíÜÅ~êÉ=
dçîÉêå~åÅÉ=

pí~åÇ~êÇ=pí~íÉãÉåí=
eÉ~äíÜÅ~êÉ=dçîÉêå~åÅÉW=qÜÉ=ëÉêîáÅÉ=éêçîáÇÉê=Ü~ë=~=ÅçãéêÉÜÉåëáîÉI=é~íáÉåíJÑçÅìëÉÇ=
ÜÉ~äíÜÅ~êÉ=ÖçîÉêå~åÅÉ=éêçÖê~ããÉ=áå=éä~ÅÉK=

kep=^êÖóää=C=`äóÇÉ=

OVERALL POSITION STATEMENT:=A comprehensive, patient-focused 
healthcare governance programme is being developed but implementation 
has either not yet commenced, or has commenced but does not involve all 
parts of the organisation. 

bëëÉåíá~ä=`êáíÉêá~=

OE~FNW== m~íáÉåí=cçÅìëW=qÜêçìÖÜçìí=íÜÉ=ëÉêîáÅÉI=ïçêâ=áë=ìåÇÉêí~âÉå=áå=é~êíåÉêëÜáé=ïáíÜ=
áåÇáîáÇì~äëI=ÅçããìåáíáÉë=~åÇ=Åçããìåáíó=éä~ååáåÖ=é~êíåÉêë=áå=íÜÉ=ÇÉëáÖåI=
ÇÉîÉäçéãÉåí=~åÇ=êÉîáÉï=çÑ=ëÉêîáÅÉëK=qÜÉ=êÉëìäíë=çÑ=íÜáë=ïçêâ=~êÉ=~ÅíÉÇ=ìéçå=~åÇ=
ÑÉÉÇÄ~Åâ=áë=éêçîáÇÉÇ=íç=~ää=íÜçëÉ=áåîçäîÉÇK=

STATUS: There is limited partnership working in the design, development 
and review of services.  

Development and redesign of the primary care emergency service was overseen by 
the management committee, which had representation from various stakeholders, 
including patients, GPs, nursing, the local health council, ambulance service and 
NHS 24. Several public meetings were also held across NHS Argyll & Clyde. 

A stakeholders’ day was held in April 2004 to present the proposed redesigned 
service model prior to presentation to the NHS Board for approval, and to provide 
the opportunity to explore the emerging issues and challenges faced. Pre- and post-
service launch meetings were also held in each locality to review the service and 
address any emerging issues. 

A communications group, chaired by a patient representative, was established to give 
consideration as to how best to communicate service changes to the public. This 
resulted in the production of an information leaflet and an ‘advertorial’ article, which 
was published in the local media.  

The service recognises that, although patient needs may be similar in urban and rural 
areas, this is complicated in NHS Argyll & Clyde by local geography and accessibility 
to the service. There is also awareness that patients can feel isolated in some areas. 
As much as possible, a pragmatic approach to standardisation of the quality of the 
service has been taken across the rural areas. This also helps minimise risks, although 
there are local variations in terms of service delivery where necessary. 

A major challenge for the primary care emergency service is to become an integrated 
part of the NHS Board. There is awareness that the service is very medical/doctor 
dependent and that it is regarded by patients and staff as an extension of NHS 24 
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with no links to other local NHS services. The service manager has had discussions 
with various nursing groups, which were reported to have proved beneficial.  

Links have now been established through the community health partnerships’ 
(CHPs) patient representative groups rather than establishing a specific out-of-hours 
patient group. 

A patient satisfaction survey was undertaken in September 2005, across a Friday–
Sunday weekend period, which had a high response rate. The survey results will be 
used to further assist the development of the primary care emergency service. At the 
time of the review, the survey results were in the process of being collated. However, 
key findings from the Inverclyde division appeared to indicate that approximately 
50% of patients would be happy to see another healthcare professional other than a 
doctor. Staff reported that patients had requested to receive a copy of the final report 
detailing the survey’s responses. It is planned to explore further when the next 
patient survey is undertaken which healthcare staff groups, other than a doctor, 
patients would be happy to see. 

Complaints are dealt with in accordance with the NHS Board’s complaints policy. 
However, the review team was not satisfied that there is a systematic approach to 
feedback and complaints/comments received by the primary care emergency service. 
The service accepted that this could be better formalised, as responses are tailored to 
each particular situation. For example, there has been an open-house approach 
adopted and members of the public have been shown around the service in a bid to 
alleviate concerns. 

 

OE~FOW== m~íáÉåí=cçÅìëW=fåÑçêã~íáçå=áë=ã~ÇÉ=~î~áä~ÄäÉ=Äó=íÜÉ=éêçîáÇÉê=Ñçê=íÜÉ=é~íáÉåí=~åÇ=
íÜÉáê=êÉéêÉëÉåí~íáîÉë=êÉÖ~êÇáåÖ=~åó=Å~êÉ=çê=íêÉ~íãÉåí=ÖáîÉåK=

STATUS: Information regarding any care or treatment given is made available 
by the provider, and is easily accessible by patients and their representatives.  

GPs give verbal information to the patient regarding their condition, treatment and 
follow-up action. Where available, this is entered onto the Adastra computer system. 
In addition, there is a full range of patient clinical information leaflets available on, 
for example, minor injuries, asthma, soft tissue injuries and childhood illnesses. 

There are plans to provide GPs with access to IT-based information, for example the 
British National Formulary and SIGN Guidelines, on a standardised desk-top 
accessible via the Adastra computer system. This would help ensure consistent 
approaches to treatment and care. There is recognition, however, of the IT software 
licensing issues with this approach, as well as the challenges faced in relation to 
capturing those GP practices not linked into the Adastra computer system. 

At the time of the review, disks with local guidelines were available in primary care 
emergency centres with A4-sized information sheets printed off for staff and 
patients.  
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OE~FPW== `äáåáÅ~ä=dçîÉêå~åÅÉW=qÜÉêÉ=~êÉ=ÅäÉ~êI=ÅçÜÉëáîÉ=éä~åë=~Åêçëë=íÜÉ=ëÉêîáÅÉ=íÜ~í=ÇáêÉÅí=
~åÇ=ëìééçêí=éçäáÅó=ÇÉîÉäçéãÉåí=~åÇ=ëÉêîáÅÉ=ÇÉäáîÉêó=ÄçíÜ=áåíÉêå~ääó=~åÇ=íÜêçìÖÜ=
ÇÉäáîÉêó=é~êíåÉêëK=

STATUS: There are no clear, cohesive plans across the service that direct and 
support policy development and service delivery both internally and through 
delivery partners.  

The primary care emergency service has established a healthcare governance 
committee, which is represented through the Inverclyde healthcare clinical 
governance committee and is accountable to the NHS Board in terms of clinical 
governance. The Inverclyde healthcare governance committee reports to the 
operational management clinical governance group, which, in turn, reports to the 
NHS Board. The review team identified that clarity around accountability and 
responsibility was required, as the current model is unclear and difficult to easily 
interpret. 

A quality assurance group has also been established to provide a more operational 
element across the service with a responsibility to develop clinical, corporate and 
staff governance mechanisms in order to ensure the delivery of a high quality, safe 
and sustainable service. The group has representation from urban and rural GPs, 
nurses, healthcare governance management, the ambulance service and NHS 24. The 
group reports to the primary care emergency service healthcare governance 
committee, and disseminates and feeds back information on clinical governance 
issues to the wider out-of-hours service. 

