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FOREWORD 

 
As Chair and Chief Officer of the East Dunbartonshire Integration Joint Board, we are pleased to 
present our first Strategic Plan 2015-2018.  This Plan provides our three year vision for the 
integration of adult health and social care services to improve the health and wellbeing of our 
population. 

The purpose of the Strategic Plan is to describe how the integrated Health and Social Care 
Partnership, with our partners in the third and independent sectors, our service users and carers, 
will work towards improving well being and building strong communities across East 
Dunbartonshire.  Together we will aim to provide seamless quality services that are person 
centred, effective and efficient.   

There is a strong tradition of partnership working in East Dunbartonshire and we will build on our 
past experience of working closely with partners to integrate service provision.  Our new Strategic 
Plan provides the opportunity to design and commission services in new ways to improve 
outcomes and achieve our vision. 

The Strategic Planning Group has an important role in reviewing the progress of the Strategic 
Plan, and communicating its findings to the Integration Joint Board so that the Plan can be revised 
and updated as the assessed needs of the population of East Dunbartonshire change over time. 

We would like to thank all of the partner agencies and individuals who have given their time and 
commitment to the development of this first Strategic Plan. Your contribution is highly valued and 
we welcome your continued participation, and influence, with the future vision for the partnership. 
 
 
 
 
 
 
 
 
 
 
 
 
 
         

Rhondda Geekie        Karen Murray 
Chair          Chief Officer 
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PREVENTION EARLY INTERVENTION 
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Working with people to build strong communities, promote 
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 OUTCOMES 

Efficient use of resources 

Resources and services are 
efficient and achieve best value 
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CO‐PRODUCTION 

Maintain Health & Wellbeing 

Maximise healthy lifestyle and 
behaviours and improve access to 

services 

 

Carers as equal partners 

Increase identification and 
assessment of carers to support 
continuation of their caring role 

Unplanned Care 

Prevention of unnecessary 
admissions and promotion of 

early discharge 

Engaged Workforce

Staff are engaged in planning 

service delivery and supported in 

their role 

Tackle Inequalities 

Apply learning from PLACE and 
further develop asset based 

approach 

Support Self Management 

Deliver a person centred, 
anticipatory approach to 

support for self management of 
LTCs 

Positive experience of services  

Enable people to receive 
personalised care and take 
control supported by SDS 

options 

Support Independence

Enable people to remain 

independent at home or in a 

homely setting 

RESPECT & DIGNITY 

9 NATIONAL HEALTH & WELL BEING OUTCOMES
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1 Introduction 

 

The Public Bodies (Joint Working) (Scotland) Act (2014)1 sets out a framework within which NHS 
Boards and Local Authorities, working with their partners in the third and independent sectors and 
with service  users, service  users, carers and families, integrate adult health and social care 
service planning and provision.  The intention is that service provision will be joined-up and 
seamless, especially for people with long term conditions and disabilities, many of whom are older 
people.    

The East Dunbartonshire Health and Social Care Partnership (HSCP) will be established in 
accordance with the provisions of the Act and corresponding Regulations.  The Partnership will 
have responsibility for a range of health and social care functions relating to adults, including 
primary care and community health services, social work and social care, and be accountable for 
the strategic planning and budgeting of these, and for operational oversight of service delivery.  A 
detailed list of included services is provided in Appendix 1. 

In East Dunbartonshire, the HSCP will be a Body Corporate, a separate legal entity from either the 
Council or the Health Board, and responsibility for its governance will rest with the Integration Joint 
Board.  The IJB comprises six voting members appointed in equal numbers by the Local Authority 
and Health Board.  A number of representative non-voting members also serve on the Board and 
are drawn from service users and carers, staff, and Third Sector. 

NHS Greater Glasgow & Clyde (NHSGG&C) and East Dunbartonshire Council (EDC) have agreed 
to extend the functional responsibilities of the HSCP Integration Joint Board (IJB) to include local 
NHS community Children’s Services.  This requires a formal revision to the Integration Scheme of 
Establishment, currently awaiting Parliamentary approval.  It has therefore been agreed not to 
withdraw the Integration Scheme from the approval process as this would interrupt the 
implementation processes for adult services.  During 2015-16, the Council and Health Board will 
submit a revised Integration Scheme to the Scottish Government that will accommodate NHS 
Children’s Services.    

The Act places a duty on IJBs to create a strategic plan for the integrated functions and budgets 
that they control.  The first strategic plan is required to state the date on which functions are to be 
delegated from Greater Glasgow and Clyde Health Board and East Dunbartonshire Council to the 
East Dunbartonshire Health and Social Care Partnership.   

The date on which functions will be delegated to the East Dunbartonshire Health and Social Care 
Partnership is 3rd September 2015. 

 

1.1 Context 

This is the first Strategic Plan to be produced by the East Dunbartonshire Health and Social Care 
Partnership (HSCP).  It provides a three year vision for integrated health and social care services, 
partnership working and improved outcomes for people.  It is based on national policy to ensure 
people have a good quality of life, that they remain healthy and independent, and are able to stay 
in their own home or community for as long as possible, with the emphasis being on positive 
outcomes and preventative approaches. 

The Strategic Plan sets out the HSCP’s priorities and improvements to be delivered for our adult 
population over the next three years, with a focus on the most vulnerable adults, including those 
with disability, long term conditions, mental health disorders, community care needs, palliative 

                                                            
1 Public Bodies (Joint Working) (Scotland) Act 2014  
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care needs and need of care and protection.  The strategic priorities are informed by a range of 
current national and local joint strategies and reference is made to these throughout the plan. 

A detailed Strategic Needs Assessment will be completed during 2015/16 to inform and to 
understand the type, and distribution, of services required for the population to gain the maximum 
benefit.  Data will be gathered on the health and wellbeing needs of the population to further 
inform the outcomes and priorities, and to guide the choice of interventions required to ensure 
effective and efficient use of resources in relation to the needs of the whole population.   

The HCSP will engage fully with a range of stakeholders to achieve the core aims of integration: 

 To improve the quality and consistency of services for service  users, carers, service  users 
and their families, 

 To provide person centred, seamless, integrated, quality health and social care services in 
order to care for people in their own homes, or a homely setting, where it is safe to do so, 

 To ensure resources are used effectively and efficiently to deliver services that meet the 
needs of the increasing number of people with long term conditions and often complex 
needs, many of whom are older. 
 

A Route Map to the 2020 Vision for Health and Social Care (2013)2 sets out a vision that, by 2020, 
everyone is able to live longer healthier lives at home, or in a homely setting.   
 

In essence, this plan provides the strategic direction for how our local health and social care 

services will be shaped in the coming years and describes the key transformational changes that 
will be required to achieve this vision. 

 

1.2 Strategic Vision, Ambition and Outcomes 
 
 
 
 
 
 
 
 
 
 
 
 

                                                            
2 Route Map to the 2020 Vision for Health and Social Care (2013)   

Our Vision 

Working with people to build strong 
communities, promote wellbeing and provide 

access to care and support 

“We will have a healthcare system where we have integrated health and social care, a 
focus on prevention, anticipation and supported self management.  When hospital 
treatment is required, and cannot be provided in a community setting, day case 
treatment will be the norm.  Whatever the setting, care will be provided to the highest 
standards of quality and safety, with the person at the centre of all decisions.  There 
will be a focus on ensuring that people get back into their home or community 
environment as soon as appropriate, with minimal risk of readmission”. 

A Route Map to the 2020 Vision for Health and Social Care
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The ‘Plan at a Glance’ sets out our vision, ambitions and key outcomes over the next three years.  
The workstreams which will deliver the key strategic priorities sit underneath and underpin the 
delivery of this plan.  They describe how we will go about 
achieving our priorities to bring about the transformation 
of services.  Quality improvement runs through all our 
plans, and our ambition is effective and safe services to 
ensure a good experience for those using them.  Our 
values and behaviour are important to defining our HSCP 
and encompass our whole plan. 

The Strategic Plan has been designed to meet the 
outcomes and performance measures for integration within the Scottish Government’s National 
Performance Framework, focussed on achieving the nine national health and wellbeing outcomes 
(Table 1).   
 

Table 1 National Health & Well Being Outcomes 
 

Outcome 1 
People are able to look after and improve their own health and wellbeing and live in good health 
for longer. 

Outcome 2 
People, including those with disabilities or long term conditions, or who are frail, are able to live, 
as far as reasonably practicable, independently and at home or in a homely setting in their 
community. 

Outcome 3 
People who use health and social care services have positive experiences of those services, and 
have their dignity respected.  

Outcome 4. 
Health and social care services are centred on helping to maintain or improve the quality of life of 
people who use those services. 

Outcome 5 Health and social care services contribute to reducing health inequalities.  

Outcome 6 
People who provide unpaid care are supported to look after their own health and wellbeing, 
including to reduce any negative impact of their caring role on their own health and well-being. 

Outcome 7 People who use health and social care services are safe from harm. 

Outcome 8 
People who work in health and social care services feel engaged with the work they do and are 
supported to continuously improve the information, support, care and treatment they provide. 

Outcome 9 Resources are used effectively and efficiently in the provision of health and social care services. 

 

1.3 Demonstrating Success 

Success in delivering each of the ambitious national outcomes will be achieved through making 
positive improvements in the care and wellbeing of the local population.  Specific supporting 
objectives will shape the HSCP’s response to the challenges of rising demand, rising expectations, 
and financial constraint.  Key local strategic priorities will focus on delivering the national 
outcomes, and these priorities are described within this plan.  The associated performance 
indicators will be published as part of the HSCP annual Performance Report which will 
demonstrate progress against agreed indicators over time. 

1.4 The Case for Change 

The case for change is central to this plan.  It is not a critique of current service provision, but a 
fundamental recognition that the existing model of care has to change in order to meet future 
challenges of rising demand, increasingly high costs and public sector finance constraints.  It is 
recognised that service delivery cannot continue in its current form if it is to meet the future health 
and social care needs of the East Dunbartonshire population. 

In 2011, the Christie Commission3 suggested that public services must work more closely to 
integrate service provision and improve the outcomes.  In order to achieve this, the whole system 
of public services, including third and independent sectors, is required to maximise scarce 
                                                            
3 Christie Commission 2011 

“Public service providers must be 
required to work much more closely 
in partnership, to integrate service 
provision and thus improve the 
outcomes they achieve.” 

Christie Commission 2011  
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resources and become more efficient by reducing duplication, streamlining processes and sharing 
services where possible.  Overall resources become more effective and efficient through having a 
single vision, single budget and single set of outcomes.  This also will bring improved 
accountability, less duplication, improved communication and a stronger role for communities.  

There are particular local issues that highlight the need for change.  The outcomes and strategic 
priorities set out throughout this plan detail how these issues will be addressed.  The issues are:   
 

i. Increasing Demand 

East Dunbartonshire had a population of 105,026 recorded in the 2011 census, of which 82.1% 
(86,312) were over 16yrs.  The population includes a higher than national average proportion of 
older people.  According to most recent projections the younger population will decline whilst the 
number of people aged 65+yrs will rise between 2012-2037 (National Records of Scotland)4.  Over 
the three year duration of this plan, our overall population is predicted to decrease by 0.5% while 
the 85+yrs age group will increase by 17.8%.   

