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Deliverable 4: Documentation outlining customer requirements.
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The Underpinning Data and Intelligence (D&I) Commission: Functions Paper
Introduction and document purpose
As requested by the Public Health Reform Team and in order for Public Health Scotland to fully support the delivery of the vision for public
health reform, we have produced a detailed requirements (functions) document following a series of conversations with a broad selection of
staff, stakeholders and partners with a specific interest in data and intelligence and we have validated and expanded on the content through:
1) Engagement with the other commissions and a questionnaire for the other commissions to return on what needs they had identified
through their engagement activities and what works well and doesn’t work well.
2) Two staff engagement workshops capturing a 10% representative sample of staff where the functions were discussed and added to.
Members of the commission also undertook detailed work which informed this deliverable:







Learning from other organisations
Data Governance as an enabler of PHS
Data as a Service
Planning for impact
Health economics as a specialist function
An assessment of wide range of documentation on user need

This paper describes D&I functions and needs which have been identified through stakeholder engagement and internal discussions between
members of the Public Health Reform D&I Commission. The values and outcomes that underpin this work can be found in Appendix I. They
are functions, not structures and we are not suggesting that the structure should follow these functions, they have informed it. Once we have
finalised the functions, we will look at the workforce needed and the strengths and weaknesses of different data and intelligence structures in
supporting delivering the functions identified.
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Our process of working has followed the 5 stage timetable below to deliver proposals on the structure for D&I in Public Health Scotland.
Members of this commission are listed in Appendix II and an explanation of acronyms appears at Appendix III.
Stage 1

Finalise summary of the current and proposed future state of data and intelligence functions.

By 30th November

Stage 2

Meet with the IT commission to share requirements.

20th November

Commission leads workshop.

21st November

Stage 3

Stakeholder engagement to strengthen the functions paper and identify the strengths and weaknesses
around different delivery models for the data and intelligence functions within the wider system.

End November

Stage 4

Staff engagement to strengthen the functions paper and identify strengths and weaknesses of different
structure models to deliver the functions.

End November

Stage 5

Scenario proposals developed identifying the strengths and weaknesses around the different internal
structures and options to best deliver the functions; completion of recommendations on structures,
delivery, staffing and skills gaps to the PHR team.

By 21st December

Our ambition
The document should be read with the understanding that the innovative use of knowledge, data and intelligence will be a key tool in achieving
the ambition for Scotland to be a world leader in improving the public’s health. Public health reform will create a culture for health in Scotland
that recognises the social and economic issues that affect health and creates environments that drive, enable and sustain healthy behaviours
in our communities; supporting individuals take ownership of their own health where possible. The goal is to improve health and reduce health
inequalities by working with national and local Government, the third sector, private sector and communities to create a culture for health in
Scotland that supports more effective collaboration to improve health and wellbeing. Within this wider context, the ambition for data and
intelligence is to:





Make best use of whole system intelligence.
Support ease of use of available intelligence & evidence.
Be impartial, adaptable and innovative.
Enable a ‘Once for Scotland’ approach to decision making, both strategic and tactical.
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Reduce duplication of effort, organisationally, locally, regionally or nationally.
Be a world leader.

What we mean by data and Intelligence?
We have defined data and intelligence broadly:
Data is: the management and development of data to enable the production of facts and figures which are critical to evaluating public health
outcomes. Linkage of fit for purpose data with metadata, using the whole range of public health information and evidence (including health,
social care, education, housing data, etc) enables decision making on a universal basis.
Intelligence is: the surveillance and monitoring of population health and the determinants of health and wellbeing; support for evidence‐based
practice (or best available evidence if we don’t have good quality published research); and assessment of the effectiveness of policies,
programmes and services. All used to influence policy and practice or plan and target resources, and ultimately equitably improve the health
of the people living in Scotland. This commission recognises there are many overlaps in our work with other commissions. We are
comfortable with that – this document is all about capturing what is necessary in order to deliver an effective data and intelligence function.
The functions we have set out here, although not explicitly described as research, innovation or data science, covers many of the same
components that would be brought under those banners.
Document format
Based on the work of the commission and the feedback from the other commissions and stakeholder groups, the document sets out for each
of the functions:






Key attributes of the “as is” status.
Features of the future state.
The intended outcomes for Public Health Scotland and its role in the wider system.
Specific customer needs.
Barriers and facilitators to meeting those needs, implementing the future state and delivering the intended outcomes.
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Functions summary
Leadership

Data

Data Management




Strategic Data and
Intelligence Leadership
(strategy and insight)
Page 6-8





Data standards and
definitions
Management and
monitoring of a
range of data sets
Development of
new data
requirements
(including
modernisation of
existing data flows)
Data processing data collection,
databases / linkage
Quality assurance /
validation
Clinical
Classifications and
Clinical
Terminology
Page 9-12

Intelligence

Governance

Methodological Support

Data analysis and
profiling, including
official statistics
Statistical Governance
Interpretation and
briefings

Evaluation Support

Information
Governance

Effectiveness and
Evidence

Supporting Research &
Research Governance

Implementation and
Knowledge sharing
Page 13-26
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Function: Strategic Data and Intelligence Leadership (strategy and insight)







Anticipates the needs of the whole system.
Maximises the public benefit of public health intelligence.
Is able to prioritise action in line with Scottish public health priorities.
Owns the Data & Intelligence strategy and can coordinate the resource to deliver it.
Has an active horizon scanning function and ensures innovation is fostered, evaluated and exploited.
Seeks all opportunities to influence policy and practice development

As is




Future state









Intended
outcome



A large part of the work of PHI ISD is reactive, commissioned by external stakeholders and this reflects the funding
model to an extent. This means a lack off or no flexibility at times to respond to newly identified priorities or for
proactive work around opportunities identified by PHI. HPS have scope to undertake proactive research work.
Significant data and intelligence assets required to understand the social determinants of health are outside of the core
public health organisations and not available at a national or regional population level (e.g. within Local government
service areas). Progress has been made with Social Care data and a number of examples of partnership at a national
and local level are in place.
An effective mechanism to prioritise demands driven by potential for data and intelligence to make a real impact.
An organisation and culture that anticipates emerging needs and is committed to continuously improving and identifying
those innovations that have the potential to increase impact (including those now labelled as “data science” and “big
data”).
An effective mechanism to understand local needs and demands driven by the potential for data and intelligence to
make a real impact.
An organisation that works in partnership with local planners, the SG and national bodies to jointly plan local and
regional and national deliverables using an outcomes and impact focussed approach.
An organisation that strategically advocates for change at a national and international level
An organisation that maintains credibility and independence at all times.
A “whole systems” approach to relationship management at local level to national.
An organisation that maximises the benefits of all (whole system) PH intelligence to meet and address Scotland’s public
health priorities to reduce health inequality and improve health through securing Health in All Policies (HiAP) in
Scotland. There will be a range of relevant skills as shown in the pyramid diagram below – this skills pyramid applies to
the whole data and intelligence workforce
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Advanced
specialist
Intermediate
Foundation / basic