The review team, however, was not satisfied that the primary care emergency service 
is fully integrated into the NHS Argyll & Clyde clinical governance infrastructure, 
particularly in terms of accountability and responsibilities. There is no proactive 
approach taken and a lack of clarity around the clinical governance programme in 
relation to strategy, infrastructure and planning. The service appears disengaged from 
the formal Board-wide clinical governance programme. Staff recognised the reactive 
approach that has been taken because of the evolving nature of the service and 
reported that they now wish to commence a systematic, planned approach to the 
review of key, defined issues.  

There is awareness that the clinical governance agenda could be driven by the service, 
for example prescribing audits and response times. This information could then be 
used, for example, to inform GP appraisals. It was reported that, because of the 
infancy of the service, such audits have not been viable, as useful and useable 
information is not yet available. There is recognition that these audits will 
subsequently result in learning points for both NHS Argyll & Clyde and NHS 24, 
and inform service delivery. 

It was reported that a medicines management group has been formalised to establish 
a cohesive approach to medicines management and equipment. This group 
comprises a principal pharmacist, three urban GPs and one rural GP. This group will 
give consideration to the equipment available in the primary care emergency centres 
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and cars, and prescribing issues, for example, identifying a drug stock formulary. This 
should then assist in identifying training needs and requirements for GPs. It was 
noted that the NHS Board formulary was updated in August 2005, and this group 
will streamline this formulary for use in out-of-hours services. 

It was reported that a GP audit facilitator is to take up employment in September 
2005. This post will have a clinical governance remit, giving consideration to clinical 
audit for the service. It was reported that a pharmacy audit facilitator is also to be 
appointed. 

There are plans to hold a stakeholder day in the forthcoming months with various 
workshops to provide information and raise awareness on, for example, 
cardiopulmonary resuscitation (CPR) training and the new Mental Health Act. The 
service reported that this could be targeted as a clinical governance development 
event. An initial stakeholder day was held in March 2004, which had a good 
attendance. It is hoped that this would become a regular feature, on a possible 6-
monthly basis. 

 

OE~FQW== `äáåáÅ~ä=dçîÉêå~åÅÉW=pÉêîáÅÉ=éêçîáÇÉêë=çéÉê~íÉ=~=ëóëíÉã=çÑ=êáëâ=ã~å~ÖÉãÉåí=íç=
ÉåëìêÉ=íÜ~í=êáëâë=~êÉ=áÇÉåíáÑáÉÇI=~ëëÉëëÉÇI=ÅçåíêçääÉÇ=~åÇ=ãáåáãáëÉÇK=

STATUS: A system of risk management is in place but it is not formalised 
and/or is not formally implemented across the service.  

There is awareness that there is much work still to be undertaken with regard to risk 
management and that formal documentation underpinning the risk management 
systems is currently unavailable. It was recognised that there has been a reactive 
approach taken to risk management as there has not been the management capacity 
to undertake this fully. Efforts have primarily been focused on raising awareness and 
areas of responsibility. The service manager has responsibility to manage the risk 
management programme for out-of-hours services. 

There is an NHS Board-wide incident reporting system (IR1 system) in operation. In 
addition, the electronic Datix risk management and patient safety software system 
produces monthly reports. Although well developed, these two systems are not fully 
formalised and not aligned to or systematically applied to the out-of-hours services. 

Staff are trained in the policies for risk management, for example, health and safety. 
It was reported that a new set of NHS Board policies had been ratified in September 
2005, including the NHS Board-wide adverse incident management policy. The NHS 
Board-wide risk register has recently been updated, and the service risk register is 
under development. 

It was noted that a primary care emergency service health and safety committee is to 
be established in September 2005, which will review and discuss health and safety 
issues within the service. A new health and safety control book is to be launched 
across NHS Argyll & Clyde in the forthcoming months. 
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The review team commended the procedures for managing violent and aggressive 
patients, which is an extension of the in-hours service. Three GP practices with a 
certain degree of experience and expertise have been designated to receive and 
manage this category of patients. Patients are reviewed by a multidisciplinary panel, 
placed on the violent patients’ register and allocated to one of the GP practices with 
specific restrictions in terms of access, etc. These restrictions are highlighted in the 
Adastra computer system to ensure that they are also complied with out-of-hours. 
For example, a patient may only be seen with police present at an appropriate 
primary care emergency centre. 

It was reported that a mock emergency planning event is planned for October 2005. 
It is anticipated that this event will identify learning points and highlight gaps in the 
service, as well as testing business continuity should any part of the system fail. The 
service manager is a member of the NHS Board-wide emergency planning executive 
group and is working with general managers from the hospital sites to ensure that an 
integrated approach to major incident emergency planning is taken. It was noted that 
the out-of-hours service is not regarded as the primary contact in major emergencies; 
rather, it has an emergency control room function and has a key role in supporting 
the accident and emergency (A&E) department. 

With regard to service continuity, the service is trying to build in flexibility to ensure 
that all doctor rotas are filled. It was reported that this had been the main risk 
management issue and adequate time had been required to rectify this. It was 
reported that a small number of salaried doctors have been employed in recent 
months. This has highlighted the need to formalise induction programmes and 
orientation processes. 

 

OE~FRW== `äáåáÅ~ä=dçîÉêå~åÅÉW=mêçîáÇÉêë=çÑ=çìíJçÑJÜçìêë=ëÉêîáÅÉë=Ü~îÉ=~=ëóëíÉã=áå=éä~ÅÉ=íç=
êÉéçêí=íç=kep=_ç~êÇ=ÅäáåáÅ~ä=ÖçîÉêå~åÅÉ=ÅçããáííÉÉë=êÉÖìä~êäóK=

STATUS: A system to report to the NHS Board clinical governance committee 
regularly is under development.  

The primary care emergency service has established a healthcare governance 
committee, which is represented through the Inverclyde healthcare clinical 
governance committee and is accountable to the NHS Board in terms of clinical 
governance. The Inverclyde healthcare governance committee reports to the 
operational management clinical governance group, which, in turn, reports to the 
NHS Board. The review team, however, was not satisfied that the primary care 
emergency service is fully integrated into the NHS Argyll & Clyde clinical governance 
infrastructure, particularly in terms of accountability and responsibilities. 

It was noted that committee minutes will be widely shared and placed on the NHS 
Board’s intranet. Consideration does require to be given, however, to the 
establishment of regular, formal reporting mechanisms. 
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It was reported that the clinical director will be reporting to the Inverclyde healthcare 
governance committee in September 2005. A presentation on winter pressures on the 
out-of-hours service had been given earlier in the year. It is anticipated that the 
service’s annual report will be presented in March 2006. 

 

OE~FSW== `äáåáÅ~ä=dçîÉêå~åÅÉW=^êê~åÖÉãÉåíë=~êÉ=áå=éä~ÅÉ=íç=ÅçããìåáÅ~íÉI=áåÑçêã=~åÇ==
ÅçJçéÉê~íÉ=ïáíÜ=âÉó=éêçÑÉëëáçå~äëI=ÉñíÉêå~ä=é~êíáÉë=~åÇ=îçäìåí~êó=~ÖÉåÅáÉëK=

STATUS: Arrangements are in place to communicate, inform and co-operate 
with some key professionals, external parties and voluntary agencies, but not 
all. 