As seen in Figure 1, the number of people aged 85+yrs is predicted to rise between 2012-2037 
from 2,513 to 7,574 people (201.4%). 
 
Figure 1 East Dunbartonshire Adult Population Projection 2012-2037 
 

 

 

ii. Prevention of ill health 

People living in East Dunbartonshire are relatively healthy compared to other communities across 
Scotland.  However, a significant proportion of residents have reported unhealthy lifestyle 
behaviours. Smoking and alcohol related conditions are more prevalent in the more deprived 
communities.   

While uptake of national screening programmes for cervical, breast and bowel cancer are above 
target across East Dunbartonshire as a whole, 
uptake is below target in the more deprived 
communities, and vulnerable groups including 
those with a Learning Disability.  Uptake of the 
bowel screening programme is lower for males 
than females. 

 

iii. Improving self management of long term 
conditions 

It is estimated that 40% of the population live with 
a long term condition (LTC), including mental 
                                                            
4 National Records of Scotland 

In East Dunbartonshire: 
 An estimated 17% of adults smoke, 

(Scotland average 25%) 
 29% don’t eat five portions of fruit and 

vegetables a day 
 Uptake of bowel cancer screening for all 

males is below target (57.6%) 	
(Apr12-Mar 14)
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illness and mental impairment issues, and this number is rising.  The likelihood of developing a 
LTC increases with age, especially over 75 years.  For those living in areas of deprivation the 
onset may occur 10 years earlier.  The Scottish Household Survey5 reported a significant increase 
in the proportion of households where at least one member has a long term illness.  Each year, 
approximately 2,400 (per 100,000 population) in East Dunbartonshire are admitted to hospital with 
coronary heart disease, chronic obstructive pulmonary disease, diabetes, or asthma, the majority 
of which are older people.   

Services for older people need to be balanced with ensuring the health and social care needs of 
the rest of the population continue to be met.  However, increasing age has an impact on the 
demand for health and social care provision, including, the management of complex and multiple 
long-term conditions including mental health, a higher number of injuries resulting from trips and 
falls, the treatment of age-related diseases, provision of aids and adaptations, and provision of 
care in the home.  In addition, isolation and loneliness have a negative impact on health, 
particularly among older people.   

 

iv. Providing care closer to home 

There is good evidence that people are best cared for as 
close to home as possible.  In-patient hospital care will 
always be an important part of the provision of care for 
those with acute medical needs, but a proportion of people, 
particularly those aged over 75yrs, have unplanned 
emergency admissions that could potentially be avoided if 
the necessary primary care, community care and social 
care services are made available.   

The average age on admission to a care home in East 
Dunbartonshire is currently 83yrs, the highest in Scotland and the average length of stay is 
approximately two years.  There are twelve Care Homes in East Dunbartonshire which together 
accommodate a total of 755 people.  Of long-stay residents in these care homes, the number of 
those aged 75-84yrs has been steadily reducing (down 7%), whilst the number of residents aged 
85yrs+ has been increasing at a similar rate (up 8%). 

 

v. Addressing health inequalities 

East Dunbartonshire has the highest life expectancy in Scotland.  Based on 2010 -12 estimates, 
female life expectancy at birth is 83.4yrs while male life expectancy is 80.1yrs.  However, people 
who live in the most deprived areas (SIMD 1) within East Dunbartonshire can expect to live almost 
12 years less than those living in least deprived communities (SIMD 5), and tend to live a greater 
proportion of their life with poor health.   While this is partly due to the higher prevalence of certain 
behaviours such as drinking beyond safer recommended limits and smoking, inequalities such as 
housing, employment and educational attainment also exist within these communities.  There is a 
well-evidenced relationship between income deprivation and poorer health outcomes.  This is 
similar for those with mental health issues.   

The 2012 Scottish Index of Multiple Deprivation 
(SIMD)6 identified three East Dunbartonshire 
community datazones which fall within the 15% 
most deprived areas in Scotland.  Two of these 
datazones are located in Hillhead, and the third is in 
Lennoxtown.  The map below depicts the 
deprivation by datazone across East 
                                                            
5 The Scottish Household Survey 
6 Scottish Index of Multiple Deprivation (SIMD) 

Of the population In East Dunbartonshire: 
 3.6% live in SIMD 1  

(most deprived communities) 
 53.4% live in SIMD 5  

(least deprived communities)

In East Dunbartonshire: 
 20% of all adults described 

their day to day activities as 
limited 

 47% of adults aged 65yrs+ 
described their day to day 
activities as limited 

(2011 Census) 
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Dunbartonshire. 

 

Figure 2 East Dunbartonshire deprivation by datazone 

 

 

vi. Preventing unplanned hospital admission 

Many people access unscheduled care through a route that may not be appropriate to their actual 
needs, such as via an A&E department or emergency ambulance service, when they could have 
remained at their home with support from primary care and community care services.  As a 
consequence this results in unnecessary A&E attendances, hospital admissions, and delays in 
discharge.  As people get older, the probability of hospital admission increases.  In addition, their 
length of stay for each admission also increases.   

 

vii. Effective use of resources 

The gap between the increasing demand for public services, particularly due to an ageing 
population and financial constraint, is creating pressure on current provision.  Short to medium 
term public sector finance will continue to be challenging, therefore services cannot continue to be 
provided as they are currently.  The way services are provided has to change so that joint 
resources will achieve maximum benefits.  

East Dunbartonshire’s total unplanned admissions consume 35% of health and social care 
resources, as illustrated in Figure 3.   
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Figure 3 Total Resource Spend by percentage 
 

 
 
 
 
 
 
 
 
 
 
 
 
 

 

 

 

1.5 Partners and Stakeholders   

Community Planning 

Community Planning is the process by which public bodies work together with community bodies 
to plan for, resource and provide services that improve local outcomes for the population of a local 
authority area.  The Community Empowerment (Scotland) Bill7 will provide a statutory basis for 
IJBs to be full partners in Community Planning thereby enabling IJBs to influence community 
planning and the duties placed on partners under the Bill.   

The East Dunbartonshire Community Planning Partnership has agreed key outcomes and these 
are set out in the Single Outcome Agreement 2014-178.  The outcomes focus on reducing 
inequality and disadvantage; engaging the community in the design and delivery of services; 
increasing physical and mental wellbeing; reducing health inequalities, supporting the older 
population to enjoy a high quality of life and ensuring our more vulnerable citizens, their families 
and carers benefit from effective care and support services.  These shared outcomes are included 
throughout this plan. 

 

Housing and Housing Support 

The Local Housing Strategy (2011-16)9 outlines how East Dunbartonshire Council, with its 
partners, will tackle key housing system imbalances and address housing need and demand in 
East Dunbartonshire and provides the blueprint for directing housing investment and developing 
housing services.  The investment priorities, and how they will be delivered, are set out in the 
Strategic Housing Investment Plan (SHIP)10.  The main objective of the SHIP is to increase the 
supply of quality of affordable housing that will enable people to successfully access suitable 
housing in the community and tenure of choice.  The SHIP addresses issues relating to all tenures 
in the private and public sectors and has been developed in consultation with key partners and 

                                                            
7 Community Empowerment (Scotland) Bill 
8 Single Outcome Agreement 2014‐17   
9 Local Housing Strategy  
10 Strategic Housing Investment Plan 
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stakeholders and also considers a range of funding sources and available sites for new housing 
development.  It also attempts to quantify need for specialist amenity or adapted housing to meet 
its strategic aims.  To ensure the he housing needs of community care groups are not overlooked 
there are regular meetings with social work, health services and housing to discuss the most  
effective and realistic housing options for specific clients. 

The key priorities for housing include: people access suitable and affordable housing in their 
community and tenure of choice; people enjoy the benefits of living in diverse communities and 
sustainable places; fewer people are badly affected by homelessness.  Accessible housing will be 
developed in partnership with registered social landlords.  This will include provision of equipment, 
adaptations, smart technology and the continuation of Care and Repair services.  

 

Specialist and hosted health services 

The HSCP will work with Regional services, specialist services, NHS Greater Glasgow and Clyde, 
neighbouring HSCPs, and Managed Clinical Networks to access expertise and direct delivery of 
services to ensure consistency of services with the best outcomes for our service users. 

There are a number of health services hosted within other HSCPs across NHSGG&C which 
provide important services to our population.  These include physiotherapy, podiatry, dietetics, 
speech and language therapy, continence, and psychology.  A regular forum has been established 
to meet with the service leads from these services to monitor service performance and support the 
timely and effective provision of treatment for our population. 

 

Third Sector 

East Dunbartonshire benefits from a vibrant and diverse third sector ranging from service 
providers to communities of interest or place, volunteer led organisations, service user groups, 
social enterprises and others.  It is recognised that the knowledge and expertise of these groups 
and organisations can support planning, design and delivery of services through active 
partnership.   

 East Dunbartonshire Voluntary Action is the local Third Sector Interface and supports, promotes, 
develops and advocates the interests and role of the third sector locally.  As a key partner it will 
support the HSCP with: 

 joining up and activating diverse parts of the third sector and volunteers to support health and 
social care outcomes; 

 developing a strong third sector engagement strategy to support strategic planning and joint 
commissioning; 

 advocating the interests and conveying the intelligence of the third sector at the Strategic joint 
board level; 

 connecting third sector organisations able to contribute, or add valuable intelligence, to health 
and social care policy development, and 

 supporting the exploration of the development of the third sector role in enhancing prevention, 
self-management and co-production 
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Stakeholders 

Within East Dunbartonshire, there has been a long tradition of engaging with, and commissioning, 
services from the community, third and independent sectors, recognising their knowledge and 
skills, as well as the trust of people who use their services. 

The most important stakeholders are the public, service users and their carers.  They are best 
placed to provide views on health and care services and how these should be designed to be fit 
for the future.  Information and views will be gathered from representatives on the strategic and 
locality planning groups.  In addition, a forum for engaging service users and carers will be 
established to support strategic and locality planning arrangements. 

 

1.6  Community Engagement 

The HSCP consider it important to have strong and direct links between the governing IJB, the 
Strategic Planning Group, Locality Planning structures, stakeholders and the wider community.  
The shadow IJB approved a Health and Social Care Partnership Consultation, Participation and 
Involvement Strategy.  The model of the intended incremental engagement (Figure 4) will 
strengthen accountability and directly influence services and outcomes.  This will be achieved by 
ensuring that the advisory membership of the IJB is representative of the views of their particular 
stakeholder groups within the Strategic Planning Group and the Locality Planning arrangements.   
 