Needs














A core funding model to allow an outcomes and impact focussed approach to planning and delivery (including
horizon scanning).
Active surveillance (work to proactively search and explore existing datasets to generate new insights).
Outcome and impact focussed planning.
Public accountability through production of official statistics.
Research and innovation space (and associated project budget).
To own a Data and Intelligence strategy; which includes research and innovation.
To be supported by a local and national stakeholder reference group that includes the citizen’s voice in order to
understand local needs & opportunities and uses these to inform priorities and options for effective support at the
appropriate level in the system and through partners.
PHS needs to own a workforce strategy to ensure the national and local data and intelligence workforce is fit for
purpose, adequately trained and supported, and has strategic plans in place to develop skills where they are scarce
(e.g. health economics, evaluation).
A workforce strategy that enables co-location, effective multidisciplinary team working, ensures carry forward for
existing skills and experience and allows for frequent and easy to arrange flow of staff in and out of PHS to help
encourage mutual understanding and links across national-regional-local structures.
A horizon scanning sub-function (including political opportunities) and the independence to advocate on behalf of the
public’s health.
A function influencing international public health policy.
Build strategic relationships to increase influence and inform the public narrative around the social determinants of
health.
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Current
barriers and
facilitators

Increase communication between all functions and across the whole system to increase knowledge sharing, data
sharing and avoid duplication of efforts and to address the systemic and cultural barriers to effective information
sharing and intelligence.
A PHS – wide information asset register, enabling dataset / variable availability, leading to more data
linkage/application of data use to improve completeness, integrity and accuracy of outputs.
A PHS intranet for updates on publications/news and resources.

Barriers

Facilitators









Current funding model.
Customer / service focus is important but inhibits joint
planning and partnership in some areas as different
customers may have different asks which makes join-up
more challenging.
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Public health priorities.
A Data and Intelligence Strategy for Public Health.
The Digital Health and Care Strategy.
Improvement Service and Local Government Digital
Office.
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Function: Data Management
These are the processes / functions required for ensuring data are available and ready to use for analysis:






As is

Data standards and definitions.
Management and monitoring of a range of data sets.
Development of new data requirements (including modernisation of existing data flows).
Data processing - data collection, databases / linkage.
Quality assurance / validation.
Clinical Classifications and Clinical Terminology.











PHI-ISD has a separate Data Management unit which manages all the data (100+ data sets, plus development of new)
for use within ISD and beyond. This includes: data monitoring; defining and maintain national standards and definitions;
quality assurance audits; management of reference files and the data dictionary and national data. Includes information
governance and statistical governance functions (ISD).
Separate arrangements for HPS, under which they manage their own data and maintain largely separate relationships
with other providers and users – main relationship is with Health Boards, universities and occupational health services;
they also use a wider range of types of data such as laboratory and genetic data which is currently not used in other
parts of PHI. HPS is asset holder of a number of national surveillance projects; data management involved from design
to board support.
Much smaller and more ad hoc arrangements for data management, information governance and statistical governance
within Health Scotland, with very much smaller staff resource (around 2 people) allocated to these functions.
Established data flows from National Records of Scotland (NRS), including population, deaths, births and census data.
Compared to other public sector organisations PHI and HS have relatively little expertise around spatial information
management (for example, mapping travel times to hospitals).
Established mechanisms within local government for the national aggregation and assurance of data, focussed on
spatial information.
Established mechanism for enabling data to be linked across functions with local government and across partners
through the use of the Data Hub.
Local data is often good enough but requires significant investment to improve its value for national population
purposes. Significant challenge with enabling the sharing of data and securing agreement from within local authorities
and with partners such as Police Scotland.
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Future state











Intended
outcome









Needs




All data management undertaken by PHS is within the one single data management.
Opportunity to de-clutter the current landscape and remove duplication (e.g. stop multiple collections of the same or
similar data into different parts of the organisation).
More discussion is needed around what might happen to surveys and research, including the collection of qualitative
data in surveys carried out by HS and those undertaken by Scottish Government.
A research governance function.
The data management arrangements need to be an integral part of the data infrastructure system for Scotland – key
links will be with NSS IT, NES Digital and Scottish Government (through the Office for the Chief Statistician).
Good cross sectoral engagement as part of the data infrastructure for Scotland and strong links with community
planning partnerships support and improvement.
A single agency responsible for all data for health and care to mitigate against the risk that the system will be
fragmented and inefficient and lacking in credibility and independence.
Standardised and simplified data sharing agreements and processes with local and other external suppliers of data e.g.
Prisons, third sector etc.
Clear line of accountability with providers of IT support to the data infrastructure for Public Health Scotland.
Data will be fit for purpose; it will be sufficiently accurate and timely to match the timescales of decision makers and will
support the decisions that need to be made. The scope will go far beyond the data currently held to consider how these
data relate to data held elsewhere in the system.
A “data science” approach, that ensures that data are processed as efficiently as possible using innovative approaches
where these add value and are embedded across the organisation
There will be shared governance and prioritisation of datasets, driven by an understanding of user needs and impact.
Information governance will be separate function.
There will be mechanisms to access and use data from non-NHS data providers.
The new organisation will play a key role in the creation of infrastructure for data sharing and standards: the key
importance of universally recognised and accepted data standards will be recognised across the system.
There will be a proactive approach to quality assurance.
A comprehensive mapping of all data sources/datasets. To have an up to date catalogue of all current data sets
relevant to Public Health, including data quality and standards, completeness and timeliness; details of who is data
controller; level of identifiable information for linkage purposes.
A wide range of non-health data that is highly relevant to the our work is held by other stakeholders, including data
collected by the Scottish Government; local government; survey data (including the Scottish health survey);
education data; regional and local data – social care data; third sector; Department of Work & Pensions data.
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Current
barriers and
facilitators

Programme of work to integrate NHS with non-NHS data sets – in collaboration with for example, NES, SG, and
other public bodies (e.g. Scottish Environmental Protection Agency).
Further work to understand user needs (as opposed to demands) and the capacity for these to benefit health and
health inequalities.
Further work to understand what leverage is required to ensure PHS has authority to set standards for datasets
To ensure that current IT support and investment will deliver the benefits expected. We need to learn from previous
experience of outsourcing IT services (which can sometimes result in rigid contracts; different priorities; costly
adaptations). We need to ensure that those using the data have direct input into the specification of flexible and
responsive contractual arrangements.
PHS needs to be clear about where it has a data controller role.
Learn lessons from previous data standards work – not widely known or used, take a different approach to
developing them for PHS and PHI ISD / HPS work together to explore how best to support local boards in working
with them (ISD less prescriptive where possible).
PHS to collect only data that it uses and better feedback from data analysts and other users of the data to data
management to support quality assurance.
Virtuous cycle enabling Public Health Scotland to actively support data improvement through effective partnerships,
and engagement with whole system data and analysis capacity networks.
Robust information governance that allows data to be used effectively.
Guidelines around the balance of data required for day-to-day operational purposes and data fit for publication under
National Statistics standards.
Innovative ways to use data from local systems (for example, free text information, use of tools like HPZone currently
used by HPS to collect local data).