Although there are unstructured programmes in place to communicate, inform and 
co-operate with key professionals, external parties and voluntary agencies, including 
email, letter and telephone communication, the review team was provided with good, 
practical examples of communication systems, for example, the links between the 
out-of-hours service and nursing homes. 

General communication to GP practices is usually undertaken via email, and there is 
a failsafe mechanism in place which generates a message when the computer system 
fails to send an email or fax, or if the recipient fails to receive a message. 

There is a professional-to-professional telephone line with direct access to the hub. 
This is frequently used by, for example, pharmacists, police, ambulance service, 
nursing homes and hospices. 

Minutes of the quality assurance group are available on the NHS Board’s intranet. 

It was recognised that the external organisational structure, ie the numerous local 
authorities in the area, does create difficulties in interacting with other agencies. 

 

OE~FTW== pí~ÑÑ=dçîÉêå~åÅÉW=pí~ÑÑ=áåîçäîÉÇ=áå=çìíJçÑJÜçìêë=Å~êÉ=ãÉÉí=ÉãéäçóãÉåí=
êÉèìáêÉãÉåíëI=áåÅäìÇáåÖ=èì~äáÑáÅ~íáçåëK=

STATUS: There are some defined processes and procedures in place to 
demonstrate that some staff groups involved in out-of-hours care meet 
employment requirements.  

The review team was not satisfied that sufficient focus was being given to ensuring 
that procedures and processes are in place to demonstrate that staff involved in 
out-of-hours care meet employment requirements, including qualifications. 

There is an established recruitment and selection process handled in conjunction 
with the NHS Board’s human resources department, with policies and procedures to 
underpin this. Although job descriptions have been prepared for all staff working in 
the primary care emergency service, there are no competency frameworks 
underpinning the job descriptions other than the minimum legal training 
requirements for GPs. There are also no additional training requirements specified 
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when employing locum doctors, for example, CPR training certificates and 
defibrillator training. Staff confirmed that consideration is now being given to these 
issues, in particular for those GPs employed to work in more remote and rural areas. 
It was noted that the establishment of the medicines management group will assist in 
identifying training needs and requirements for GPs. 

Staff are aware that review of existing medical practitioners already placed on the 
Primary Medical Services Performers’ List should be undertaken. Currently, this is 
only undertaken for new starts for inclusion on the Performers’ List.  

Disclosure Scotland pre-employment checks are undertaken for new starts as part of 
the NHS Board’s established recruitment and selection procedures.  

As above, established GP principals and medical practitioners already on the 
Performers’ List will have had Disclosure Scotland checks previously undertaken. At 
the time of the review, there were no review processes in place to maintain an 
updated status. 

The NHS Argyll & Clyde indemnity scheme covers all salaried staff, including GPs. 

 

OE~FUW== pí~ÑÑ=dçîÉêå~åÅÉW=pí~ÑÑ=~êÉ=ÅçãéÉíÉåí=íç=éÉêÑçêã=íÜÉáê=ÇìíáÉëK=

STATUS: Some processes and procedures are in place to demonstrate that 
staff are competent, although there are no annual appraisal systems or 
personal development plans (PDPs) in place.  

The review team was not satisfied that sufficient focus was being given to ensuring 
that procedures and processes are in place to demonstrate that staff are competent to 
perform their duties. 

There are no personal development plans (PDPs) or annual appraisal systems in 
place for staff. The service manager confirmed that there are plans to commence this 
in early 2006. The review team recognised that, because of the infancy of the service, 
sufficient time was needed to ensure that staff are able to demonstrate competence in 
the job and tasks being undertaken. At the time of the review, core corporate 
activities, such as health and safety needs, were being addressed more than personal 
development needs. 

Doctors who work in the primary care emergency service are provided with a 
doctor’s handbook, and informal arrangements are in place to ensure that another 
staff member working on the same shift will show the new start around the primary 
care emergency centre. It was reported that a small number of salaried doctors have 
been employed in recent months. This has highlighted the need to formalise 
induction programmes and orientation processes. 

It was reported that GP appraisals and continuing professional development (CPD) 
requirements are the responsibility of the individual and their specific locality; this 
includes doctors working in the primary care emergency service. It was reported that 
protected learning days are well established in the Lomond area. The primary care 
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emergency service wishes to ensure input into the organisation of GP training days in 
order that a broad range of CPD needs are met. 

Consideration is being given to the development of induction programmes for  
non-clinical staff and, at the time of the review, formal induction programmes were 
being established for drivers and dispatchers. These programmes will cover aspects 
such as training on the Adastra computer system, local geography and NHS 24 
processes. 

 

OE~FVW== `çêéçê~íÉ=dçîÉêå~åÅÉW=^ää=çìíJçÑJÜçìêë=éêçîáÇÉêë=Ü~îÉ=ëóëíÉãë=áå=éä~ÅÉ=íÜ~í=
ÉåëìêÉ=Ñáå~åÅá~ä=éêçÄáíóK=

STATUS: A system to ensure financial probity is fully implemented and is 
monitored across the service. 

NHS Argyll & Clyde’s primary care emergency service operates within the NHS 
Board’s standing financial instructions and is covered by the NHS Board’s primary 
care organisation scheme of delegation. 

There is a system of authorised signatories in place. 

Regular meetings are held with the service manager, practitioner services and 
management accountants to review budgets. 

The NHS Board’s internal audit service reviewed the primary care emergency service 
procedures for recording staff attendance, and for compiling and authorising payroll 
duty sheets. As a result of the internal audit, consideration is being given to 
streamlining these processes. 
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pí~åÇ~êÇ=OEÄFW=p~ÑÉ=~åÇ=bÑÑÉÅíáîÉ=`~êÉ=Ó=`äáåáÅ~ä=`~êÉ=

pí~åÇ~êÇ=pí~íÉãÉåí=
`äáåáÅ~ä=Å~êÉW=`äáåáÅ~ä=ÖìáÇÉäáåÉë=~êÉ=êÉ~Çáäó=~î~áä~ÄäÉ=íç=ëìééçêí=ÅäáåáÅ~ä=ÇÉÅáëáçåJã~âáåÖ=
~åÇ=Ñ~Åáäáí~íÉ=ÇÉäáîÉêó=çÑ=èì~äáíó=ëÉêîáÅÉë=íç=é~íáÉåíëK=

kep=^êÖóää=C=`äóÇÉ=

OVERALL POSTION STATEMENT: Processes and procedures to support 
clinical decision-making are fully implemented, but monitoring has not yet 
commenced involving all parts of the organisation. 

bëëÉåíá~ä=`êáíÉêá~=

OEÄFNW== mêçÅÉÇìêÉë=~êÉ=áå=éä~ÅÉ=íç=ÉåëìêÉ=èìáÅâ=~åÇ=É~ëó=~ÅÅÉëë=íç=ÉîáÇÉåÅÉJÄ~ëÉÇ=ÅäáåáÅ~ä=
ÖìáÇÉäáåÉë=íç=ëìééçêí=ÅäáåáÅ~ä=ÇÉÅáëáçåJã~âáåÖK=

STATUS: Procedures are in place for quick and easy access to evidence-based 
guidelines. 