Figure 4 Engagement Model 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

This Plan has been developed and finalised with the full engagement of our partners and 
stakeholders including, health and social services, third sector, independent sector and local 
service users and carers.  This was achieved through the active involvement of the Strategic 
Planning Group, membership of which includes health and social care professionals including, 
housing, third sector and independent sector representatives, and service users and carers.  The 
plan has also been shared widely with those who have an interest in the delivery or receipt of our 
services within East Dunbartonshire.  A paper describing the consultation undertaken during the 
writing of this plan will be published along with the Strategic Plan.
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2. Locality Planning 

 

Localities will provide a key mechanism for strong local clinical, professional and community 
leadership, ensuring that services are planned and led in a way that is engaged with the 
community.  The HSCP is required to divide its geographical area into two or more localities, and 
arrangements for each locality must be set out separately.  The defined localities will be involved 
in any decision that might significantly affect the provision of health and social care services within 
the area, including arrangements to consult and plan locally for the needs of the specific 
population. 

Locality groups will actively involve professionals, including GPs, acute clinicians, social workers, 
nurses, allied health professionals, pharmacists and others.  This must also include carers and 
service users of health and social care services, and representatives of the local community. 

Following consultation a ‘two locality’ model, centred on natural communities, emerged.  This was 
subsequently approved by the Community Planning Partnership and the Shadow Integrated Joint 
Board.  The two localities consist of:- 

 the west of East Dunbartonshire (Bearsden, Milngavie and environs) 
 the east of East Dunbartonshire (Bishopbriggs, Torrance, Lenzie, Lennoxtown, Kirkintilloch 

and environs). 
 
Both locality groups will be established during 2015/16.  A locality workshop will bring together a 
range of stakeholders to agree how the locality groups will actively engage in improving services in 
their communities within the resources available to the HSCP, partners and the community. 
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3 Delivering the National Health & Well Being Outcomes 

 

3.1 OUTCOME 1  People are able to look after and improve their own health and wellbeing and 
live in good health for longer.	

 

3.1.1 Population Health Improvement 

The East Dunbartonshire Joint Health Improvement Plan 2013-1611 (JHIP) sets out the partnership 
approach to delivering health improvement priorities.  The JHIP supports the delivery of the East 
Dunbartonshire Single Outcome Agreement (SOA) Outcome 6 “our communities are healthier”.  
These plans are designed to support partners, communities and local organisations in the 
planning and delivery of health improvement work.  Priorities reflect lifestyle, environmental, 
economic and social determinants of health.   Lifestyle factors such as smoking, poor diet, 
physical activity, obesity and drinking beyond safer recommended limits, are important modifiable 
factors that contribute to the risk of premature ill-health and death.  By strengthening co-productive 
approaches between all partners to build more robust social prescribing options, the population 
will be better supported to make small changes that maintain and improve their own health.  A 
priority will be the focus on supporting healthy lifestyles in order that people are able to remain 
active; eat healthily, drink within safer limits and not be impacted by smoking.   

Evidence demonstrates that active engagement within communities can result in increased health 
and wellbeing. The co-production approach supports services and neighbourhoods to work 
together to become effective agents of positive change. A key priority will focus on creating a 
multi-layered approach to community engagement, community needs assessment, and community 
led service development. This work will inform further development of the community and personal 
asset programme. 

Cancer affects most people at some stage in their lives, be it personally or through the impact it 
has on a family member, friend or colleague.  Projections show that the number of people 
diagnosed with cancer is likely to rise (Better Cancer Care, 2008)12.  The earlier that cancer is 
diagnosed, the better the chance of surviving, therefore a key priority is to deliver the ‘Detect 
Cancer Early’ programme which is designed to increase the uptake of screening programmes that 
detect early signs of disease and provide a reliable method of referral for diagnostic testing and 
further treatment.   
 

3.1.2 Primary Care 

Contracted services that deliver and develop primary care include, 17 general medical practices, 
24 community pharmacies, 18 optometry practices and 26 dental practices.  These services are at 
the front line of delivering, maintaining and improving population health.  Primary care services 
have a key role in promoting positive health, maximising independence providing care and 
treatment, and supporting recovery.  Together with health and social care, and third sector 
partners, primary care services enable individuals to live independent lives within their own 
community. 

Primary care services face increasing pressures as the ageing population, along with increasing 
co-morbidity, are resulting in a rising demand for consultations, especially for older people.  GP 
services in East Dunbartonshire have extended their hours to increase bookable appointments.  

                                                            
11 East Dunbartonshire Joint Health Improvement Plan 2013‐16 
12 Better Cancer Care, Scot. Government 2008 



16 

However, access continues to be a challenge, particularly for the increasing number of 
housebound service users requiring review of their long term conditions.   

Pharmacies in East Dunbartonshire offer a public health advice service, including smoking 
cessation advice and providing influenza vaccinations.  They also provide a minor ailments service 
offering advice on medication for ailments that don’t necessitate a GP consultation, as well as a 
chronic medication service to undertake medicine reviews for these on repeat medications.  These 
services are accessible within most communities, assist the population in self managing their 
conditions and reduce GP consultations. 

The Health and Social Care Partnership will continue work in partnership with all local Primary 
Care contractors, through established professional advisory arrangements and the GP forum.  
This will build on the commitment to supporting the primary/secondary care interface in order to 
achieve a sustainable model of care based on improving people’s access to the right support at 
the right time, in the right environment.  Primary care services will be supported to deliver services 
that respond better to wider social circumstances and, in particular, the needs of those who are 
most deprived.   

The Lennoxtown Hub is currently under construction and will co-locate GPs, community health 
staff, social care staff and the library service.  This model will provide the opportunity to access a 
wide range of services for service users and carers from a single location situated within their local 
community. 
 
Strategic Priority What will success look like Outcome Measure 
Supporting the population to 
adopt healthy lifestyles 

Communities are increasingly 
smoke free through the 
implementation of the local Tobacco 
Action Strategy 

Greater access to community 
physical activity and nutrition 
programmes and services 

 

 

People are able to access alcohol 
screening and interventions in 
different settings and geographic 
locations 

Smoking prevalence 

 

 

Self reported levels of 
Physical activity national 
guidelines 

Self reported levels of 
Compliance with healthy 
eating national guideline 

Self reported levels of 
alcohol consumption 
national guidelines 

 
Deliver the national Detect 
Cancer Early programme, both 
universally and targeted 

More people participating in 
national cervical, breast and bowel 
cancer screening programmes 

National screening 
uptake 

Strengthen and further develop 
co-productive approaches to 
enhance people’s roles  

Empowered communities 
developing and delivering 
community supports programmes, 

People, particularly those  with 
mental health and LTCs, are able to 
utilise personal and community 
assets 

Increased knowledge and 
confidence in co-produced 
interventions among clinicians 

Dementia Friendly Communities 

Access to  community 
asset map 

Visibility and number of 
local  assets 

Social prescribing level 

Volunteering 
opportunities access and 
uptake 

Accreditation with 
Dementia Friendly Award 
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developed programme 

Improve access to primary 
care services 

Local hub operating in Lennoxtown 
(2015)  
 
Improved access to a GP 

Service  users feedback 
 
 
48hr GP access 
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3.2 OUTCOME 2  People are able to live, as far as reasonably practicable, independently and at 
home or in a homely setting in their community. 

 

3.2.1 Living Independently at Home 

The delivery of community based services that focus on prevention and anticipatory care to reduce 
inappropriate admissions to hospital or long term care settings is key to independent living, 
improving health and wellbeing, and shifting the balance of care.  Our services require to reform 
and modernise in order to respond to growing demand, with an increased emphasis on personal, 
community based services.  Defining a new model of care to meet the needs of the population is 
therefore a priority. 

 

3.2.2. Promoting Self Care 

The Route Map to the 2020 Vision for Health and Social Care identifies prevention, and 
preventative spends, as a priority to improve care for people with Long Term Conditions (LTC) and 
multi-morbidities.   

The national action plan ‘Many Conditions, One Life: Living Well with Multiple Conditions’13 will be 
implemented across services.  This sets out 10 actions to build on the improvements that have 
been made in the way services support people, and their carers, with long term conditions through 
provision of the right information, advice and support to better understand and manage their 
conditions, and achieve optimum independence.  Also, the ‘House of Care’ self management 
model, that supports people with LTCs to live well and self-manage their conditions, will be piloted 
in three GP practices before promoting the model across all GP practices.   

To improve support for those with a physical disability, a priority will be to agree a strategy for 
Physical Disability and Sensory Impairment which will emphasise rehabilitation and access to 
mainstream services, and reflect our local commitments in terms of the national strategy 'See 
Hear.'14   

Psychological therapies for those with mental health and emotional health difficulties will support 
the strengthening of mental health resilience.  Access to psychological therapies will continue to 
be delivered within national targets, and a range of resources, including collaboration with the 
Library services to promote the Healthy Reading scheme, relaxation CDs, and self help booklets, 
will support the self management of mental health issues.  Recognising the effect of mental health 
issues on an individual’s general health, an increase in referrals for those aged over 65yrs will be 
encouraged. 

 

3.2.3 Supporting People to Remain at Home 

The East Dunbartonshire Ageing Well Strategy 2013-202315 focuses on older people, but the 
priorities and outcomes are equally relevant to adults of all ages who have a physical disability or 
long term condition.  The Strategy set out a complex programme for transformational change, to 
test new models of care that reduced hospital admissions and bed usage, by enabling people to 
remain independent at home or in a homely setting.  The overarching aim is to shift the balance of 
care from hospital and institutional care to the community, helping people to remain in their own 
home or homely setting with support.  The following sections describe the priorities set out within 
the strategy. 

                                                            
13 Many Conditions, One Life: Living Well with Multiple Conditions 
14 See Hear National Strategy  
15 East Dunbartonshire Ageing Well Strategy 2013‐2023 
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Care Homes 
There are 12 care homes in East Dunbartonshire, all of which are run by independent providers.  
The primary care provision to care homes is being redesigned, moving from a centralised team to 
more local provision.  Care home liaison teams are now established within local community teams 
to support care home staff in the provision of safe and effective care, including undertaking 
medication reviews and supporting the reduction of unplanned hospital admissions.  In East 
Dunbartonshire, a strong partnership has been established with the care home sector through the 
commissioning of an Independent Sector Development Officer.  Priorities include supporting the 
introduction of the new primary care model, and the introduction of the Bridging the Gap project to 
develop third sector in-reach programmes and roll out of Stress and Distress training to assist care 
home staff in effectively managing service users with more challenging behaviour as a result of 
dementia. 

Anticipatory care 

Models of anticipatory care that are effective and sustainable have been introduced through 
services including the GPs, and community nurses.  The models build on a person-centred 
continuum of supported self-care, and clearly identify the support mechanisms required as the 
needs of an individual increase and they become more vulnerable. The anticipatory care plan is 
agreed with the individual and their carers and aims to build the knowledge, skills and confidence 
of people and their carers to manage their own health, avoid crises that could lead to unplanned 
hospital admissions and support earlier discharge back into the community.  Anticipatory care 
planning is currently offered to vulnerable older people identified through as being at risk of a 
repeat admission to hospital, those with dementia, those who have a fall, and those with palliative 
care needs.  A priority is to increase the number of service users who are offered, and complete, 
an anticipatory care plan so as to promote a person centred approach to independence and self 
management. 