Barriers

Facilitators









Lack of capacity and inefficiencies around
Information governance.
Our ability around writing IT contracts and using
contractors with shared priorities/also conflict with
internal prioritising.
Data accessibility and quality working within
restrictions set out by Data system providers when
making changes e.g. TRAK.
Data sharing (for example for health and social
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Current developments from NSS, NES Digital and SG around
innovative ways of accessing data (e.g. using virtualisation),
storing data (e.g. cloud) and linking data.
Rollout of Office 365 across public sector may enable easier
sharing of data across systems.
Effective communication between teams and good working
relationships which reduce duplication of effort and maximise
the value of PHS.
Targetting finite resources to public health scotland outcomes
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care) will be crucial and risks of this not progressing
are important.
A lack of understanding of current data flows (which
can lead to duplication of effort as people are not
aware of the range of data which already exists).
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Functions: Intelligence
We have used a knowledge into action approach broken down as follows:







Methodological support
Data analysis and profiling
Interpretation and briefings
Effectiveness and evidence
Evaluation support
Implementation support and Knowledge sharing support

As is









The approach to knowledge into action is fragmented, inconsistent and variable e.g. not commonly used term in PHI.
There is strong topic expertise in HPS and HS (and also in the Improvement Service).
There is strong data expertise in ISD (and some topic expertise, though this variable).
There are a range of tools such as Discovery or the ScotPHO profiles.
Other organisations also take a lead role in KIA – these include, for example, local Public Health, HIS and ASDs
(Analytical Service Divisions at Scottish Government).
Lack of capacity / investment in current system to undertake / support interpretation and translation of intelligence into
action.
Duplication of effort (and lack of join up) because current funding model determines work programmes (so join up
across programmes doesn’t always happen).
List work – not far enough up value chain?











Topic experts will be in direct alignment with PH priorities as well as with PHS priorities.
There will be effective active surveillance of health trends to identify important issues at an early stage.
We will make effective use of evidence of what works.
There will be better quality evaluation.
Better access to linked data to ensure using same sources.
Better join-up between the PHS national and local teams, and with data providers and users.
External experts being utilised i.e. environmental health officers and social care data analysts in local authorities
Benefits to ISD to having more support from healthcare scientists etc.
Health literacy needs to be embedded across all areas.




Future state
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Intended
outcome




What next











Clarity of roles will lead to better collaboration and communications across PHS and wider.
The approach to knowledge into action will be more coherent.
IT and Digital infrastructures will be accessible to users.
There will be enhanced, effective and fit for purpose training, skills and capability open to all staff. Internal staff are
encouraged to run training sharing their own skills sets. Protected time for training is available.
There will be effective communication of the insights that arise from data, in line with the approach taken by “data
science”.
Intelligence takes into account the citizen’s voice.
There will be better use of visualisation to communicate the implications of data for decision makers
Ready access to non-NHS data sets – also include UK level data from DWP/HMRC for linkage.
Evidence informed policy and practice at all levels.
Interpretation of data and synthesis of evidence will be brought together, which will require capacity and capability
issues to be addressed.
Evidence will be resourced to be available and usable.
See Colin’s comments.
For knowledge into action to be truly effective there needs to be stronger local capacity, enabling a step change in fully
utilising the work of the LIST team, for example, in PHI.
PHS needs to address the issue of duplication of knowledge into action activity across the health and social care sector.
We need to strengthen capacity and capability across the system.
PHS needs to have a better understanding of user needs and stronger links to untapped local capacity- taking
cognisance of availability and freeing up capacity through aligning methods of working to reduce duplication of effort.
The ScotPHN and ScotPHO networks have been successful but have further potential that could be developed.
We need to build a network of key influencers who combine a strong understanding of the data and policy environment
with good connections to key stakeholders.
Clarifying the relationship with other organisations, e.g. NHS Education Scotland, Healthcare Improvement Scotland,
NHS National Services Scotland, Scottish Government Analytical Divisions, and the Glasgow Centre for Population
Health, to ensure there is no duplication of effort between organisations, and that there is clarity on roles and
responsibilities.
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Function: Methodological Support
As is






Future state









Intended
outcome




Needs









Public health data and intelligence are integrated into public health methods such as health needs assessment, health
impact assessment, options appraisal, qualitative assessment etc., inconsistently across themes, areas and
organisations.
At best, people with public health training integrate data and intelligence into robust methods to clearly inform policy and
practice.
Statistical Advisory Group within PHI, providing advice and guidance on statistical methods and tools.
In some areas there could be better use data and intelligence by applying more robust methods – therefore the data
and intelligence could be more influential on decision-making as a result.
Data and intelligence are more consistently used as part of robust public health methods such that the influence on
policy and practice is maximised.
The understanding and quality of data and intelligence use is improved such that better decisions are made.
PHS makes the best use of data to maximise its impact on policy and practice.
Research and innovation is central;, PHS takes a “data science” approach that uses the most effective methodological
techniques for each task, provides training and sets standards both internally and externally.
Data is published with follow up comment, it is consistent and can influent Public Health.
We work backwards to identify best methods for intended outcomes.
More cohesive / partnership working and effective communication enables sharing of approaches to methodologies to
add value to the work of PHS.
We make the best use of data to maximise its impact on policy and practice.
Decision-making processes important for public health are effectively informed by data and intelligence.
Clarify the range of public health methods that public health intelligence is being used within and should be used
within.
Cull non value added collections.
Catalyse greater use of effective public health methods and demand for support to use data and intelligence.
Catalyse the creation of the methodological support that people internally and externally need.
Ensure that our work fits seamlessly into a coherent system that makes data and intelligence-informed decisionmaking the norm.
Don’t focus narrowly on ‘data science’ approach – extracting intelligence needs wider statistical skills e.g. casual
analysis, epidemiology etc.
NHS HS and LIST functions work better together and with local partners and will strengthen national / local impact
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Current
barriers and
facilitators

Current challenge around navigating & influence action at both local & national government levels. Public health
‘evidence’ competes with political priorities which can often trump our evidence. Need to upskill in our political
awareness and explore new ways of building capacity to engage with public health intelligence and to challenge
political or other influences.
ISD stats support team works well – should be maintained.
Variable capacity locally to undertake certain method e.g. Health needs assessment & contribution analysis & also
need for better access to specialist skills limited skills in some national functions e.g. LIST. Capacity building both
within PHS (develop some core training or mapping & developing a director of skills / support in new body) & capacity
building & support for local partners in terms of using these approaches.