Cascade systems are in operation to facilitate circulation of key documents and 
guidance across the primary care emergency centres to support clinical decision-
making. Documents are also placed on noticeboards and guidance manuals are 
available in the primary care emergency centres and cars. Receptionists also bring key 
documents to the attention of the GPs. It was noted, however, that there is no 
apparent sign-off system to indicate that key documents have been received or read. 
It is anticipated that the GP audit facilitator will support this further. 

There are plans to provide GPs with access to IT-based information, for example, 
the British National Formulary and SIGN Guidelines, on a standardised desk-top 
accessible via the Adastra computer system. This would help ensure consistent 
approaches to treatment and care. There is recognition, however, of the challenges 
faced in relation to capturing those GP practices not linked into the Adastra 
computer system. 
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OEÄFOW== m~íáÉåíë=~êÉ=~ëëÉëëÉÇ=~åÇ=êÉëéçåÇÉÇ=íçI=Ä~ëÉÇ=çå=ÅäáåáÅ~ä=åÉÉÇ=~åÇ=éêçÑÉëëáçå~ä=
àìÇÖÉãÉåíK=

STATUS: There is a system in place to ensure that patients are assessed and 
responded to on the basis of clinical need and professional judgement, but it 
has not been fully implemented. 

The review team was satisfied that, within a complex organisation, there are robust 
systems in place for clinical assessments to take place, which appear safe and 
effective. 

If required, there is a retriage system in operation and a clinician can reassess the  
NHS 24 recommendation. In the case of home visits in rural areas, decisions around 
triage may be undertaken by an individual clinician, ie the most accessible location 
for the patient contact to take place. 

There are no established local policies with regard to the out-of-hours service's 
liaison with other professional groups, for example, in relation to child protection 
and vulnerable adults. The service is aware that these are gaps that require to be 
addressed. 

At the time of the review, it was reported that an NHS Board-wide vulnerable adults 
policy was due to be ratified in the coming months. 

 

OEÄFPW== qÜÉ=ëÉêîáÅÉ=Ü~ë=ÇêìÖë=ïÜáÅÜ=~êÉ=áå=Ç~íÉ=~åÇ=ÉèìáéãÉåí=ïÜáÅÜ=áë=êÉÖìä~êäó=
ã~áåí~áåÉÇK=

STATUS: The service has drug and equipment maintenance procedures in 
place which are formal and are fully implemented across the service.  

There are established drug management and equipment maintenance systems in 
operation. There is a controlled drugs cupboard and drug stock register in each 
primary care emergency centre for which the hospital pharmacies have a 
responsibility to check and re-stock as required. Individual practitioners keep their 
own controlled drugs register and reorder as appropriate through the clinical director. 
There are plans under way to standardise drug stocks across the primary care 
emergency centres, and a draft drug list has been produced. 

It was reported that there is work ongoing to consider controlled drugs for palliative 
care. 

All clinical equipment is registered with the medical physics department. Asset 
registers have been established by both medical physics and the primary care 
emergency service. 
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pí~åÇ~êÇ=OEÅFW=p~ÑÉ=~åÇ=bÑÑÉÅíáîÉ=`~êÉ=Ó=fåÑçêã~íáçå=~åÇ=
`çããìåáÅ~íáçå=

pí~åÇ~êÇ=pí~íÉãÉåí=
fåÑçêã~íáçå=~åÇ=`çããìåáÅ~íáçåW=fåÑçêã~íáçå=Ö~íÜÉêÉÇ=ÇìêáåÖ=Å~êÉ=çìíJçÑJÜçìêë=áë=
êÉÅçêÇÉÇ=Eçå=é~éÉê=çê=ÉäÉÅíêçåáÅ~ääóF=~åÇ=ÅçããìåáÅ~íÉÇ=íç=íÜçëÉ=kep=éêçÑÉëëáçå~äë=
áåîçäîÉÇ=áå=íÜÉ=é~íáÉåíÛë=çåÖçáåÖ=Å~êÉK=

kep=^êÖóää=C=`äóÇÉ=

OVERALL POSITION STATEMENT: Processes and procedures for recording 
and communicating information gathered during care to relevant NHS 
professionals are fully implemented, but monitoring involving all parts of the 
organisation has not yet commenced. 

bëëÉåíá~ä=`êáíÉêá~=

OEÅFNW== póëíÉãë=~êÉ=áå=éä~ÅÉ=Ñçê=íÜÉ=ÅçãéäÉíáçåI=ìëÉI=ëíçê~ÖÉ=~åÇ=êÉíêáÉî~ä=çÑ=êÉÅçêÇë=
áåÅäìÇáåÖ=Åçãéäá~åÅÉ=ïáíÜ=íÜÉ=a~í~=mêçíÉÅíáçå=^Åí=NVVUK=

STATUS: A system is in place for the completion, use, storage and retrieval of 
records including compliance with the Data Protection Act 1998 and is fully 
implemented across the service.  

The Adastra computer system is in operation across the primary care emergency 
service, and is available in the hub, primary care emergency centres and in the cars. 
Staff are allocated specific levels of authorisation for access to the Adastra computer 
system appropriate to their role. 

The review team was satisfied that, within a complex organisation, there are well 
understood, robust local processes in place. 

The clinicians have responsibility for entering all medical information into the 
Adastra computer system in the primary care emergency centre. In rural areas, the 
clinicians can telephone the hub and dictate to staff the information to be recorded 
on the patient record. The clinician will then check this information when in the 
primary care emergency centre and has full responsibility for any information that 
has been entered on their behalf. 

The receptionists enter information onto the system for patients who present directly 
to the primary care emergency centre without an appointment. The call-handler 
enters professional-to-professional contact information. 

Unique Adastra reference numbers are assigned to each entry. Community Health 
Index (CHI) numbers are also used by NHS 24 and these are included when 
information is passed to the hub. It was noted, however, that there are no systems in 
place to capture this information retrospectively for patients who present directly to 
the primary care emergency centre without an appointment. 

Daily back-up of the computer system is undertaken by the IT department. 
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A log terminal is in use for cross-referencing information sent from NHS 24 to 
ensure that no patients have been lost on the system. 

 

OEÅFOW== póëíÉãë=~êÉ=áå=éä~ÅÉ=Ñçê=êÉÅÉáîáåÖ=~åÇ=ÅçããìåáÅ~íáåÖ=áåÑçêã~íáçå=íç=áåÑçêã=
é~íáÉåíëÛ=çåÖçáåÖ=Å~êÉI=Äó=íÜÉ=åÉñí=ïçêâáåÖ=Ç~óK=

STATUS: A system is in place for receiving and communicating information to 
inform patients’ ongoing care, by the next working day, which is fully 
implemented.  

Information on patient contact and outcomes is emailed or faxed to the appropriate 
GP practices by the next working day. 

Systems are in place to ensure the transfer of information to other healthcare 
professionals. This can be done electronically, by telephone or written 
communication, or through a verbal handover. If patients are admitted to hospital, 
information can be faxed to the receiving ward. 