Re-ablement / Rehabilitation 

There has been a major focus on improving re-ablement and rehabilitation approaches.  Re-
ablement aims to maximise a person’s independence by encouraging people to learn or re-learn 
the skills necessary for daily living which have been lost through deterioration in health or following 
a period of increased support needs.  The continuation of this modernisation of homecare services 
to a re-ablement service will support the aim to reduce the level of ongoing input people require 
from services.  Coordinated, person centred care is key to supporting people to remain in their 
own homes or homely setting.  By coordinating the activities of home care, community nursing and 
the community rehabilitation team, people will be supported to be as independent and in control of 
their own lives as they are able.  This will be enhanced through increasing the uptake of Self 
Directed Support, increasing anticipatory care planning, promoting assistive technology, and 
providing access to appropriate equipment, aids and adaptations.  

Falls 

Across Greater Glasgow and Clyde during 2014, there were 3,445 (per 100,000 pop) people aged 
75yrs+ admitted to hospital as a result of a fall.  The national framework 'The Prevention and 
Management of Falls in the Community - A Framework for Action for Scotland 2014/16'16, aims to 
support a consistent approach to falls prevention and management that will improve experiences 
and outcomes for older people, their families and carers.  The integrated falls and fragility fracture 
pathway is being progressed by the East Dunbartonshire Falls Operational Group, and an active 
Falls Pathways will be introduced for those at risk of, or who have had, a fall.  This will lead to well-
organised services delivering recommended and evidence based practices to prevent falls and 
fractures.  Rehabilitation services are key to meeting this aim, including a focus on the safety of a 
person’s immediate environment as well as their prescribed medicines.  The aim is to reduce the 
number and severity of falls, and thereby reduce harm to individuals at risk of a fall. 

                                                            
16 The Prevention and Management of Falls in the Community – A Framework for Action for Scotland 2014/16  
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Assistive Technology  

There is a range of assistive technology equipment available to assist people to remain 
independent in their own homes.  East Dunbartonshire has secured and equipped a 
demonstration ‘Smart flat’ which is used to showcase and promote assistive technology solutions 
and equipment.  There is a potential to further develop sustainable telecare models as part of a 
package of care and to promote supported self care and independence.   

Aids and adaptations 

We recognise the importance of the adapted environment in helping individuals with care needs to 
remain active and independent.  We will work to harmonise acute, primary care and social work 
activity within the EQUIPU joint store.  In tandem with our revitalised approach to Telecare, we will 
prioritise low-level, barrier-free access to simple items of equipment.  Access to equipment will be 
enhanced through the development of self-referral pathways.   

Palliative Care 

East Dunbartonshire health and social care services, in partnership with commissioned specialist 
third sector services, are committed to providing palliative care which focuses on the person, not 
the disease.  This applies a holistic approach to meeting the needs of those facing progressive 
illness and to supporting their carers facing bereavement.  Palliative care supports the quality of 
life for the person and their families at every stage of the disease process, and is not just about 
care towards the end of a person’s life.  A number of identified priorities include improving support 
for all those palliative care needs, enabling people to die at home if they wish, providing 
bereavement support for carers and families, and working with care homes to better support 
residents and their families with end of life care. 

Medicine Management 

Medicines play a significant role in curing disease, preventing illness and managing chronic 
conditions.  It is therefore essential to ensure that service users get the best quality outcomes from 
their medicines.  The Royal Pharmaceutical Society defines medicines optimisation as ensuring 
that the right person gets the right choice of medicine at the right time.  It is about focussing on 
service users and outcomes rather than on systems and processes and encourages people to 
take responsibility and control over their own treatment.  The aim is to ensure that service users 
are taking their medicines correctly, that the medicines are necessary, that service user safety is 
improved and waste is reduced to a minimum. 

The Prescribing Governance Group ensures that comprehensive and effective governance 
arrangements are in place for the management of the Prescribing Budget.  Actions from this group 
are taken forward by the Prescribing Support Team, who work with GPs and other prescribers to 
promote and support cost effective, evidence based, appropriate prescribing.  The HSCP aims to 
ensure the safe and cost effective use of medicines and will collaborate with health and social care 
professionals, clinicians and service users to identify and deliver programmes to support the safe 
and effective use of medicines while reducing risk and wastage. 

 

In addition to the above priorities, services have been commissioned through the Integrated Care 
Fund 2015-16 to support the development of sustainable services to assist people to remain at 
home: 

 Preventative Support Service (Care and Repair), provide a preventative care and repair 
service to reduce trips, and falls and help make people feel more independent and safe.  
The outcomes from a service user’s perspective have been very positive and the 
interventions delivered by the service will prevent accidents in the home that may require a 
person to go to hospital. 

 Occupational Therapists introduced to the re-ablement team support independent living, 
improving the efficacy of outcomes 
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 Befriending Plus provides alternatives to traditional models of care to provide support for 
people to engage in their community and to reduce isolation. 

A key priority is the improved efficiency of pathways and services, including the interface between 
primary and secondary care for people at risk of admission.  East Dunbartonshire rehabilitation 
services will work together with secondary care to develop agreed information sharing pathways to 
minimise duplication and improve service user experience through reassessment and resetting of 
goals at points of transition.  Efficient working models to increase contact time with service users, 
such as the emerging model from the community nursing review, will be further developed to 
increase and enhance contacts with service users. 
 
3.2.4  Unscheduled Acute Care 

Unscheduled acute care describes urgent or emergency care which cannot be planned in 
advance. This can happen at any time, meaning services must be available and accessible 24 
hours a day, seven days a week.   

The Scottish Government introduced targets to reduce Accident & Emergency (A&E) attendances, 
unplanned hospital admissions, unplanned bed days used and delayed discharges.  There is a 
particular focus on the emergency acute bed days for people aged 75+yrs per 1,000 population, 
and the number of acute bed days lost to delayed discharge (including Adults with Incapacity).  
The Older People’s Transformational Change Fund supported partners to achieve positive 
progress against set targets for the reduction in unscheduled hospital admissions and beds lost to 
delayed discharge, but maintaining the positive trend has proved challenging.    

The required system of care for the future sees a significant change focusing on providing care 
where it is most appropriate for the service user.  Working differently at the interface between 
acute and community services, represented by the circles in Figure 5 below, will involve new ways 
of working through in reach, outreach and shared care, as well as changes to the way we 
communicate and share information across the system. 
 
Figure 5  Hospital Services / Community Services Interface 
 

 
 
It is recognised that change to the system will require strong clinical leadership and commitment, 
as well as a significant cultural shift across the organisation to undertake this size of system 
change.  This will be achieved by:  

 thinking beyond artificial boundaries of ‘hospital’ and ‘community’;  
 focusing on service  user pathway and needs at each stage;  
 changing the delivery of acute care: assess and direct to appropriate place of care;  
 changing the provision and accessibility of community services;  
 creating different ways of working at the interface. 

 

Reducing unscheduled hospital admissions and bed usage has, and will continue to be a high 
priority for the HSCP.  Health, social care, third sector, and the independent sector are all working 
together to reduce admissions and facilitate early discharge.  Several projects have been 
established to support this priority: 
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 A Rapid Assessment Link within the rehabilitation Team has been established to link 
directly with the intake functions of acute hospitals to prevent admission, facilitate early 
discharge and enhance GP rapid access to services by providing an alternative to 
avoidable hospital admissions 

 The multi-disciplinary rehabilitation team are working to reduce hospital admission and 
facilitate early discharge 

 Third sector services are aiming to prevent admission and support early discharge by 
providing transport, shopping, settling in, befriending and any other practical support 
required 

 Additional Social Work and Mental Health Officers have been funded to expedite hospital 
discharge for adults with incapacity by undertaking assessment and application for Power 
of Attorney and Guardianship, reducing the waiting time for this process and thereby the 
length of time the person is delayed in hospital. 

Out of Hours (OOH) 

Out of hours services are provided by the Glasgow Emergency Medical Services (GEMS).  These 
services are significant as they provide primary care medical services to our population for nearly 
60% of the week.  Out of hours services are therefore important partners in planning seamless 
care to prevent unplanned hospital admissions.  There will be a continued focus on developing 
pathways to ensure there is rapid access to rehabilitation for people who attend accident and 
emergency OOH’s as an alternative to admission.   

Intermediate Care 

Intermediate Care is an ‘umbrella’ term describing an approach involving a collection of services 
working to common, shared objectives and principles.  It provides a set of ‘bridges’ at key points of 
transition in a person’s life, in particular from hospital to home (and from home to hospital) and 
from illness or injury to recovery and independence; helping them achieve their personal 
outcomes.  The development and testing of different models of intermediate care will be explored.  
The priority will be to identify sustainable, effective models that will maximise the input of local 
mainstream clinical and care resources, including rehabilitation and homecare, and support 
shifting the balance of care through reduced acute hospital bed usage. 

 

3.2.5  Mental Health 

The Mental Health Strategy for Scotland: 2012-201517 set out a range of key commitments across 
the full spectrum of mental health improvement, services and recovery to ensure delivery of 
effective, quality care and treatment for people with a mental illness, their carers and families.  The 
Strategy included a commitment for a focus on employability, community assets and support, and 
services for older people.  Much of this work is in progress in East Dunbartonshire mental health 
teams, in partnership with third sector services. 

It is difficult to ascertain the number of individuals that suffer from a mental health problem in East 
Dunbartonshire, but the national ratio is estimated to be 1 in 4.  This ranges from those who use 
their own relaxation techniques and remedies and don’t access services, to those with severe, 
enduring mental health illness.   

There are a number of well established services working in partnership across all sectors in East 
Dunbartonshire.  The successful promotion of asset based approaches and the launch of the 
Asset Map and App is supporting self management and person-centred care.  Partners are 
supporting those with mental health problems to take up volunteering and employment 
opportunities. 

                                                            
17 The Mental Health Strategy for Scotland: 2012‐2015 
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The Scottish Government Suicide Prevention Strategy 2013 - 201618 sets out key areas of work to 
reduce the number of suicides.  In 2013, there were 9.4 suicides per 100,000 population in East 
Dunbartonshire, compared to 14.4 suicides per 100,000 population across Greater Glasgow and 
Clyde.  Implementation of this strategy aims to prevent suicides by to improving the response to 
people in distress, supporting change and improvement and developing an evidence base to 
inform practice.   

A comprehensive review of community mental health services across all sectors in East 
Dunbartonshire will be undertaken during 2015-16.  This review will inform the priorities and 
actions required to develop a co-productive, person-centred partnership which will encourage self 
management and improve access and pathways for those who require services.  This will promote 
self management for service users and improve coordinated care for those with multiple 
morbidities.  The reconfiguration of services will lead to the efficient utilisation of resources, and 
enhance future planning and commissioning processes. 

Historically, the local NHS team has provided community mental health services in the North 
Lanarkshire corridor, while the community mental health and older people’s mental health services 
for Bearsden and Milngavie are provided by Glasgow City HSCP services.  We will continue to 
work in partnership with these neighbouring agencies to provide seamless services, and realign 
the services within the HSCP boundaries when appropriate, in order to provide integrated health 
and social care from a service user perspective. 
 