Barriers





Facilitators

A sustainable and effective solution in this area

requires effective collaboration across the whole
public health system and a clear process for
assessing methodological needs and promoting
sharing of expertise. (Note: Much of the expertise
in this area rests within public health departments in
the territorial health boards. NHS Health Scotland,
HPS and ISD also have specific expertise in
methods appropriate to their areas).
Perception that the official statistics role means that
Public Health Scotland will not be able to take an
advocatory stance.
Lack of investment in non-hospital IT infrastructure
which may impede Public Health Scotland
aspirations to use data from a wider range of
sources / services.
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Providing training, providing methods resources, and starting
an open-access journal for sharing work, spreading
innovation, and strengthening networks and outputs that are
automatically applicable may all be part of an effective
approach.
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Function: Data analysis and profiling
As is










Future state









There is considerable activity aimed at measuring, monitoring and reporting national prevalence and trends. There are a
wide range of tools available, including:
o ScotPHO profiles
o The Improvement Service CPOP profiles
o Profiling tools and dashboards, such as Discovery used across PHI
o Profiles produced by a range of other bodies such as NRS, SEPA etc
A number of other tools are utilised, for example HPS undertakes analysis and profiling on outbreak responses,
surveillance of longer term trends/surveillance of emerging diseases, ward closures etc.
PHI ISD & HPS publishes a wide range of national statistic publications and responds to information requests and
parliamentary questions relating to the datasets they hold. Teams are split by topic area (e.g. primary care, health
improvement, child health, quality improvement, etc).
HPS closely monitors and responds to health hazards and emergencies. Health protection surveillance is outcomes
related e.g. influencing policy, informing epidemiological analysis of trends in incidence and prevalence.
The Scottish Burden of Disease study brings together information on prevalence alongside the impact (on individual and
services) of living with the disease.
Geographical Intelligence (GIS) is becoming more widely used within health and within Community Planning and LOIPS
model within IS / HPS use infographics regularly in reports and publications.
Visualisations are used, but there is scope for wider and better use (e.g. in Tableau and R Shiny).
Health Protection Scotland may be further ahead in automating / rapidly updating summaries of reports than other
groups (e.g. more need for early warnings).
“As is” will continue, although there may a reduction in scale in some areas due to automation and deprioritising or
reducing in scale some of the current work.
Trends are monitored and actively integrated into intelligence to support action based on strategic needs assessments.
Surveillance is carried out for a purpose (rather than taking a data dredging approach), with a formal and focused way
to look at data using advanced data science techniques where appropriate.
Make it easier for more operationally focussed functions (e.g. HPS) to share concerns and make queries / requests to
more strategically focussed functions (e.g. PHS).
Data are used to identify the reasons for poor health and inequalities, whilst taking care on interpretations and
controlling for confounders.
Support is provided for local needs assessments.
Geographical Information Systems are routinely used.
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Innovative and effective methods of visualisation are universally used across the organisation.

Intended
outcome




We use data to understand current problems and to scan the horizon for new issues.
We are efficient and effective in the way we use existing data sets, innovating and moving to more interpretation and
becoming an authoritative advocate.

Needs





Greater automation of routine data processing and visualisation (using innovative data science approaches).
More use of Artificial Intelligence methods where these add value.
Allow analysts to take on a more ‘software engineering’ role, automating tasks where possible; e.g. currently a 2+
year project with NSS IT, could be a one day task for an analyst with a python script.
Functions and structures within new PHS body to enable data linkage for public health benefit, for internal PHS
linkage, e.g. generic linkage and agreements, to enable smooth and timely linkage.
Greater collaboration with a range of other organisations.
Use of digital approaches as often as possible (e.g. development of self-service tools to reduce information requests).
De-duplication, open data repositories, collaboration across agencies to produce and maintain profiles, focus more
resource on supporting interpretation and use of profiles.
Greater focus of PHS staff on use and interpretation.
To be outcome and impact focussed (not data dredging).
GIS sub-function (learning from and not duplicating the work by the Improvement Service in this area).
We need to foster communities of practice and collaborate to achieve results.









Current
barriers and
facilitators

Barriers

Facilitators







Current IT infrastructure slowing down progress –
E.g. technical capability not keeping up with
business requirements, lack of resources, costs,
timescales don’t sometimes keep up with business
requirements
Current challenges around timeliness and quality of
data from existing sources needs to be addressed
(e.g. lack of resources in NHS Boards to support
submission of national data on a timely basis):
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Employment of staff with / training of existing staff in data
science techniques
Accepting more timely data – doesn’t always require to be
“super clean” and assessment of “timeliness” needs to be
clearly linked to justifying the need.
Analytical Strategy to provide direction re use of statistical
tools (e.g. open source use of R and Python, versus current
use of tools like SPSS).
More use of open data to create capacity for enhanced
intelligence work (e.g. automate existing processes, making
data available for users to use themselves, creating capacity
in PHS to undertake other, value added work).

Data and Intelligence Commission – Data and Intelligence Functions Paper

Function: Interpretation and briefings
Data Interpretation and Synthesis.
As is






Future state








Intended
outcome





ISD as an organisation has traditionally placed a high value on impartiality and has at times been reluctant to express
views (this point relates to interpretation of the official stats role for analysts).
Health Scotland has traditionally been more willing to spell out the policy implications of analyses and has a clear
advocacy role.
Despite these apparent differences, data interpretation of reports, research and evaluation undertaken by staff in ISD /
HPS / HS on particular topic areas (e.g. alcohol policy, changes to social security, etc.) have at times been very
influential on national policy. HPS has a leading role in influencing policy for matters relating to health protection)
Substantial interpretation and use of data and intelligence goes on within territorial boards but is not consistent across
areas or necessarily shared. The co-ordinating work of the Scottish Public Health Network (ScotPHN) may have helped
to reduce duplication.
Finding the balance between impartiality for official statistics and an advocacy role.
Effective and consistent surveillance is used to identify data quality problems and identify emerging public health
concerns promptly and consistently.
Interpretation of data, integration with effectiveness evidence, evaluation, and public health methods generates more
consistent policy and practice influence.
Staff are equipped to communicate effectively so that decision-makers and the public clearly understand the
implications of data for health and care.
Co-ordination across the public health system ensures that data and intelligence are applied consistently to policy and
practice at national and local levels and across agencies.
Research and innovation will be an integral part Public Health Scotland, utilising existing skills within the organisation,
but also through partnering with universities and other innovation bodies (e.g. Data Lab, Turing Institute, Health Data
Research UK where they can add value). Topic experts will be in direct alignment with PH priorities – need to consider
HP functions and statutory requirements.
Data trends consistently interpreted and issues effectively highlighted.
Data and intelligence consistently used to inform policy and practice at all levels.
Data and intelligence used for immediate PH planning.
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Needs