Information from the patient’s own GP can be transferred to the out-of-hours 
service for patients requiring special care or the adoption of different processes, 
through the use of special patient notes, for example, palliative care patients, mental 
health patients, violent patients. This information is entered onto the Adastra 
computer system and shared by NHS 24. This information is then displayed when 
the patient makes contact with NHS 24. 

 

OEÅFPW== póëíÉãë=~êÉ=áå=éä~ÅÉ=íç=ÉåëìêÉ=íÜ~í=é~íáÉåíë=~êÉ=~ï~êÉ=çÑI=~åÇ=~ÖêÉÉ=íçI=íÜÉ=
ëÜ~êáåÖ=çÑ=áåÑçêã~íáçå=~Äçìí=íÜÉã=~åÇ=íÜÉáê=Å~êÉ=ïáíÜ=çíÜÉê=ÜÉ~äíÜ=éêçÑÉëëáçå~äëK=

STATUS: A system is in place to ensure that patients are aware of, and agree 
to, the sharing of information about them and their care with other health 
professionals, which is fully implemented across the service.  

At the first point of contact with NHS 24, patients are asked for consent to share 
their information with other healthcare professionals, for example, the patient’s own 
GP. Consent to share information is recorded as given or refused. If consent is not 
given, NHS 24 faxes the call information to the hub, which is then faxed to the 
primary care emergency centre. Following the patient consultation, the GP manually 
records any information/outcome onto the hard copy faxed record which is then 
faxed back to the hub, where the hard copy record is filed. 

Staff reported that, out of 80,000 contact episodes, only two patients had requested 
that their details were not shared with other healthcare professionals. 

It was noted that there are plans to establish a local information-sharing protocol 
with external agencies where no formal agreement currently exists, for example, the 
police service. 
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pí~åÇ~êÇ=PE~FW=^ìÇáíI=jçåáíçêáåÖ=~åÇ=oÉéçêíáåÖ=

pí~åÇ~êÇ=pí~íÉãÉåí=
^=éêçîáÇÉêJëéÉÅáÑáÅ=èì~äáíó=~ëëìê~åÅÉ=Ñê~ãÉïçêâ=áë=áå=éä~ÅÉ=íç=ëìééçêí=êçìíáåÉ=~ìÇáíI=
ãçåáíçêáåÖ=~åÇ=êÉéçêíáåÖ=çÑ=éÉêÑçêã~åÅÉK=

kep=^êÖóää=C=`äóÇÉ=

OVERALL POSITION STATEMENTW=Processes for auditing, monitoring and 
reporting on the out-of-hours service are being developed but implementation 
has either not yet commenced, or has commenced but does not involve all 
parts of the organisation.   

bëëÉåíá~ä=`êáíÉêá~=

PE~FNW== ^=ëÉí=çÑ=éêçîáÇÉêJëéÉÅáÑáÅ=âÉó=éÉêÑçêã~åÅÉ=áåÇáÅ~íçêë=Eé~íáÉåíJÑçÅìëÉÇ=éìÄäáÅ=
áåîçäîÉãÉåíI=ÅäáåáÅ~ä=~åÇ=çêÖ~åáë~íáçå~äF=~êÉ=áå=éä~ÅÉK=

STATUS: No provider-specific key performance indicators have yet been 
developed.  

At the time of the visit, the NHS Argyll & Clyde primary care emergency service did 
not have any formal key performance indicators in place. The service reported that it 
is still in the process of developing from GP co-operatives to the new primary care 
emergency service. An annual report on the primary care emergency service is due to 
be produced in February 2006, which the service hopes will help inform the 
formulation of key performance indicators for 2006; in addition, the new post of GP 
audit facilitator will support the development of key performance indicators. 

The review team identified that a challenge to the service is to develop a system of 
agreeing key performance indicators within the NHS Board structure, which will help 
develop a more structured approach to demonstrating a safe and effective service. 

 

PE~FOW== `çããÉåíëI=Åçãéä~áåíë=~åÇ=ÅçãéäáãÉåíë=~êÉ=êÉÅçêÇÉÇI=êÉÖìä~êäó=êÉîáÉïÉÇ=~åÇ=
~Åíáçå=í~âÉåK=

STATUS: There is a system in place for recording and reviewing comments, 
complaints and compliments, which is fully implemented across the service, 
and action is taken where appropriate. 

The NHS Argyll & Clyde primary care emergency service reported that since the 
implementation of the service there have been 10 service-specific complaints. Clinical 
complaints regarding the service are investigated by the service clinical director; a 
response is drafted and then forwarded to NHS Argyll & Clyde’s complaints 
manager in accordance with the NHS Board’s complaints management policy. Non-
clinical complaints are investigated and responded to by the service manager. 
Feedback on the service is also received from GP practices; this feedback is also dealt 
with by the service manager. The clinical director and service manager of the primary 
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care emergency service are responsible for ensuring that any action required to be 
taken following a complaint is acted upon. 

The service reported that a number of complaints are received from patients 
regarding the service provided by NHS 24. These complaints are forwarded to NHS 
24, and the complainant is informed. The service also advises patients of the 
difference between NHS 24 and the primary care emergency service.  

Where complaints or feedback lead to an investigation of a critical incident or 
significant event, these incidents or events are discussed at the primary care quality 
assurance committee to ensure that any action required to avoid a recurrence is 
agreed and taken. 

 

PE~FPW== qÜÉ=ëÉêîáÅÉ=éêçîáÇÉê=í~âÉë=~Åíáçå=íç=áÇÉåíáÑó=é~íáÉåí=îáÉïë=~åÇ=ë~íáëÑ~Åíáçå=äÉîÉäëK=

STATUS: The provider takes action to identify patient views and satisfaction 
levels on an informal basis.  

At the time of the visit, the primary care emergency service did not have a formal 
system in place to identify patient views and satisfaction levels. The service did, 
however, identify that patient views of the service are gathered through complaint 
and compliment letters and also through meetings that are held with local 
community groups. The service reported that many of the meetings are held with 
rural community groups, in areas where the arrangements for the delivery of out-of-
hours care have changed the most. The service also has plans to use the patient 
partnership forums of CHPs, once these have been formally developed, to discuss 
arrangements for delivery of the out-of-hours service in their localities. 

The primary care emergency service informed the review team that the service plans 
to introduce patient satisfaction surveys. Feedback from surveys will be discussed at 
the primary care quality assurance committee and it is anticipated that this feedback 
will inform future service delivery plans and the service’s annual assurance report to 
NHS Argyll & Clyde’s operational management governance committee. 

 

PE~FQW== ^=êÉéçêí=çå=éÉêÑçêã~åÅÉ=~åÇ=ëÉêîáÅÉë=áë=éìÄäáëÜÉÇ=~ååì~ääó=~åÇ=áë=~î~áä~ÄäÉ=íç=
ìëÉêë=çÑ=íÜÉ=ëÉêîáÅÉ=~åÇ=íÜçëÉ=Åçåíê~ÅíáåÖ=ëÉêîáÅÉëK=

STATUS: No annual report on performance and services is produced.  

At the time of the visit the primary care emergency service in NHS Argyll & Clyde 
had been under the full operational control of the Board for 9 months. The service 
confirmed that a report on progress since its implementation was provided to the 
Inverclyde divisional management committee, 3 months after the start of the service.  