3.2.6  Dementia  

The National Dementia Strategy 2013-201619 focuses on timely diagnosis of dementia and 
improving the quality of dementia services.  There is a well established Dementia Network in East 
Dunbartonshire, comprising a number of local and national statutory and third sector agencies.  
The Network raises awareness of local and national services, provides accessible information, 
identifies gaps in local services, promotes good practice and acts as resource for people with 
dementia and their carers, and those with an interest in dementia related issues. 

The number of people with dementia in East Dunbartonshire is unknown.  The EuroCoDe (2012)20 
study reported by Alzheimer Scotland estimates that the East Dunbartonshire prevalence rates for 
dementia are: 

 1,954 people aged 65+yrs and a further  
 66 people aged <65yrs  

There are approximately 650 people with a diagnosis of dementia recorded on the GP registers.  
The dementia rates are expected to increase with the rise in the number of older people, and 
improved life expectancy of people with learning disability, particularly Down’s Syndrome.  A board 
wide process is underway to develop a standardised approach to dementia across Learning 
Disability Teams, and it is acknowledged that Post diagnostic support will be an integral part of this 
process. 

A key priority is the promotion of early diagnosis of dementia, and the provision of one year post 
diagnostic support.  This will put people in the best possible position to manage their symptoms 
and the practicalities of their lives for a period of time, with access to low-level forms of support 
and signposting to remain independent until their condition progresses to a point where they begin 
to need services.  

The East Dunbartonshire Co-production Charter for Dementia will bring a wide range of services 
together with people living with dementia and their carers.  This approach will explore innovative 
co-production methodologies for improving well being and by making better use of personal and 
social assets.  The Charter is the first of its kind in Scotland. 
                                                            
18 Suicide Prevention Strategy 2013 ‐ 2016 
19 Dementia Strategy 2013‐2016 
20 EuroCoDe (2012) 
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3.2.7  Alcohol and Drug Problems 

It is estimated that there are 3800 people with an alcohol problem and nearly 600 people with a 
drug problem living and working in East Dunbartonshire.  We have a strong history of successful 
partnership working in positively tackling issues associated with the misuse of drugs and alcohol, 
strengthened through the East Dunbartonshire Alcohol and Drug Partnership and the a clear focus 
on the delivery of outcomes. 

The national strategies ‘The Road to Recovery (2008)’21, and ‘Changing Scotland’s Relationship 
with Alcohol (2009)’22, provide the vision for East Dunbartonshire Alcohol and Drug Partnership to 
take forward an innovative, inclusive and recovery agenda focused on person-centred treatment 
which is informed by a comprehensive drug and alcohol needs assessment.  East Dunbartonshire 
Alcohol and Drug Partnership Strategy (2012-2015) set out a series of recommendations 
including; enhancing our focus on a range of activities to assist recovery, and working to best meet 
the needs of people with drug/alcohol and mental health problems.  Access to appropriate 
treatment, harm reduction, and recovery are the Alcohol and Drug Partnership’s most important 
priorities for problem drug and alcohol service users, utilising an asset based approach to sustain 
wellbeing. 
 

3.2.8  Learning Disability 
 

Adults with a learning disability form an increasing group within our area principally as a result of 
longer life expectancy, and a more progressive approach to supporting adults within their own 
communities rather than institutional settings. 

The major national drivers influencing learning disability services are ‘The Same as You’ (2001)23 
and ‘Keys to Life’ (2012)24.   The ‘Keys to Life’ is a 10 year strategy which sets out a clear vision 
for improved partnership working to deliver personal outcomes for people with learning disabilities, 
their families and carers.  Based on a commitment to human rights for people with learning 
disabilities, the principles of choice, control and independence are central to the delivery of the 
strategy.  There is a greater emphasis on ‘mainstream’ services delivering care to people with 
learning disabilities.   

It was estimated that 5.9 people per 1,000 population Scotland have a learning disability.  
Morbidity rates for people with a learning disability have increased, resulting in more support being 
required from services because of their increasing frailty and medical conditions, their carers 
advancing age and reduced capacity; and the rising expectations and demands for support in the 
community. 

 
A comprehensive review of local learning disability services will be undertaken during 2015-16, 
funded through the Integrated Care Fund, to revise the commissioning strategy for purchased or 
directly provided learning disability services.  This will include day services (including supported 
employment and support into further education), outreach teams, supported accommodation, 
supported living, residential care (including respite), transport and out-of-area placements.  This 
review will inform the development and provision of modernised services, responsive to need and 
financially sustainable.  One of the priorities of this review will be, as far as possible, to relocate 
those adults who are currently supported in other parts of the country, often in residential settings, 
to their home area closer to their families.   

                                                            
21 Road to Recovery (2008) 
22 Changing Scotland’s Relationship with Alcohol (2009) 
23 The Same as You’ (2001) 
24 Keys to Life (2012) 
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In addition, NHS GG&C is undertaking a Learning Disabilities Change Programme to redesign and 
improve health services for people with a learning disability.  This will be completed by March 
2016. 

 

3.2.9  Autism 

There is a substantial rise in the number of young people in ‘transition’ from school to adult 
services, who are now being diagnosed with Autistic Spectrum Disorder, as well as having a 
learning disability.  In response to the vision set out in the Scottish Autism Strategy (2011)25, that 
individuals on the autistic spectrum disorder are respected, accepted, treated fairly, valued by their 
communities and are able to have satisfying and meaningful lives, the East Dunbartonshire Autism 
Strategy 2014-202426 provides an action plan highlighting a number of priority areas.  Over the 
next three years, priorities will focus on the short term actions set out in the local Autism Strategy, 
namely, improving transitions and pathways, and supporting training of staff. 
 
Strategic Priorities What will success look like Outcome Measure 

Strengthening community 
services for older people to 
avoid unplanned hospital 
admissions and to support 
people to remain in an 
appropriate setting 

Pathways between community 
and secondary care services 
promote and facilitate 
admission avoidance and early 
discharge 

Coordinated activity between 
community nursing, homecare 
and rehabilitation services 

Developed models of 
intermediate care services 

Re-focussed approaches on 
out of hours provision in 
partnership with GEMs, 
homecare and Third sector  

Falls prevention and 
management pathways 
implemented 

Rapid Response referrals 

Unplanned hospital 
admissions for 75+yrs  

 

Hospital admissions as a result 
of a long term condition 

 

Early supported discharges 

 

Delayed discharges and bed 
days 

 

Admission as a result of a fall 

 

Develop long term solutions in 
the community for adults with 
learning disability and physical 
disabilities. 

Agreed commissioning 
strategies for both learning 
disability and physical 
disability provision 

Sustainable supported 
accommodation available 

Measures determined within 
strategies 

 

 

Service  users receive service 
in locality where they live 

Develop and consolidate 
augmented system of care for 
people with mental health, 
alcohol and drug problems 

 

Services for adult and older 
people’s mental health are 
managed and delivered locally 

 
Clarity and flexibility of 
pathways to recovery for those 
with alcohol and drug 

Service  users receiving 
services in locality where they 
live 

 

Service users able to self 
manage with supported care. 

 

                                                            
25 Scottish Autism Strategy (2011) 
26 East Dunbartonshire Autism Strategy 2014‐2024  
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problems, supported through 
coordinated care 

People with dementia have 
support and access to services 

Increased awareness of early 
diagnosis 

Post diagnostic support 
delivered to all people newly 
diagnosed with dementia 

Dementia Standards 
Framework in place 

Diagnosis of dementia 

 

Post diagnostic support 
packages 

 

People with dementia living in 
community 

Test and promote models of 
self management for people 
with long term conditions 

Many Conditions One Life 
Strategy recommendations 
implemented 

House of Care model piloted in 
primary care 

Agreed model for anticipatory 
care planning embedded 
across services 

Action plan and performance 
management frameworks 

 

Pathways determined and in 
place 

Anticipatory care plans in place

Work with the care home 
sector to develop an enhanced 
model  
 

Strengthened communications 
between Care Homes and 
community 

High standards of preventative 
care in care homes promoted 
and resourced 

Utilisation of Care homes Third 
Sector programmes 

 

Positive care home inspections 

 

 

Develop condition specific 
strategies for people with:  

 physical disability  

 sensory impairment 

 autism.  

Coordinated and planned 
approach to service 
development and delivery 
 

Strategy performance 
frameworks  

Expand availability of a range 
of aids, adaptations and 
equipment in homes to support 
independent living  

Substantial and increased 
deployment of technologically 
enabled care and support  

Better equipped and adapted 
homes to support 
independence 

Access and uptake of aids and 
adaptations across all sectors 

 

Provision of equipment 

Development and uptake  of 
telecare 
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3.3 OUTCOME 3  People who use health and social care services have positive 
experiences of those services, and have their dignity respected.  

 

All service users have the right to be treated with dignity and respect and to enjoy the best 
possible quality of life.  There is much to be learned from service users and their families about 
their experiences.  These insights are invaluable and influence decision-making to continue the 
work on improving the quality of service.   

The HSCP will take full account of the needs and aspirations of individuals and their carers.  The 
planning and delivery of person-centred services will be pivotal to ensuring that people receive the 
right service at the right time, in the right place.  Services will be planned and delivered for the 
benefit of the service user so that they have a positive experience of health and social care 
services, delivered with the person rather than to the person.  An integrated approach to collecting 
and collating service users and carers’ experiences of services will be implemented, building on 
current tools, including a Care Assurance and Accreditation system to demonstrate the standard 
of care given.   

The HSCP will respond effectively to concerns and other feedback from service users.  These will 
be monitored through formal feedback systems and complaints procedures.  It will also be a 
requirement that commissioned services have processes in place to comply with similar 
standards.   

Service user involvement in the planning, development and monitoring of services will be a priority 
for the HSCP.  A development programme will provide support to service users and carer 
representatives to effectively fulfil their role as members of the IJB, Strategic Planning Group, and 
Locality planning arrangements.  A service user and carer network will be established and 
supported to secure wider involvement of local people in contributing to maintaining and improving 
high quality, efficient, safe and effective services.  In addition, links with existing networks will be 
improved to promote access to marginalised groups. 
 
3.3.1  Self Directed Support 
The Social Care (Self Directed Support) Act 201327 placed a duty on local authorities to provide 
people with a range of options that enabled an individual to decide how much choice and control 
they wanted to have over how the money was spent to support their needs.  People who have 
eligible health or social care needs are assessed and supported to choose how they live their life, 
where they live and what they do in life.  They are enabled to control who provides them with the 
support they require.  The assessment and support is person-centred and focussed on achieving 
the person’s individual outcomes. 
 
Strategic Priorities What will success look like Outcome Measure 
Promote SDS as a positive 
option to develop creative 
solutions to support 
independence 

People are taking control and 
making choices and taking 
control of their care 

Delivery of personalised 
packages of support 

Uptake of SDS options 

 

Learning disability or mental 
health service users uptaking 
SDS options 

Embed systems that effectively 
capture service user 
experience and views to inform 
service improvement  

Systems in place to routinely 
capture service  user 
experience 

 

Service user experience 
across all services 

Develop an effective and Service  user experience and Service user and carer 
                                                            
27 The Social Care (Self Directed Support) Act 2013 
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empowered service user and 
carer group  

involvement informing service 
development and improvement 

 

participation  
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3.4 OUTCOME 4  Health and social care services are centred on helping to maintain or improve 
the quality of life of people who use those services. 