Current
barriers and
facilitators



All datasets for which we are responsible should routinely be interpreted and communicated for public health action
(e.g. publication produced by HPS in collaboration with clinicians and policy leads to inform action to improve public
health, e.g. hand hygiene campaigns) However, interpretation and briefings should not be restricted to datasets for
which PHS is responsible for, but should draw upon the widest range of data and intelligence available.
 Clarify the range of public health methods that public health intelligence is being used within and should be used
within.
 Catalyse greater use of innovative public health methods where these add value and greater demand for support to
use data and intelligence.
 Catalyse the creation of the methodological support that people internally and externally need.
 Ensure that our work fits seamlessly into a coherent system that makes data and intelligence-informed decisionmaking the norm.
 Work very closely within and across the strategic leadership for data and intelligence function
 There needs to be more emphasis on how we communicate our ‘findings’, recognising that more than one channel
exists e.g. publication of open data, use of social media, an efficient, easy to use website, use of applications (apps).
Barriers
Facilitators







There may be detriment to wider system
intelligence by focussing primarily on datasets that
will be managed by PHS.
Advocacy role seen as risk to neutrality of PHS
reputation.
Too much legacy for secondary care data , need
improved data from other sectors (e.g. primary
care).
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Ability to influence national policy.
Up skilling of the current workforce going into PHS around PH
methods and intelligence.
Communicate effectively; use plain English language to get
point across more cohesively. Importance of working with an
informed Communications team.
Understand when, how, what format data is needed in –
tailored to best way suits customer.
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Function: Evaluation Support
As is








Future state






Intended
outcome




Needs







Of the national bodies, a great deal of evaluation work is carried out in Health Scotland and also to some extent by LIST
within ISD. The focus of Health Scotland evaluation work is generally on evaluating national health improvement
policies (e.g. alcohol, childcare, keep well).
ISD is not extensively involved in evaluation.
HPS is extensively involved in evaluation of interventions e.g. vaccine for flu / shingles etc. Also work with Universities
and research bodies for evaluation work.
There is a very small amount of evaluation support in HIS for health and social care public health. Some evaluation is
undertaken within local public health departments and by academics, but practice is patchy and of variable quality.
A substantial amount of innovation is undertaken in national and local policy and practice without a strong evidence
base and without robust evaluation, creating significant risks of waste and harm.
Some advocate using improvement science for evaluation, but this is debated.
There will be consistent support available for evaluating policy and practice across all public health domains. In
particular this will mean that more consistent support is available for improving services and health protection.
There will be better co-ordination of innovation and evaluation across national and local agencies and between local
agencies including across community planning partnerships.
There will be more informed conversation about the utility of different methods for evaluation.
Wider support role in training, capacity building, peer support, sharing and collating learning for local evaluation
(including helping identify control areas for effective outcomes evaluation).
Any innovation in policy or practice has evaluation built in at the design phase such that we can learn what works, for
whom, and in what circumstances.
This leads to better informed policy and practice in the long-run and an evaluation culture in policymaking across the
organisation.
Need to clarify the options for achieving this outcome across domains, including the ambitions from the other
commissions.
Pursuing this approach has significant resource implications, including training and support for existing staff or new
staff to be employed.
There will be a need for substantial co-ordination of efforts across national-local agencies.
Will need to develop a health economics capacity to support economic evaluation.
PHI – needs to have high quality/more thorough evaluation – needs the expertise.
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Current
barriers and
facilitators

Evaluate re strength of evidence – need to know when you should monitor & when you should evaluate – need
clearer guidance on relationship.
 Interventions applied in the way the evidence says they should be – over time. There is a need to review whether
current indicators are fit for purpose.
 The rationale for evaluation needs to be framed in terms of understanding impact.
 Need to decide the role of evaluation team (if at all) in measuring the impact of the work of PHS.
Barriers
Facilitators





Governance issues if evaluation is seen as
research rather than for service improvement
Skilled evaluation and economic capacity both
nationally and locally.
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“Evaluability Assessment approach” as a way to engage policy
makers early and more effectively.
Further awareness and training needed in improvement
science vs evaluation and the difference between the two.

Data and Intelligence Commission – Data and Intelligence Functions Paper

Function: Effectiveness and Evidence
As is





Future state







Health Scotland and HPS both regularly identify effective and cost effective evidence informed / based action to improve
health and reduce health inequalities, with work also within territorial board public health departments and some work in
HIS. Academic public health departments also produce many relevant evidence reports and syntheses.
There is some work to identify gaps in knowledge and help plug these with research. This is mainly concentrated in the
health improvement and health protection domains within Health Scotland and HPS.
Health Scotland run a Public Health Evidence Network (PHEN) with other evidence providers - Knowledge services
teams (e.g. librarians in PHI) undertake evidence searches and produce summary digests of broader intelligence
literature.
The system will routinely identify effective and cost effective evidence based action to improve health and reduce health
inequalities.
The system will identify gaps in knowledge and develop research to help plug these gaps consistently across domains.
Effectiveness evidence will be consistently applied to decision-making processes.
Effectiveness evidence will be used alongside needs assessment to strengthen impact
We will use a mixed economy of evidence (what evidence is useful and when).

Intended
outcome



Consistent application of effectiveness evidence within robust public health methods to inform policy and practice at all
levels.

Needs



Identify options for how best to meet the evidence needs in the system including the development of an active
research function.
External collaborations among evidence organisations, (such as PHEN, or via topic or methodology-specific networks
and academic links) to extend capacity and collaborate on methodological developments.
Produce rapid evidence reviews of the best available evidence and research and associated products.
Produce economic evidence.
Produce evidence for local areas in close collaboration with them.
Work with third sector to make their evidence more policy relevant.
Ensure robust evidence quality assurance and governance processes.
Capacity sits nationally but local needs will differ.
Identify opportunities for working with academia /blend practitioner experience / wisdom evidence with published
research.
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Current
barriers and
facilitators

Barriers

Facilitators









Many of the evidence needs in the system are
currently likely to be hidden.
Local evidence work is often unconnected to wider,
national work which can lead to fragmentation, and
risks duplication of effort.
Lack of clarity around evidence roles for HIS and
PHS.
Effective evidence not always available (so reliant
on practitioner wisdom and experience).
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Health Scotland and HPS both regularly identify effective and
cost effective evidence based action to improve health and
reduce health inequality.
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Function: Supporting Implementation and Knowledge Sharing
As is













Future state







Local intelligence support will be provided including consultancy’ services.
Knowledge brokers and navigators will support strategic decision making at local and national level.
Infographics and data visualisation will be supported by the required expertise to make it meaningful, appropriate and
useful.
PHS will offer innovation and solution development.
PHS will support the design of relevant policy and legislation across the whole of government, including support for
health inequalities impact assessment Relevant training and development will be provided for the workforce.
Knowledge will be shared through networks and events – successful networks such as the Scottish Health Protection
Network should continue
“Once for Scotland” services will be delivered at national, regional and local level.
Work will be carried out to raise awareness of issues and potential actions.
Effective communications (internal and external) will be integral and essential to the work of PHS – advocacy to
influence policy.
Credibility and independence of the organisation is maintained at all times.



Meeting customer demand effectively where there are clear opportunities for impact.