The review team noted that the primary care emergency service will provide an 
annual assurance report on the provision and performance of the primary care 
emergency service in February 2006. The service reported that the annual assurance 
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report will be made available on the NHS Argyll & Clyde website and will also be 
disseminated to CHPs for further dissemination to their patient partnership forums. 
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^ééÉåÇáñ=N=Ó=`êáíÉêá~=fÇÉåíáÑáÉÇ=Ñçê=cçääçïJìé==

The criteria detailed in the table below have been identified by the review team as 
areas for action by Argyll & Clyde NHS Board. The NHS Board will develop an 
action plan which will be submitted to NHS QIS, along with an initial progress 
report, 3 months from receipt of  the final local report. All action will require to be 
taken by July 2007. Resubmission of  the self-assessment will be required for these 
criteria, along with any updated supporting evidence of  progress, as deadlines 
detailed in the action plan are reached. The NHS QIS Out-of-Hours Reference 
Group will review this resubmitted evidence. Following review of  the resubmitted 
evidence for all action points, any necessary amendments to the status of  the 
position statements will be made, and the accompanying report narrative updated 
and published on the NHS QIS website. In most instances, these reviews will not 
require a visit to the NHS Board to further assess performance; however, a review 
visit may be carried out if  deemed necessary by the Reference Group.  
 
kep=^êÖóää=C=`äóÇÉ=
`êáíÉêá~=fÇÉåíáÑáÉÇ=Ñçê=cçääçïJìé=
NE~FN=^êê~åÖÉãÉåíë=~êÉ=áå=éä~ÅÉ=íç=áÇÉåíáÑó=íÜÉ=åÉÉÇë=çÑ=íÜçëÉ=éçíÉåíá~ääó=ìëáåÖ=íÜÉëÉ=ëÉêîáÅÉëK=
=
NE~FO=^êê~åÖÉãÉåíë=~êÉ=áå=éä~ÅÉ=íç=ãÉÉí=íÜÉ=åÉÉÇë=çÑ=íÜçëÉ=éçíÉåíá~ääó=ìëáåÖ=íÜÉëÉ=ëÉêîáÅÉëK=
=
NE~FQ=^ÅÅÉëë=íçI=~åÇ=ÇÉäáîÉêó=çÑ=ëÉêîáÅÉëI=áë=åçí=ÅçãéêçãáëÉÇ=Äó=éÜóëáÅ~äI=ä~åÖì~ÖÉI=Åìäíìê~äI=
= ëçÅá~äI=ÉÅçåçãáÅ=~åÇ=çíÜÉê=Ä~êêáÉêëK=
=
OE~FN=qÜêçìÖÜçìí=íÜÉ=ëÉêîáÅÉI=ïçêâ=áë=ìåÇÉêí~âÉå=áå=é~êíåÉêëÜáé=ïáíÜ=áåÇáîáÇì~äëI=ÅçããìåáíáÉë=
= ~åÇ=Åçããìåáíó=éä~ååáåÖ=é~êíåÉêë=áå=íÜÉ=ÇÉëáÖåI=ÇÉîÉäçéãÉåí=~åÇ=êÉîáÉï=çÑ=ëÉêîáÅÉëK=qÜÉ=
= êÉëìäíë=çÑ=íÜáë=ïçêâ=~êÉ=~ÅíÉÇ=ìéçå=~åÇ=ÑÉÉÇÄ~Åâ=áë=éêçîáÇÉÇ=íç=~ää=íÜçëÉ=áåîçäîÉÇK=
=
OE~FP=qÜÉêÉ=~êÉ=ÅäÉ~êI=ÅçÜÉëáîÉ=éä~åë=~Åêçëë=íÜÉ=ëÉêîáÅÉ=íÜ~í=ÇáêÉÅí=~åÇ=ëìééçêí=éçäáÅó=ÇÉîÉäçéãÉåí=
= ~åÇ=ëÉêîáÅÉ=ÇÉäáîÉêó=ÄçíÜ=áåíÉêå~ääó=~åÇ=íÜêçìÖÜ=ÇÉäáîÉêó=é~êíåÉêëK=
=
OE~FQ=pÉêîáÅÉ=éêçîáÇÉêë=çéÉê~íÉ=~=ëóëíÉã=çÑ=êáëâ=ã~å~ÖÉãÉåí=íç=ÉåëìêÉ=íÜ~í=êáëâë=~êÉ=áÇÉåíáÑáÉÇI=
= ~ëëÉëëÉÇI=ÅçåíêçääÉÇ=~åÇ=ãáåáãáëÉÇK=
=
OE~FR=mêçîáÇÉêë=çÑ=çìíJçÑJÜçìêë=ëÉêîáÅÉë=Ü~îÉ=~=ëóëíÉã=áå=éä~ÅÉ=íç=êÉéçêí=êÉÖìä~êäó=íç=kep=_ç~êÇ=
= ÅäáåáÅ~ä=ÖçîÉêå~åÅÉ=ÅçããáííÉÉëK=
=
OE~FS=^êê~åÖÉãÉåíë=~êÉ=áå=éä~ÅÉ=íç=ÅçããìåáÅ~íÉI=áåÑçêã=~åÇ=ÅçJçéÉê~íÉ=ïáíÜ=âÉó=éêçÑÉëëáçå~äëI=
= ÉñíÉêå~ä=é~êíáÉë=~åÇ=îçäìåí~êó=~ÖÉåÅáÉëK=
=
OE~FT=pí~ÑÑ=áåîçäîÉÇ=áå=çìíJçÑJÜçìêë=Å~êÉ=ãÉÉí=ÉãéäçóãÉåí=êÉèìáêÉãÉåíëI=áåÅäìÇáåÖ=èì~äáÑáÅ~íáçåëK=
=
OE~FU=pí~ÑÑ=~êÉ=ÅçãéÉíÉåí=íç=éÉêÑçêã=íÜÉáê=ÇìíáÉëK=
=
OEÄFO=m~íáÉåíë=~êÉ=~ëëÉëëÉÇ=~åÇ=êÉëéçåÇÉÇ=íçI=Ä~ëÉÇ=çå=ÅäáåáÅ~ä=åÉÉÇ=~åÇ=éêçÑÉëëáçå~ä=àìÇÖÉãÉåíK=
=
PE~FN=^=ëÉí=çÑ=éêçîáÇÉêJëéÉÅáÑáÅ=âÉó=éÉêÑçêã~åÅÉ=áåÇáÅ~íçêë=EmcmfI=ÅäáåáÅ~ä=~åÇ=çêÖ~åáë~íáçå~äF=~êÉ=áå=

éä~ÅÉK=
=
PE~FP=qÜÉ=ëÉêîáÅÉ=éêçîáÇÉê=í~âÉë=~Åíáçå=íç=áÇÉåíáÑó=é~íáÉåí=îáÉïë=~åÇ=ë~íáëÑ~Åíáçå=äÉîÉäëK=
=
PE~FQ=^=êÉéçêí=çå=éÉêÑçêã~åÅÉ=~åÇ=ëÉêîáÅÉë=áë=éìÄäáëÜÉÇ=~ååì~ääó=~åÇ=áë=~î~áä~ÄäÉ=íç=ìëÉêë=çÑ=íÜÉ=
= ëÉêîáÅÉ=~åÇ=íÜçëÉ=Åçåíê~ÅíáåÖ=ëÉêîáÅÉëK=
=
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^ééÉåÇáñ=O=Ó=däçëë~êó=çÑ=^ÄÄêÉîá~íáçåë=