 

Quality of life is defined as the general well-being of individuals and communities and should not 
be confused with the concept of standard of living, which is based primarily on income.  Lives are 
improved by the quantity and quality of relationships and interactions with others.  A community 
that fosters these relationships can achieve better outcomes for people.  Through interactions, 
relationships are formed, stereotypes and biases are reduced and communities are able to 
maximise the strengths of local residents.  Quality of life is impacted on by the ability and capacity 
of individuals and communities to make use of their collective resources to improve their local 
communities.  Evidence suggests that friends and neighbours sharing experiences, volunteering 
with local organisations and creating relationships across generations have a positive and long 
lasting impact (Creating a Livable Community Engaging All Generations & Improving Quality Of 
Life, Generations United & MetLife Mature Market Institute, 2013)28.  A key priority for the HSCP is 
to work with community planning partners to identify new ways to address community challenges, 
implement programmes that enhance lives and create a positive environment for individuals and 
communities.  

Building Healthier and Happier Communities, (SCVO, 2014)29  is a national programme, delivered 
locally.   Charities, community groups, social enterprises and voluntary organisations already 
make significant impacts in areas such as early intervention, prevention and care and support for 
people with complex and multiple conditions.  This programme has demonstrated that with the 
right support, there is scope for these groups and organisations to make even more of a 
difference.   The intention is to work with East Dunbartonshire Voluntary Action and third sector 
partners to draw on the learning from the pilot to develop long term sustainable models of 
community capacity building and volunteering opportunities. 

Asset-based approaches to self-management will support people to be less dependent on health 
and social care services and to make use of third sector services to improve their quality of life.  
The approach has a focus on the individual, or community involved, rather than ‘one size fits all’.  
A variety of techniques are used to empower, identify and deploy assets.   

The Older People’s Access Line (OPAL), operated by the local Citizens Advice Bureau, Carer’s 
Link and Ceartas Advocacy, provides a single gateway to voluntary sector services.  Residents, 
their families, their carers and practitioners are all able to contact the dedicated telephone helpline 
and speak to a named advisor.  The advisor manages the enquiry or referral throughout the whole 
process of determining and finding the appropriate information and support to best meet the needs 
of the individual.  A positive evaluation has informed longer term commissioning of OPAL with the 
intention over the next year to redesign the service to encompass adults and older people. 

The implementation of “The Keys to Life” recommendations will be reflected in the Learning 
Disability Action Plan.  Priorities will focus on improving the quality of life for people with learning 
disabilities by embedding health and social care within local services, improving access to 
psychological services and implementing a dementia care pathway. 

The HSCP will establish a multi-sector Wellbeing Network with the aim of engaging service users 
and service providers in developing a co-production approach to voluntary sector capacity 
building.  The purpose is to assist people to identify and use the range of public and third sector 
services with which they would not otherwise engage.  Priorities will focus on involving service 
providers, service users and their carers in determining the support required to manage their 
conditions; optimise their health; decrease their dependence on health and social care services; 

                                                            
28 Creating a Livable Community Engaging All Generations & Improving Quality Of Life, Generations United & MetLife Mature     
    Market Institute, 2013  
29 Building Healthier and Happier Communities, SCVO, 2014 
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and improve their quality of life, shifting the balance of care from hospital to community. A key 
focus will be improving access to a variety of self-management resources, developing peer-led 
support and linking practitioners and people with long term conditions to community assets. 

 
Strategic Priorities What will success look like Outcome Measure 
Build community 
capacity and develop 
volunteering 
opportunities to 
enhance peoples’ role 
in their community 

Community programmes communicate 
and evidence the impact of their activities 
on community wellbeing and quality of 
life. 

Communities are aware of and able to 
use existing community assets and to 
develop new programmes that impact on 
wider determinants of health 

Local Volunteering Strategy agreed by all 
sectors including faith and community 
groups 

Practitioners are confident to engage with 
and refer to voluntary sector services 

Healthier Happier communities 
performance measures 

Levels of volunteering 

 

Levels of social capital 

 

 

Volunteering strategy and 
performance framework 
agreed and in place 

 

Practitioner social prescribing 

 

Develop and 
implement 
programmes to 
improve quality of life 
for people impacted by 
long term conditions 

People are able to remain or re-establish 
connections within their community 
through a range of programmes 

Cancer health improvement is better 
coordinated through a new multi-agency 
Cancer Steering Group  

Improved social prescribing pathways 
between acute, primary care and 
community services 

Long term conditions peer support 
enhances self management, social 
interaction and community connections. 

MacMillan Transforming 
Cancer Care After Treatment 
(TCAT) performance indicators 

 

Income maximisation referrals 
and uptake 

 

Uptake of referrals to third 
sector wellbeing reviews 

 

Service  user experience 

Primary care social prescribing 

Implement a single 
point of access into 
the Third sector to 
meet the wider holistic 
needs of the 
population  

Individuals are able to access a wide 
range of community services. 

Practitioners are able to effectively 
prescribe social interventions  

OPAL referrals and uptake 

Social enterprise development 

Level of social prescribing 

Implement Keys to Life 
recommendations 
 
 

People with a learning disability: 
 are integrated and represented in 

mainstream community  
 engage in community based activities
 access education, training and 

meaningful, sustainable employment 

Keys to Life recommendations 
are reflected in the Learning 
Disability Action Plan 
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3.5 OUTCOME 5  Health and social care services contribute to reducing health inequalities 
 
The Single Outcome Agreement (SOA) clearly articulates the need to tackle health inequalities 
across East Dunbartonshire.  The HSCP aims is to address some of the underlying determinants 
of health, strengthening resilience in individuals, families and communities to promote positive 
health and prevent ill health.  Health and social inequalities are unjust and arise from differences in 
social and economic conditions that influence people’s behaviours and lifestyle choices, their risk 
of illness and actions taken to deal with illness when it occurs.  Health inequalities are stubborn, 
persistent and difficult to change.  Nationally, inequalities are widening and will continue to do so 
unless things are done differently.  This means addressing both the short-term consequences of 
avoidable ill health, and the longer-term causes.   

The development of ‘PLACE’ in East Dunbartonshire, reflecting the Scottish Government’s 
strategy ‘Good Places, Better Health’,30 involves a neighbourhood approach to connecting the 
physical and social environment to improve health and wellbeing and contribute to reducing 
inequality.  The initial focus centres on Hillhead which is one of the 5% most deprived areas in 
Scotland and evidence to date demonstrates greater levels of co-production between the 
community, the independent, voluntary and public sector services at local level.  Partners intend to 
extend this approach to other disadvantaged communities based on learning from the Hillhead 
experience.  

Peer programmes can have significant effects on attitudes, norms, knowledge, behaviours and 
health outcomes.  The Partnership recognises the increasingly important role this approach plays 
in promoting and improving health.  In response to the  growing evidence, a range of programmes 
are being developed with voluntary sector partners that will support individuals or groups of peers 
to facilitate information sharing and exchange, provide social support and share experiences.  A 
peer mentoring support training programme and associated model of peer mentoring will be 
progressed through the Alcohol and Drugs Partnership.  This aims to build on and complement 
existing volunteering opportunities linked with local voluntary sector recovery projects.  The 
programme will take a co-productive approach, with the steering group consisting of individuals in 
recovery, service providers, including the third sector.  This ensures that the developed training 
programme is fit for purpose at a local level and based on individuals’ ‘lived experience’.  The peer 
mentoring will offer a pathway of support which will assist individuals to progress forward on their 
journey toward the key outcome of sustained recovery, education or employment.  A key priority is 
the delivery of a co-ordinated response focussed on achieving person-centred, positive outcomes 
for those with a drug or alcohol problem. 

A priority for the Partnership is to develop trauma-informed practices which will guide practitioners’ 
clinical interactions, responses and interventions with people experiencing mental health, drug and 
alcohol problems, shifting the focus to the individual and away from particular and limiting aspects 
of their functioning. 

The East Dunbartonshire Financial Inclusion Strategy (2014) provides an overarching framework 
and builds on the extensive work to promote and support financial inclusion through a range of 
individuals and organisations across the public, private and third sectors.  The Health & Social 
Care partnership will facilitate access to financial inclusion services for those individual and 
communities who are most disadvantaged, some of which include the Citizen’s Advice Bureau; 
Food Banks; Food Coops; Credit Unions; Welfare and Benefit Advice services. 

Population estimates suggest that between five and seven percent of people are lesbian, gay or 
bisexual which would equate to approximately 7,000 East Dunbartonshire residents, with over 
26% of that group aged over 60.  Key findings from a local scoping study undertaken by LGBT 
Youth Scotland in 2014 suggested that Lesbian, Gay, Bisexual and Transvestite (LGBT) older 

                                                            
30 Good Places, Better Places 
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people are more disadvantaged than the general population with regard to the visibility, 
accessibility and availability of supports and services.  In addition, older LGBT people have an 
increased likelihood of living alone and an increased need to be supported through older adult 
services, but it also identified many reasons why people are less likely to access the services they 
could benefit from.  The report suggested key priorities including, increasing staff awareness and 
confidence, reducing stigma and updating policy to meet the requirements of legislation.  These 
priorities will be taken forward, adopting successful models implemented in other areas with the 
aim of improving access to services for this group. 

The Equality Act 201031 requires services to consider the impact of policies, plans and services on 
the equalities and personal characteristics.  The HSCP embraces the principles of equal 
opportunities.  This means that our services will strive to encourage equal opportunities, 
responding to the different needs and service requirements of people regardless of sex, race, 
disability, age, creed or sexual orientation.  The focus will be on contributing to reducing inequality, 
maximising opportunities for inclusion and ensuring resources are delivered based on the needs of 
communities.  Equality Impact Assessments will continue to be embedded within service and 
policy developments to identify and address potential disadvantage to particular individuals and 
communities.  
 