Intended
outcome

LIST provides local intelligence and ‘wraparound’ support to usersl; HPS have an obligate network to support this.
Organisations provide solution development.
Organisations support the design of relevant policy and legislation across government – with closer links to some
divisions than others.
Organisations design various “once for Scotland” services to be delivered at national, regional and local level.
Organisations raise awareness of issues and potential actions.
ScotPHO and others undertake adhoc training.
The Scottish Health Protection Network (ScotPHN) contributes a knowledge sharing function and supports
implementation across Scotland.
Organisations have web and digital products.
HS will strategically try to get evidence into practice (through advocacy work).
PHI will position the organisation and expertise to support use of data and intelligence, e.g. through LIST for local use
Organisations utilise softer experiential and contextual data to assist the important interface between hard data and the
social context for public health.
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Needs







Influencing uptake and best use of data and intelligence.
Developing common tools - once for Scotland.
Good practice shared and applied.
Making effective use of web, digital and strategic communications.
Help stakeholders understand the impact their work has on improving outcomes.



To achieve effective relationships to ensure impact. This may be best done by content experts and not necessarily
as part of a separate function.
We need to focus on quality of relationships, trust and communication mode to develop strong partnerships and
support local planning, delivery and innovation.
We need an effective local-regional-national working model.
Need to pull disparate teams together to create a focussed approach, reducing the risk of fragmentation.




Current
barriers and
facilitators

Barriers

Facilitators








Overlap (and therefore potential for confusion)
around role of PHS and Healthcare Improvement
Scotland.
Pockets of expertise across ISD, HPS and HS but
lack of capacity currently to localise ‘Once for
Scotland’ approach.
Disconnect between local and national teams –
leads to duplication, inconsistency and confusion
for customers.
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Web and digital opportunities.
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Function: Statistical Governance
As is








Future state






Intended
outcome




Needs




ISD has a separate team for statistical governance; NHS HS has an embedded but not formalised process.
Statistical governance in embedded in ISD, but is more patchy in HS and HPS.
The UK Statistics Act requires organisations which produce large volumes of official statistics to have a Head of
Profession for Statistics (who is accountable to the UK National Statistician and works closely with the Chief Statistician
at Scottish Government). There are currently 3 Heads of Profession in Scotland – one for each of Scottish Government,
National Records for Scotland, and for NHS National Services Scotland. The head of profession for statistics in NSS
has a remit which covers all health statistics – this currently includes ISD, HPS, NHS24 and the Scottish Ambulance
Service.
Statistical governance includes the promotion of best practice, provision of training and guidance.
ISD manage all geography look ups and population reference files.
ISD works very closely with NRS and SG and there is a network for producers of official statistics in Scotland – all aim
to promote best practice.
All of the functions described above will continue but with a unified approach and the use of standards as a ‘force for
good’.
Public Health Scotland will require a Head of Profession for statistics (whose role will continue to cover all health and
care statistics including those produced by NHS 24 and Scottish Ambulance Service, and any other national bodies
producing health and care statistics).
The role of the head of profession will be at senior management level within PHS and will have appropriate levels of
autonomy and independence.
Local statistics producers could be encouraged to voluntarily comply with the statistics code of practice, promoting the
importance of good quality data to inform decision making and accountability.
PHS adheres to the good practice principles so that people can trust the data and outputs. These are based on:
o Trust
o Value
o Quality
The intended outcome is that statistical governance supports, enables and promotes the credibility of PHS.
Scotland Orders legislation needs to be updated to include PHS as a producer of official statistics.
Clearly defined role of the head of statistics – for the public realm and within the wider system (anyone who is using the
data).
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Current
barriers and
facilitators

Ensure service is sufficiently resourced.
Aspiration ensures governance structure doesn’t delay work.
Balance between IG & open data – also impacts on intelligence.

Barriers

Facilitators







Local area capacity to comply with the statistics
code of practice.
Tendency to ‘err on the side of caution’ which can
prevent decisions being made or data / information
being used in the most useful way particularly as
we move further out of our comfort zone to nonhealth areas.
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ISD works very closely with NRS and SG and there is a
network for SG stats group – all aim to promote best practice.
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Function: Information Governance
As is











Future state

As a group of organisations we have worked hard to safeguard public data whilst making it available for purposes of
public benefit.
Governance processes are viewed by some as overly bureaucratic and slow, but have had to adapt to needs presented
by changes such as health and social care integration and local intelligence support and also struggle with limited
capacity to meet increasing demand.
There is general agreement that the current wider system of IG is time consuming and not working as well as it could.
NSS provides corporate IG service involving ISD and HPS in, for example, corporate FoI and SAR responses.
PHI has its own IG team, who take a lead on all aspects of compliance with Data Protection law, Caldicott guidance and
confidentiality.
Internally within PHI, there is very limited Information Security expertise, with high level of dependency on Information
Security expertise within NSS IT.
NHS HS does not have a separate IG team (there is one individual who advises as part of their role).
PHI provides operational support to the PBPP, as well as expert Data Protection and Caldicott input to Tier 1 and Tier 2
scrutiny processes, alongside other NHS Boards.
PHI provides Caldicott advice and support to NRS and NSS

The support role applies to PHS and a wider support role for the whole system.









PHS will ensure that data from across the whole system is used to maximise public benefit, whilst ensuring that
individual privacy is protected.
PHS has its own Caldicott Guardian, Data Protection Officer and SIRO
Continue to provide PBPP support and Caldicott advice to NRS but not expecting to support NSS. More opportunity for
earlier engagement with IG staff to more easily understand what researchers and organisations are trying to do e.g.
data linkage projects.
Leadership role, working with government and partners, to improve the current IG system.
There will be a single IG team for PHS and a unified approach for PHS and the wider system The single IG team will
support overarching standards and training in Information Governance for all PHS staff and the wider system,
proportionate to the needs for access to data.
PHS will have its own Caldicott Guardian, SIRO and Data Protection Officer.
PHS will work with other key stakeholders to develop and maintain public involvement in issues around uses of personal
information for public benefit across the public sector.
PHS will have a strategy to develop and continually improve its Information Governance standards
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Intended
outcome





Needs







Current
barriers and
facilitators

PHS will contribute to the development and support of ‘Once for Scotland’ information governance solutions that will
simplify and streamline IG assurances across sectors.
PHS will have a robust information security function.
PHS will continue to provide operational support to the PBPP or future replacement bodies.
PHI will continue to provide Caldicott advice and support to NRS.
PHS will be a leader within the Scottish public sector for developing data driven insights within a trusted and responsive
governance structure.
PHS will be a trusted partner in information use across sectors (public, third sector, academic and commercial),
delivering better health and wellbeing outcomes for Scotland through better use of data and intelligence.
Public involvement in data use will support a ‘social contract’ for use of public sector data for public benefit.
Resourcing of the specialist IG function to enable proactive efforts to improve the system and respond to new
demands and technical innovations.
Investment in IG training for staff and development of key roles such as Information Asset Owners commensurate
with the governance requirements of a data and intelligence driven organisation.
We need to develop and maintain links with other high level work currently in progress including the Digital Health
and Care Strategy, HDR UK and the Digital Innovation hubs, NES digital platform etc.
We should consider whether there may be a role for PHS as an expert body to hold administrative data from the
wider system beyond public health, health services and care, including linkage and development of ‘research ready’
datasets.
Need to consider the desirability of new legislation to clarify the legal basis for PHS processing of personal and
special category data under Data Protection Law and with respect to the Common Law Duty of Confidentiality.