^ÄÄêÉîá~íáçå=

^Cb= ~ÅÅáÇÉåí=~åÇ=ÉãÉêÖÉåÅó=
=
`ef= Åçããìåáíó=ÜÉ~äíÜ=áåÇÉñ=
=
`em= Åçããìåáíó=ÜÉ~äíÜ=é~êíåÉêëÜáé=
=
`ma= ÅçåíáåìáåÖ=éêçÑÉëëáçå~ä=ÇÉîÉäçéãÉåí=
=
`mo= Å~êÇáçéìäãçå~êó=êÉëìëÅáí~íáçå=
=
djp= dÉåÉê~ä=jÉÇáÅ~ä=pÉêîáÅÉë=
=
dm= ÖÉåÉê~ä=éê~ÅíáíáçåÉê=
=
eai= ÜÉ~äíÜ=ÇÉé~êíãÉåí=äÉííÉê=
=
ie``= äçÅ~ä=ÜÉ~äíÜ=Å~êÉ=ÅçJçéÉê~íáîÉ=
=
kep=nfp= kep=nì~äáíó=fãéêçîÉãÉåí=pÅçíä~åÇ=
=
mam= éÉêëçå~ä=ÇÉîÉäçéãÉåí=éä~å=
=
mjp= mÉêëçå~ä=jÉÇáÅ~ä=pÉêîáÅÉë=
=
pfdk= pÅçííáëÜ=fåíÉêÅçääÉÖá~íÉ=dìáÇÉäáåÉë=kÉíïçêâ=
=
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^ééÉåÇáñ=P=Ó=aÉí~áäë=çÑ=oÉîáÉï=sáëáí=

The review visit to NHS Argyll & Clyde was conducted on 22 September 2005. 
 

oÉîáÉï=qÉ~ã=jÉãÄÉêë==

=

aê=oçëë=`~ãÉêçå=EqÉ~ã=iÉ~ÇÉêF=

jÉÇáÅ~ä=aáêÉÅíçêI=kep=_çêÇÉêë=

=

jë=gáääá~å=`êçääJpáåÅä~áê=

eÉ~Ç=çÑ=`äáåáÅ~ä=dçîÉêå~åÅÉI=kep=OQ=

=

jêë=jìêáÉä=eçäêçóÇ=

i~ó=oÉéêÉëÉåí~íáîÉI=cçêíÜ=s~ääÉó=

=

jêë=j~êÖ~êÉí=pãáíÜ=

léÉê~íáçåë=j~å~ÖÉêI=içíÜá~å=råëÅÜÉÇìäÉÇ=`~êÉ=pÉêîáÅÉ=

=

kep=nì~äáíó=fãéêçîÉãÉåí=pÅçíä~åÇ=mÉêëçååÉä=

=

jáëë=g~å=káÅçäëçå=

mêçàÉÅí=lÑÑáÅÉê=

=

jáëë=gçëÉéÜáåÉ=lÛpìääáî~å=

mêçàÉÅí=lÑÑáÅÉê=

=

jê=píÉîÉå=táäëçå=

qÉ~ã=j~å~ÖÉê=

 
During the visit, members of  the review team met with executive staff, service 
managers, GPs, nursing representatives, NHS 24 representatives, clinical governance 
staff  and human resources representatives. 
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^ééÉåÇáñ=Q=Ó=mêáã~êó=jÉÇáÅ~ä=pÉêîáÅÉë=lìíJçÑJeçìêë=
mêçàÉÅí=dêçìé=jÉãÄÉêë=

`Ü~áê=

=

qÜÉ=sÉêó=oÉîÉêÉåÇ=dê~Ü~ã=cçêÄÉë=`_b=

kep=nì~äáíó=fãéêçîÉãÉåí=pÅçíä~åÇ=_ç~êÇ=jÉãÄÉê=

=

mêçàÉÅí=dêçìé=jÉãÄÉêë=

=

jê=`çäáå=_êçïå=

_ê~åÅÜ=eÉ~ÇI=mêáã~êó=`~êÉ=aÉîÉäçéãÉåí=~åÇ=mÉêÑçêã~åÅÉ=j~å~ÖÉãÉåí=_ê~åÅÜI=pÅçííáëÜ=

bñÉÅìíáîÉ=eÉ~äíÜ=aÉé~êíãÉåí=

=

aê=^åÇêÉï=_ìáëí=

pÅçííáëÜ=dÉåÉê~ä=mê~ÅíáíáçåÉêëÛ=`çããáííÉÉ=Epdm`F=oÉéêÉëÉåí~íáîÉ=

=

jë=cáçå~=a~äòáÉä=

mê~ÅíáÅÉ=j~å~ÖÉêI=kep=dê~ãéá~å=

=

aê=iáò=aìåÅ~å=

^ëëáëí~åí=jÉÇáÅ~ä=aáêÉÅíçêI=kep=OQ=

=

aê=kçêêáÉ=d~ï=

aáîáëáçå~ä=jÉÇáÅ~ä=aáêÉÅíçêI=kep=dêÉ~íÉê=dä~ëÖçï=Ó=mêáã~êó=`~êÉ=aáîáëáçå=

=

jêë=jìêáÉä=eçäêçóÇ=

i~ó=oÉéêÉëÉåí~íáîÉI=cçêíÜ=s~ääÉó=

=

jë=iáò=j~ÅÇçå~äÇ=

mçäáÅó=j~å~ÖÉêI=pÅçííáëÜ=`çåëìãÉê=`çìåÅáä=

=

jê=^åÇêÉï=j~êëÇÉå=

jÉÇáÅ~ä=aáêÉÅíçêI=pÅçííáëÜ=^ãÄìä~åÅÉ=pÉêîáÅÉ=

=

jë=qÜÉêÉë~=jÅiÉ~å=

kìêëÉ=^ÇîáëçêI=oçó~ä=`çääÉÖÉ=çÑ=kìêëáåÖ=

=

aê=_êìÅÉ=jÅj~ëíÉê=

pÅçííáëÜ=^ëëçÅá~íáçå=çÑ=`çããìåáíó=eçëéáí~äë=Ep^`eF=oÉéêÉëÉåí~íáîÉ=

=

jê=a~îáÇ=m~ìä=

i~ó=oÉéêÉëÉåí~íáîÉI=dêÉ~íÉê=dä~ëÖçï=

=

aê=hÉå=mêçÅíçê=

jÉÇáÅ~ä=aáêÉÅíçêI=eáÖÜä~åÇ=aáêÉÅí=eÉ~äíÜ=pÉêîáÅÉë=EléÉê~íáçåëF=

=

jê=f~å=oÉáÇ=

`ÜáÉÑ=bñÉÅìíáîÉI=kep=dêÉ~íÉê=dä~ëÖçï=Ó=mêáã~êó=`~êÉ=aáîáëáçå=
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=