Strategic Priorities What will success look like Outcome Measure 

Reflect health and social 
care priorities in the 
PLACE programme 

People are more connected within 
their communities 

Targeted services are coordinated 
more effectively across community 
planning partners 

PLACE – social, economic and 
health indicators and targets in 
the joint performance 
management framework 

Develop targeted low 
intensity peer led 
programmes and services 
that improve health 

Local people are delivering a range 
of support services/programmes to 
designed to increase volunteering; 
social enterprise; wellbeing; 
training; employability 

Volunteering opportunities 

New activities/services 
Training uptake 

Develop a trauma 
informed practice 
approach with people 
experiencing drug, alcohol 
and/or mental health 
problems 

Improved identification of trauma  

Service users feel safe when 
disclosing trauma 

Clear roles, expectations, and 
supports across services 

Service user feedback 

 

 

Staff feedback 

Ameliorate the impact of 
welfare reform and poverty

People have access to debt and 
financial management support 

Staff are more aware of and refer 
to financial inclusion services 

Credit Union uptake 

 

CAB referral & uptake 

Support people 
experiencing drug, alcohol 
and/or mental health 
problems into employment 
as part of a recovery 
orientated system of care 

Programmes developed to support 
people into employment  

Increased participation in stepped 
programme relating to 
employment, education, leisure 
and housing 

Uptake of employment, training 
and education 

Potential disadvantage to 
particular individuals and 
communities are identified 
and actioned 

Potential disadvantage to particular 
individuals and communities are 
identified and actioned 

 

EQIAs and associated action 
plans 

Service user experience 

 
                                                            
31 Equality Act 2010 
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Implement the duties set 
out in the Equality Act 
2010 with regard to the 
personal characteristics 
that are protected 

Equality Plan developed Equality actions plan 

 

Develop a strategy for 
Lesbian, Gay, Bisexual, 
Transgender older people 

Staff are better equipped to  
support the needs of LGBT People 

Policies and plans meet the 
requirements of the Equality Act 
2010 

Policy reviews and updates 

Service user experience 

Staff training uptake 
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3.6 OUTCOME 6  People who provide unpaid care are supported to look after their own health 

and wellbeing, including to reduce any negative impact of their caring role on their own 
health and well-being.  

 

East Dunbartonshire has a proactive approach to supporting carers through the Carers Working 
Group, which is chaired by a carer and includes health, social care and third sector 
representatives.  Carers are represented on the Integrated Joint Board, the Strategic Planning 
Group and Locality Planning arrangements to raise carer issues and ensure that carers are equal 
partners in care.   

The 2011 census reported that there are 11,660 people, 10.8% of the population, in East 
Dunbartonshire who provide unpaid care (9.3% of population in Scotland are carers).  This is the 
highest rate in Scotland.  The majority of carers in East Dunbartonshire provide less than 20hrs 
caring per week, while 2.4% of the population provide over 50hrs of care per week (3.3% in 
Scotland).  Of those who identified themselves as carers: 

 23% were over age of 65yrs.   
 49% of those caring for 35+hrs had one or more long term conditions. 
 21% described their health as ‘fair’ or ‘bad’ compared to 15% of the general population 

Services need to be planned and delivered with a strong focus on the health and wellbeing of 
unpaid carers.  Many carers do not access available support services as they don’t consider 
themselves to be ‘carers’.  Concerns such as stigma can affect carers asking for help, particularly 
caring from someone affected by alcohol or drugs.  As a result, they only become identified when 
they reach a crisis point, which often results in the person they care for being admitted to hospital.   

The East Dunbartonshire Strategy for Carers 2012-1532, and supporting action plan will be 
updated to reflect the requirements and priorities within the Carers (Scotland) Bill (2015).33  The 
Strategy for Carers will make reference to relevant outcomes in this Strategic Plan as well as set 
out key outcomes explicitly for carers.  Carers, the Carers Working Group, and third sector 
organisations will be key partners in contributing to, and agreeing the local priorities.  A key priority 
is the early identification and assessment of carers so that they can be offered advice and support 
to assist them in their caring role.  In addition, the action plan will outline meeting priorities such as 
carer’s health and well being, advocacy, respite and short breaks, and carer feedback.  
 
Strategic Priorities What will success look like Outcome Measure 

Update and implement the 
East Dunbartonshire Strategy 
for Carers and supporting 
action plan, reflecting the 
priorities emerging in the 
Carers (Scotland) Bill 

 

 

Carers are identified, offered 
support and receive a carer 
assessment 

Carers access local support, 
are connected in their 
communities and are not 
disadvantaged   

Carers are equal partners in 
the planning and delivery of 
care 

Carers are supported to remain 
healthy and able to continue 
their caring role 

Appropriate respite and short 

Carers identified 

Carers assessments uptake 
and completion 

Carers feel supported to 
continue their caring role 

 

 

Carer experience feedback 

 

 

 

 

                                                            
32 East Dunbartonshire Strategy for Carers 2012‐15 
33 Carers (Scotland) Bill (2015) 
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break provision  

Opportunities across third 
sector as equal partners to 
support delivery of Carers 
Strategy 

Staff knowledgeable and 
confident to support carers 

Respite provision 

 

Carers Strategy action plan 

 

 

 

Staff uptake of carer training 

Ensure carer involvement and 
contribution at all relevant 
strategic levels of planning and 
delivery of services 

Carer representatives on 
relevant planning groups 

Profile and contribution of 
carers in co-production 
approaches to meeting needs 

Involvement of carers  
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3.7 OUTCOME 7  People who use health and social care services are safe from harm. 

 

Quality and professionalism need to be clearly at the core of service provision to assure safe 
practice and positive outcomes for the population.  This will be achieved by ensuring that those 
who are providing care, support and protection are appropriately skilled, and qualified to be in a 
role that has dignity and respect as an essential requirement.  

The delivery of high quality care across all the HSCP services, as well as commissioned services, 
will ensure that outcomes for service  users will be the best they can be no matter where they live.  
To achieve this, service users will be engaged and their views sought about and the service and 
care they received.  Quality is a key driver for minimising health inequalities, promoting equality 
and diversity, and maximising the life chances and wellbeing of our population.   

3.7.1  Patient Safety 

The HSCP will continue to participate in the Scottish Patient Safety Programme (SPSP) which 
aims to reduce the number of events which could cause avoidable harm from healthcare delivered 
in any primary care setting.  This includes prevention of Health Inquired Infections, control of 
infection, and safe medicines management.  In order to achieve that goal, the programme has 
developed a range of tools and resources to support those working within primary care to bring 
about a patient safety culture within their teams.  The programme focuses on three themes; Safety 
Culture, Safer Medicines, and Safety Across the Interface (primary and secondary care). 

Although SPSP is primarily a health programme, the goals are applicable across all health and 
social care services, including contracted services, and will therefore be embedded into all 
practice.  This will build on current workstreams for pressure ulcer prevention, food, fluid and 
nutrition, and implementation of the standards for the prevention and control of infection for the 
safety of our local communities. 

3.7.2  Safeguarding Adults 

The Adult Support and Protection (Scotland) Act 200734 (ASP) aims to ensure that agencies work 
together to support and protect adults with health and disability issues who find themselves at risk 
of harm and unable to safeguard themselves.  Central to effective ASP practice is the engagement 
and participation of the adult in investigations and decision-making, and of service user and carers 
in the design, development, delivery and evaluation of ASP training and services. 

The legislation sits alongside the Adults with Incapacity (Scotland) Act 200035 and the Mental 
Health (Care and Treatment) (Scotland) Act 200336 to provide a comprehensive and rights-based 
statutory adult protection framework in Scotland.  Whilst the main duties under the Act are 
generally discharged by adult social work services on both an operational and strategic level, 
health and independent sector care providers and other bodies are obliged to report adult 
concerns, and are represented on the Adult Protection Committee to agree and assure inter-
agency policy and practice 

The Adult Protection Committee’s strategic priorities for 2015-16 include maximising the 
participation of service  user and carers; ensuring workers have access to an appropriate training 
programme; improving inter-agency practice and procedures in respect of harm in care and 
nursing homes, self-harm and harm via social media; developing multi-agency self-evaluation and 
performance improvement frameworks and methods; and collaborating with other strategic 
partnerships to build an effective network of prevention and protection for vulnerable children and 
adults living in our communities 

3.7.3  Clinical Care & Governance 
                                                            
34 Adult Support and Protection (Scotland) Act 2007 
35 Adults with Incapacity (Scotland) 2000 
36 Mental Health (Care and Treatment) (Scotland) Act 2003 



37 

Clinical and care governance is the process by which accountability for the quality of health and 
social care is monitored and assured.  This will create a culture where delivery of the highest 
quality of care and support is understood to be the responsibility of everyone working in the 
organisation, built upon partnership and collaboration within teams and between health and social 
care professionals and managers.   

The HSCP structures require a Clinical & Care Governance Group which will include 
representatives from all the professions working within the scope of the Partnership, and will 
include the Clinical Director, Professional Nurse Advisor, and Chief Social Worker.  The group will 
build on existing, well established, governance structures.  The role of the group will be to consider 
matters relating to governance, regulation, standards, education, learning and continuous 
improvement.  A Professional Advisory Group will also be established with representation drawn 
from all of the professions working within the services which fall within the scope of the 
Partnership.  This group will provide clinical and care governance advice and support to the 
Strategic Planning Group and the Locality Planning Groups.  Leadership and accountability will 
have a clear link back to the respective professional lead and senior managers of the HSCP.  The 
shadow IJB has approved a paper providing Integrated Governance Frameworks and Structures. 
 

The Chief Social Work Officer will continue to have an overall statutory responsibility for social 
work practice and standards and play a leading role in the current governance arrangements: for 
example, ensuring that appropriately qualified practitioners undertake reserved statutory duties; 
that effective arrangements are in place to govern the management of complex issues around the 
protection of children, adults at risk and the wider public involving the balance of needs, risks and 
rights; and that processes and systems are in place to enable practitioners (and the services 
within which they operate) to meet registration requirements and standards. 
 
Strategic Priorities What will success look like Outcome Measure 

People receive high 
quality care and are safe 
from harm 

Compliance with the Scottish Patient 
Safety Programme 

Improved incident reporting 

Agreed co-ordinated, safe, recording 
and reporting systems 

Reported incidents and 
remedial actions 

Significant Event Analysis 

Complaints received 

Implement an outcome  
focussed person centred 
approach to safe 
guarding adults 

 

 

 

 

Service users have an individualised 
protection plan where appropriate 

Support provided to those recovering 
from harm 

Agreed priorities of the Adult 
Protection Plan implemented 

Systems to collect feedback from 
adults who have experienced harm 

Key indicators in Adult 
Protection Business 
Improvement Plan 

 

Reported incidents and 
remedial actions 

System developed and 
implemented 

A public protection 
governance structure in 
place that supports front 
line service delivery 

 

Policies, procedures and practices in 
protecting adults from harm, linked to 
children and community justice 
systems 

Agreed policy and procedure for 
responding to gender based violence

Policy process and auditing 
procedures in place 
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3.8 OUTCOME 8  People who work in health and social care services feel engaged with the 

work they do and are supported to continuously improve the information, support, care and 
treatment they provide. 

 

The HSCP will manage and develop the workforce to ensure that staff are sufficiently, trained 
qualified and registered to deliver effective, safe and efficient services.  This will be directed by 
national and local policy drivers including Scottish Social Services Council registration timetable; 
NHS Scotland 2020 vision; Nursing and Midwifery Council revalidation process and other 
registration bodies such as the Health and Care Professions Council, and General Medical 
Council.  Clinical and professional leadership will be visible through all governance arrangements 
and procedures previously described.  The HSCP will facilitate staff reviews, supervision and 
development through the NHS Knowledge and Skills Framework and Social Work Performance 
Development and Review.   

The HSCP will establish processes to support succession planning, leadership development and 
service review.  In addition as one of the largest service providers in the area it’s important that the 
HSCP has good links with career services and provides where possible suitable work experience 
placements for colleges of further education and both under and post graduate students, as well 
as providing opportunities for Modern Apprentices. 