Barriers

Facilitators







There are complex issues around controllership of
data, especially in the light of new technologies
such as data virtualisation.
Local capacity to comply with the statistics code of
practice.
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PHI has its own IG team, who take a lead on all aspects of
compliance with Data Protection law, Caldicott guidance and
confidentiality.
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Function: Supporting Research & Research Governance
As is










Future state





There is considerable research activity by internal staff in the organisations that will join PHS and the topic is also
covered in the work of the “Leadership for Public Health Research, Innovation & Applied Evidence (LPHRIAE)”
commission. Some of this is carried out in collaboration with external researchers.
There is an established research governance function in PHI and honorary contract arrangements are in place.
There are a limited number of student research placements and most of these are currently paid for by PHI.
There is limited administrative support for internal researchers in PHI.
Support to external researchers is provided primarily by ISD’s eDRIS service. However it is acknowledged that demand
is increasingly rapidly and currently considerably outstrips capacity to respond and that this threatens to erode quality.
Research is integrated into the work of HS scientific staff.
HS commission research and there is a small research governance function to support this.
Organisations support some national surveys.



PHS will be clear on how to use a range of useful mechanisms for knowledge exchange and collaboration.
Honorary contracts and secondments will be used for mutual benefit.
PHS will have a modern, timely and responsive service which supports the provisioning of data to a wide range of
external researchers, including through safe haven mechanisms.
Research will be an integral part of the work for PHS staff.
There will be a co-ordinated strategic approach for data, intelligence and research.
PHS will continue to lead and commission research and to support internal research and will have a research
governance function.
PHS becomes the home for innovative data linkage programmes.

Intended
outcome
Needs



Research at the core of what PHS does.




PHS should consider whether it should take on responsibility for more surveys / surveillance.
Investment in greater computer capacity to support innovative used of data.

Current
barriers and
facilitators

Barriers

Facilitators











A limited number of student research placements.
Limited administrative support for internal
researchers in PHI.
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Considerable research experience and activity.
Research is integrated into the work of HS scientific staff.
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Appendix I: Data and intelligence outcomes and values
The Commission are seeking to describe the future data & intelligence function of PHS that:






Make best use of whole system intelligence to positively impact the health of the people living in Scotland.
Support ease of use of available intelligence & evidence.
Is impartial, adaptable and innovative.
Enables a ‘Once for Scotland’ approach to decision making, both strategic and tactical.
Does not duplicate effort, organisationally, locally, regionally or nationally.

The data & intelligence function will be set up to allow PHS as an organisation to:










Be an exciting place to work.
Provide professional career pathways through appropriate skills development and training i.e. within the data/analyst structure
but also across disciplines as well.
Be full of opportunities, for example, offer rotations to other national bodies (e.g. SG, COSLA, IS, HIS, academia).
Have a positive impact and make a difference.
Provide local support to deliver national public health priorities.
Influence national policy.
Uses data & intelligence to advocate direction.
Make the best use of resources, organisationally, locally, regionally or nationally.
Be a recognised Centre of Excellence.

The key intended outcomes are:







An organisation that maximises the benefits of PH intelligence to meet and address Scotland’s public health priorities to reduce health
inequality and improve health.
Health in All Policies (HiAP) in Scotland.
Data will be fit for purpose; it will be sufficiently timely to match the timescales of decision makers and will support the decisions that need
to be made. The scope will go far beyond the data currently held to consider how these data relate to data held elsewhere in the system.
There will be shared governance and prioritisation of datasets, driven by an understanding of user needs and impact.
Data will be processed as efficiently as possible; IG will be separate function and IT support will come from NSS.
There will be mechanisms to use relevant data from other data providers.
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There will be the maximum amount of access to other relevant PH data.
The new organisation will co-lead the creation of infrastructure for data sharing and standards: the key importance of universally
recognised and accepted data standards will be recognised across the system.
There will be a proactive approach to quality assurance.
Evidence informed policy and practice at all levels.
Interpretation of data and synthesis of evidence will be brought together, which will require capacity and capability issues to be addressed.
Evidence will be available and usable.
There will be a range of relevant skills as shown in the pyramid diagram below.

Advanced
specialist
Intermediate
Foundation / basic














We make the best use of data to maximise its impact on policy and practice.
Decision-making processes important for public health are effectively informed by data and intelligence.
We use data to understand current problems and to scan the horizon for new issues.
We are efficient and effective in the way we use existing data sets, moving to more interpretation and becoming an authoritative advocate.
Reduced scope for data error.
Data trends consistently interpreted and issues effectively highlighted.
Data and intelligence consistently used to inform policy and practice at all levels.
Any innovation in policy or practice has evaluation built in at the design phase such that we can learn what works, for whom, and in what
circumstances.
This leads to better informed policy and practice in the long-run and an evaluation culture in policymaking and amongst service managers.
Consistent application of effectiveness evidence within robust public health methods to inform policy and practice at all levels.
Meeting customer demand effectively.
Influencing uptake and best use of data and intelligence.
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Developing common tools - once for Scotland.
Good practice shared and applied.
Making effective use of web, digital and strategic communications.
PHS adheres to the good practice principles so that people can trust the data and outputs. These are based on:
o Trust
o Value
o Quality
The intended outcome is that statistical governance supports, enables and promotes the credibility of PHS.
PHS will be a leader within the Scottish public sector for developing data driven insights within a trusted and responsive governance
structure.
PHS will be a trusted partner in information use across sectors (public, third sector, academic and commercial), delivering better health and
wellbeing outcomes for Scotland through better use of data and intelligence.
Public involvement in data use will support a ‘social contract’ for use of public sector data for public benefit.
Research at the core of what PHS does.
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Appendix II – Members of the Data and Intelligence Commission
Scott Heald
Paul Dowie
Diane Stockton
Colin Fischbacher
Iain McKay
Kirsty Licence
Gerry McCartney
Carol Sinclair
Michael Craig
Ana Rodriguez
Rita Nogueira
Safia Qureshi
Alan Madden
Lisa Meikle

PHI (Co-lead)
Improvement Service (Co-lead)
Health Scotland (Co-lead
PHI
Improvement Service
PHI
Health Scotland
PHI
Health Scotland (staff side)
PHI (staff side)
PHI (staff side)
NSS programme director
NSS programme support
NSS programme support

scott.heald@nhs.net
paul.Dowie@improvementservice.org.uk
diane.stockton@nhs.net
colin.fischbacher@nhs.net
Iain.Mckay@improvementservice.org.uk
kirsty.licence@nhs.net
gmccartney@nhs.net
csinclair@nhs.net
Michael.craig@nhs.net
ana.rodriguez@nhs.net
rita.nogueira@nhs.net
safia.qureshi@nhs.net
Alan.madden@nhs.net
lisa.meikle@nhs.net
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Appendix III – Glossary
Acronym
CHI