aê=_êá~å=oçÄëçå=

jÉÇáÅ~ä=aáêÉÅíçêI=kep=OQ=

=

aê=j~áêá=pÅçíí=

`Ü~áêI=oçó~ä=`çääÉÖÉ=çÑ=dÉåÉê~ä=mê~ÅíáíáçåÉêë=pÅçíä~åÇ=Eod`mF=

=

jë=h~êÉå=péÉåÅÉ=

_ìëáåÉëë=j~å~ÖÉêI=kep=^óêëÜáêÉ=açÅíçêë=çå=`~ää=E^al`F=

=

aê=j~êáçå=píçêêáÉ=

`äáåáÅ~ä=aáêÉÅíçêI=içíÜá~å=råëÅÜÉÇìäÉÇ=`~êÉ=pÉêîáÅÉ=

=

aê=_áää=q~óäçê=

dÉåÉê~ä=mê~ÅíáíáçåÉêI=kep=dê~ãéá~å=

=

jë=pìë~å=t~íí=

bÇìÅ~íáçå=~åÇ=`äáåáÅ~ä=^ÇîáëçêI=oçó~ä=`çääÉÖÉ=çÑ=kìêëáåÖ=

=

jë=eÉäÉå=tÜóíÉ=

lìíJçÑJeçìêë=iÉ~ÇI=m~ó=jçÇÉêåáë~íáçåI=pÅçííáëÜ=bñÉÅìíáîÉ=eÉ~äíÜ=aÉé~êíãÉåí=Eìåíáä=j~êÅÜ=

OMMRF=

=

pìééçêí=Ñêçã=kep=nfp=ï~ë=éêçîáÇÉÇ=Äó=jë=g~å=t~êåÉê=EaáêÉÅíçê=çÑ=mÉêÑçêã~åÅÉ=

^ëëÉëëãÉåí=~åÇ=mê~ÅíáÅÉ=aÉîÉäçéãÉåíFI=jê=píÉîÉå=táäëçå=EqÉ~ã=j~å~ÖÉêFI==

jêë=cáçå~=oìëëÉää=EpÉåáçê=mêçàÉÅí=lÑÑáÅÉêFI=jáëë=g~å=káÅçäëçå=EmêçàÉÅí=lÑÑáÅÉêFI==

jáëë=gçëÉéÜáåÉ=lÛpìääáî~å=EmêçàÉÅí=lÑÑáÅÉêF=~åÇ=jê=^ä~å=hÉíÅÜÉå=EmêçàÉÅí=^Çãáåáëíê~íçêFK=

=
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^ééÉåÇáñ=R=Ó=mêáã~êó=jÉÇáÅ~ä=pÉêîáÅÉë=lìíJçÑJeçìêë=
oÉÑÉêÉåÅÉ=dêçìé=jÉãÄÉêë=

`Ü~áê=

=

jë=g~åÉ=_êóÅÉ=

i~ó=oÉéêÉëÉåí~íáîÉI=eáÖÜä~åÇ=

=

aê=oçëë=`~ãÉêçå=

jÉÇáÅ~ä=aáêÉÅíçêI=kep=_çêÇÉêë=

=

aê=iáò=aìåÅ~å=

^ëëáëí~åí=jÉÇáÅ~ä=aáêÉÅíçêI=kep=OQ=

=

jë=gÉååáÑÉê=eçÖÖ=

kìêëÉ=mê~ÅíáíáçåÉê=Ó=kep=^óêëÜáêÉ=açÅíçêë=çå=`~ää=E^al`F=

=

aê=pÜáçå~=j~ÅâáÉ=

aáîáëáçå~ä=jÉÇáÅ~ä=aáêÉÅíçêI=i~å~êâëÜáêÉ=mêáã~êó=`~êÉ=aáîáëáçå=

=

jêë=iáåÇ~=jÅdêÉÖçê=

pÉêîáÅÉ=j~å~ÖÉêI=^êÖóää=C=`äóÇÉ=mêáã~êó=`~êÉ=bãÉêÖÉåÅó=pÉêîáÅÉ=

=

jê=j~êíáå=jçÑÑ~í=

_ê~åÅÜ=eÉ~ÇI=pÅçííáëÜ=bñÉÅìíáîÉ=eÉ~äíÜ=aÉé~êíãÉåí=

=

aê=j~êáçå=píçêêáÉ=

`äáåáÅ~ä=aáêÉÅíçêI=içíÜá~å=råëÅÜÉÇìäÉÇ=`~êÉ=pÉêîáÅÉ=

=

aê=pìë~å=q~óäçê=

dÉåÉê~ä=mê~ÅíáíáçåÉêI=kep=eáÖÜä~åÇ=

=

pìééçêí=Ñêçã=kep=nfp=ï~ë=éêçîáÇÉÇ=Äó=jë=g~å=t~êåÉê=EaáêÉÅíçê=çÑ=mÉêÑçêã~åÅÉ=

^ëëÉëëãÉåí=~åÇ=mê~ÅíáÅÉ=aÉîÉäçéãÉåíFI=jê=píÉîÉå=táäëçå=EqÉ~ã=j~å~ÖÉêFI==

jêë=cáçå~=oìëëÉää=EpÉåáçê=mêçàÉÅí=lÑÑáÅÉêFI=jáëë=g~å=káÅçäëçå=EmêçàÉÅí=lÑÑáÅÉêFI==

jáëë=gçëÉéÜáåÉ=lÛpìääáî~å=EmêçàÉÅí=lÑÑáÅÉêF=~åÇ=jê=^ä~å=hÉíÅÜÉå=EmêçàÉÅí=^Çãáåáëíê~íçêFK=

=
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^ééÉåÇáñ=S=Ó=qáãÉí~ÄäÉ=çÑ=oÉîáÉï=sáëáíë=

lêÖ~åáë~íáçå=oÉîáÉïÉÇ= sáëáí=a~íÉEëF=

=
kep=^êÖóää=C=`äóÇÉ= OO=pÉéíÉãÄÉê=OMMR=
=
kep=^óêëÜáêÉ=C=^êê~å= N=aÉÅÉãÄÉê=OMMR=
=
kep=_çêÇÉêë= V=cÉÄêì~êó=OMMS=
=
kep=aìãÑêáÉë=C=d~ääçï~ó= OS=g~åì~êó=OMMS=
=
kep=cáÑÉ= R=lÅíçÄÉê=OMMR=
=
kep=cçêíÜ=s~ääÉó= OM=lÅíçÄÉê=OMMR=
=
kep=dê~ãéá~å= OO=cÉÄêì~êó=OMMS=
=
kep=dêÉ~íÉê=dä~ëÖçï= NR=kçîÉãÄÉê=OMMR=
=
kep=eáÖÜä~åÇ= NO=g~åì~êó=OMMS=
=
kep=i~å~êâëÜáêÉ= O=kçîÉãÄÉê=OMMR=
=
kep=içíÜá~å= NR=aÉÅÉãÄÉê=OMMR=

kep=lêâåÉó= OO=j~êÅÜ=OMMS=

kep=pÜÉíä~åÇ= R=^éêáä=OMMS=
=
kep=q~óëáÇÉ= OT=lÅíçÄÉê=OMMR=
=
kep=tÉëíÉêå=fëäÉë= U=j~êÅÜ=OMMS=
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