Meaning
Community Health Index

COSLA

Convention of Scottish Local Authorities

CPOP

Community Planning Outcomes Profile

D&I

Data and Intelligence

DM

Data Management

DPIA

Data Protection Impact Assessment

DWP

Department for Work and Pensions

EDRIS

eData Research and Innovation Service

FOI
GDPR

Freedom of Information
General data Protection Regulation

GIS

Geographical Information System

Brief Description
CHI is a population register, which is used in Scotland for health
care purposes. The CHI number uniquely identifies a person on
the index
COSLA is the voice of Local Government in Scotland, providing
political leadership on national issues, and working with councils to
improve local services and strengthen local democracy.
The Community Planning Outcomes Profile tool has been
developed by the Improvement Service to support the effective use
of data by local community planning organisations. Further
information is available at
http://www.improvementservice.org.uk/community-planningoutcomes-profile.html
Is the analysis of various forms of data in such a way that it can be
used by companies to expand their services or investments.
An administrative process that includes acquiring, validating,
storing, protecting, and processing required data to ensure the
accessibility, reliability, and timeliness of the data for its users
Process to help identify and minimise the data protection risks of a
project.
UK Public services department responsible for welfare, pensions
and child maintenance policy.
A single point of contact to assist in the completion of applications
to the Public Benefit and Privacy Panel and assist researchers in
study design, approvals and data access in a secure environment.
Provides public access to information held by public authorities.
Standardizes data protection law across all 28 EU countries and
imposes strict new rules on controlling and processing personally
identifiable information.
System designed to capture, store, manipulate, analyze, manage,
and present spatial or geographic data.
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GPs

General Practitioners

HiAP

Health in All Policies

HDR UK

Health Data Research (United Kingdom)

HHG

High Health Gain

HIS

Health Improvement Scotland

HMRC

HM Revenue & Customs

HPS

Health Protection Scotland

ICNet
ICT

Information and Communication Technology

IG

Information Governance

IT

Information Technology

KIA

Knowledge into Action

Focus on the health of the whole person combining physical,
psychological and social aspects of care.
An approach to policies that systematically and explicitly takes into
account the health implications of the decisions we make.
Supports world-leading research to develop cutting-edge analytical
tools and methodologies to address the most pressing health
research challenges.
Tool to support the identification of vulnerable patients and those
with complex needs.
An organisation with many parts and one purpose - better quality
health and social care for everyone in Scotland.
Treasury lead on strategic tax policy and policy development,
maintenance and implementation.
Plan and deliver effective and specialist national services which coordinate, strengthen and support activities aimed at protecting all
the people of Scotland from infectious and environmental hazards.
Software helps track patients and their associated care data as
they move through your healthcare facility.
Covers any product that will store, retrieve, manipulate, transmit or
receive information electronically in a digital form, e.g. personal
computers, digital television, email, robots.
Management of information at an organization. Information
Governance balances the use and security of information
governance and helps with legal compliance, operational
transparency, and reducing expenditures associated with legal
discovery.
Study or use of systems (especially computers and
telecommunications) for storing, retrieving, and sending
information.
Knowledge into Action describes a cycle from knowledge
generation through knowledge management to knowledge
application. This is described more fully here:
http://www.healthscotland.com/documents/22720.aspx
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LA

Local Authority

LIST

Local Intelligence Support Team

NES

NHS Education for Scotland

NHS
NHS24
NRS

National Health Service
National Health Service 24
National Records of Scotland

NSS

National Services Scotland

NSS IT

National Services Scotland Information Technology

PBPP

Public Benefit and Privacy Panel

PHEN

Public Health Evidence Network

PHI ISD

Public Health and Intelligence Information Services
Division

QA

Quality Assurance

R

The R project for statistical computing

Organization that is officially responsible for all the public services
and facilities in a particular area.
Sourcing, linking and interpreting data is key to understanding and
projecting patterns of service demand. Providing such insight
delivers better plans, designing improved service user pathways
and health and social care excellence.
Education and training body and a special health board within NHS
Scotland.
Publicly funded healthcare system in Scotland.
Scotland’s national telehealth and telecare organisation.
non-ministerial department of the Scottish Government,
responsible for civil registration, the census in Scotland,
demography and statistics, family history and the national archives
and historical records.
Non Departmental Public Body - provides advice and services to
the rest of NHS Scotland. Accountable to the Scottish
Government, NSS works at the heart of the health service,
providing national strategic support services and expert advice to
NHS Scotland.
Provide NHS Scotland with end to end effective, efficient and safe
IT services.
Panel provides a centralised, simplified and truly national
Information Governance scrutiny process.
Collaboration between five organisations focussing on public health
evidence in Scotland.
Provides health information, health intelligence, statistical services
and advice that support the NHS in progressing quality
improvement in health and care and facilitates robust planning and
decision making.
Maintenance of a desired level of quality in a service or product,
especially by means of attention to every stage of the process of
delivery or production.
R is a free software environment for statistical computing and
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ScotPHN

Scottish Public Health Network

ScotPHO

Scottish Public Health Observatory

SG

Scottish Government

SHPN

Scottish Health Protection Network

SIRO

Senior Information Risk Owner

SPIRE

Scottish Primary Care Information Resource

SPSS

Statistical Package for Social Science

SPARRA

Scottish Patients at Risk of Readmission and
Admission

graphics. Further information is available at https://www.rproject.org/
Network open to everyone in Scotland who has a professional
interest and significant involvement in the wider public health
agenda including staff from the NHS, local authorities, academia
and others.
Collaboration led by ISD Scotland and NHS Health Scotland, and
includes the Glasgow Centre for Population Health, National
Records of Scotland and Health Protection Scotland.
Devolved government for Scotland with a range of responsibilities
that include: the economy, education, health, justice, rural affairs,
housing, environment, equal opportunities, consumer advocacy
and advice, transport and taxation.
A Scotland-wide network that helps co-ordinate the delivery of
health protection services.
Executive Director or member of the Senior Management Board of
an organisation with overall responsibility for an organisation's
information risk policy. The SIRO is accountable and responsible
for information risk across the organisation
Tool that facilitates the management of information at a practice
level, and extraction of primary care data at GP, practice, cluster,
locality and national levels. The SPIRE tool can be used for quality
improvement, local service planning and public health intelligence /
research with appropriate safeguards. More information is available
at https://spire.scot/
Software package used for interactive, or batched, statistical
analysis.
Risk prediction tool developed by ISD which predicts an individual's
risk of being admitted to hospital as an emergency inpatient within
the next year.
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