In 2015-16, the HSCP will look to review existing structures and will propose changes as 
necessary to provide a more integrated approach to service delivery and management.  There will 
be an annual workforce development plan which is based on emerging service developments, 
known changes to services.  The workforce are an essential ingredient in actively supporting the 
HSCP to achieve its ambition of better joined up and integrated services to meet the needs of the 
population and the communities.  The broad reach of health and social care integration includes 
relationships beyond traditional NHS and local authority providers.  An integrated workforce plan 
will be developed and will set out the way in which the collective workforce will be redesigned to 
provide services in a different way, centred round improvement in access and provision of care for 
service users and carers. 
 

Strategic Priorities What will success look like Outcome Measure 

Securing visibility of clinical 
and professional leadership in 
governance arrangements 

Established governance 
structures in place 

Professional advisory 
arrangement are established to 
inform services improvement 
and quality 

Participation and professional 
leadership in planning 
processes 

 

 

Equip staff to have the 
knowledge and skills to 
continuously improve their 
practice and influence service 
development 

Staff feedback informs service 
practice and developments 

System in place to support 
staff to undertake role and 
professional development  

Staff experience 

Professional Registration 

Supervision and appraisal 
arrangements in place 

Create a confident, competent 
integrated workforce 

Workforce Development Plan 
in place across all staff groups  

Coordinated Organisational 
Development and Learning & 
Education plans 

Staff experience 

Staff uptake of learning and 
development opportunities 
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3.9 OUTCOME 9  Resources are used effectively and efficiently in the provision of health and 
social care services. 

 

 3.9.1  Commissioning 

Commissioning is a strategic function which involves identifying priorities and allocating resources 
to ensure care and support services are provided effectively and meet the needs of the local 
population.   

Commissioning is commonly described as a cycle of strategic activities as illustrated in Figure 5 
below.  A key principle of the commissioning process is that it should be equitable, transparent, 
and open to influence from all stakeholders via an on-going dialogue with services users, their 
carers and providers. It is the process of translating aspirations and needs into services by making 
the best use of resources to deliver the best possible individual outcomes for service users and 
their carers.   

Figure 5: Joint Commissioning Model for Public Care  

 

Commissioning is underpinned by a range of legislation and regulation including: The Public 
Contracts (Scotland) Regulations 200637, Social Care (Self Directed Support) (Scotland) Act 
201338, Mental Health (Care and Treatment) (Scotland) Act 2003 and Adults with Incapacity 
(Scotland) Act 2000.  Commissioning activity must deliver best value and also comply with the 
disability, gender and race equality duties  

Currently, commissioned services from the independent sector include care homes; day care; 
supported accommodation; and supported living.  In addition, a range of low intensity, preventative 
support services are commissioned through the voluntary and charitable sectors.  Some examples 
include outreach support; respite; day care; supported accommodation; supported living; sheltered 
housing; care home; woman’s’ refuge; advocacy; befriending; lunch clubs. Key commissioning 
priorities are to explore the potential to further develop joint working and create efficiencies 
through the shared resources. 
                                                            
37 The Public Contracts (Scotland) Regulations 2006 
38 Social Care (Self Directed Support) (Scotland) Act 2013 
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Market facilitation is the process by which the HSCP will ensure there is sufficient, appropriate 
service provision available to meet needs and deliver effective outcomes both now and in the 
future.  Together with the Joint Strategic Needs Assessment, it will provide a picture of the current 
service delivery and areas where services should be develop.  No service can be commissioned 
without a proper overview of what is currently being provided, how well this is meeting local needs, 
and where the gaps lie.  Mapping the market’s present capabilities to the resources available 
helps us meet local needs and deliver value for money.  It will inform the decision whether to 
maintain existing provision, or adapt, develop, or transform service delivery altogether.  A key 
priority during 2015-16 will be the completion of a Market Facilitation Plan for East Dunbartonshire. 

 

3.9.2 Performance Framework  

The detailed performance framework supports the delivery of this plan.  Key priorities performance 
indicators to measure progress, are grouped under the most appropriate of the nine national 
health and well being outcomes.  The range of measures and targets that will ensure that 
performance reporting meets the requirements prescribed in legislation, and described in the 
Scheme of Integration.   

Our performance will be measured on the basis of key indicators linked to the National Health and 
Well Being Outcomes39, and the local priorities outlined in this plan.  These will align with Local 
Delivery Standards (formerly HEAT targets) and the Single Outcome Agreement priorities, and will 
include important measures of whole system working to demonstrate improvement over time.   

An Annual Performance Report will be published, setting out actual performance against the 
agreed priorities and key indicators. This will allow the HSCP’s progress to be monitored and 
benchmarked against performance in other partnership areas and permit scrutiny by stakeholders 
and the whole community.   
 
Strategic Priorities What will success look like Outcome Measure 
Develop a commissioning 
strategy that drives a 
delivery model that reflects 
best value and agreed 
strategic priorities 

Services informed by Strategic Needs 
Assessment and Market Facilitation 
Plan 

Contracting and procurement 
arrangements reflect priorities that are 
outcome focussed 

Develop a performance management 
framework and reporting mechanisms 

Strategic needs 
assessment findings and 
recommendations 

Service contract 
deliverables 

Suite of performance 
indicators and targets 

Develop a shared system 
of care and support 

Integrated teams are established 
where appropriate 

 

Shared systems of 
assessment, case 
recording, resourcing and 
progress management  

Staff experience 

Process audits 

Agree described outcomes 
and link investment to 
them 

Agreed Financial Plan that aligns 
budgets to secure and deliver priorities 

Financial balance and key 
priorities 

                                                            
39 National Health and Well Being Outcomes 
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Appendix 1 Our Services 
 

 Adult Community  Nursing Services including palliative care services provided 
outwith a hospital) 

 Community Rehabilitation Services] 
 Community Alcohol and Drugs Services 
 Learning Disability Services 
 Adult Mental Health Services 
 Elderly Mental Health Services 
 Planning & Health Improvement Services 
 Payments to voluntary organisations 
 Resource Transfer Funded Services 
 Older People Change Funded / Integration Care Funded Services 
 Local Public Dental Service (via hosted Oral Health Directorate) 
 General Ophthalmics 
 Community Pharmacy 
 Family Health Services – General Medical Services (GPs) 
 Family Health Services – Prescribing Services 
 Family Health Services – General Ophthalmics 
 Family Health Services – Community Pharmacy 
 Family Health Services – General Dental Services 
 Prescribing Support 
 Community Adolescent Mental Health Services (CAMHS) 
 Mental Health Crisis Service 
 Glasgow Addiction Service 
 Physiotherapy 
 Speech and Language 
 Podiatry 
 Dietetics 
 Older People’s Community Mental Health Services (for Bearsden & Milngavie) 
 Adult Community Mental Health Team (for Bearsden & Milngavie 
 Adult and Older People’s mental health inpatient services 
 Alcohol and Drugs inpatient services 
 Externally commissioned specialist Palliative Care Nursing 
 Unplanned inservice  user care 
 Outservice  user accident and emergency services 
 Medical care for older people 
 Clinical psychology services 
 Public Health Dental Services 
 Continence Services 
 Older People Assessment & Care Management Services 
 Learning Disability Assessment & Care Management Services 
 Physical Disability Assessment & Care Management Services 
 Sensory Impairment Assessment & Care Management Services 
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 Rehabilitation and Occupational Therapy Services 
 Mental Health Assessment & Care Management Services 
 Addiction Services 
 Adult Intake Services 
 Homecare Services (in-house and purchased) 
 Residential and Care Home Services (in-house and purchased) 
 Day care and day opportunity services 
 Supported accommodation and supported living 
 Self-Directed Support Services 
 Local Area Coordination 
 Carer and Respite Services 
 Telecare Services 
 Planning and Commissioning Services 
 Housing Support - Aids and Adaptation Services 
 Payments to voluntary organisations 
 18+ Through-Care and After-Care Services 
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Appendix 2 Glossary of Commonly Used Terms, Definitions and Acronyms 
 

 
Adult Support 
and Protection 

Support and reduce risk of harm to adults who are at risk from physical 
or psychological harm, neglect, sexual abuse or financial exploitation. 

Advocacy Supporting people say what they want, securing their rights and 
representing their interests 

Benchmarking A method to compare data of one organisation with another 

Body Corporate Where the Health Board and Local Authority both delegate the 
responsibility for planning and resourcing service provision for adult 
health and social care services to an Integration Joint Board, 
established as a separate entity. 

Co production Combining the mutual strengths of professionals and services users so 
that they can work with one another on an equal basis to achieve 
positive change. 

Commissioning The process of identifying a community’s health and social care needs 
and allocating resource to meet them 

Datazones Data zones are small-area statistical geographies with populations of 
between 500 and 1,000 household residents.  Where possible, they 
have been made to respect physical boundaries and natural 
communities 

Delayed 
Discharge 

When a patient is ready for discharge cannot leave hospital because 
the necessary care, support or accommodation is not available 

Governance A process to ensure the management, safety and effectiveness of 
services and organisations. 

Health 
Inequalities 

The gap which exists between the health of different populations 
groups such as the affluent compared to poorer communities or people 
with different ethnic backgrounds 

Integrated Care Better coordinated, joined up care and more continuous care, resulting 
in improved service user experience 

Integrated Joint 
Board (IJB) 

A Board made up of representatives from the Health Board, Local 
Authority, Third and Independent Sector, and those who use health 
and social care services, which through the Chief Officer will have 
responsibility for the oversight of the Strategic Plan. 

Integration The combination of processes, methods and tools that facilitate 
integrated care 

Locality Planning Improving care in local communities, drawing on the experience of 
service users, carers, staff, third sector, independent sector, in 
planning service provision 

Long Term 
Condition 

A condition that lasts a year or longer, that impact on aspects of a 
person’s life and may require ongoing support and care.  

Person-Centred An approach to working with people which respects and values the 
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uniqueness of the individual and puts the individual’s needs and 
aspirations firmly at the centre of the process. 

Reablement Giving people the opportunity and confidence to relearn/regain skills 
they may have lost as a result of poor health, disability, impairment, or 
hospital or residential care 

Rehabilitation  A process restoring personal autonomy to those aspects of daily life 
considered most relevant by service users, their families and carers 

Secondary Care Care provided in a hospital setting 

Self 
Care/Management 

Encouraging people with health and social care needs to learn about 
their condition and remain in control of their own health 

Shifting the 
Balance of Care 

Changes that seek to provide more care at home or in a homely setting 
rather than in a hospital or residential establishment.   

Social Inclusion The provision of certain rights to all individuals and groups in society, 
such as employment, adequate housing, health care, education and 
training. 

Social 
Prescribing 

Linking people up to non-medical sources of support and activities in 
the community that they might benefit from  

Stakeholder A person, group or organisation that has a shared interest in a 
particular activity or set of activities 

Strategic Needs 
Assessment 

Analysis of health and care needs of a population to inform 
commissioning of health and social care services 

Telecare A combination of monitoring and response and equipment that can 
help individuals remain independent in their own homes 

Third Sector Organisations that are independent from statutory agencies, provide 
social or environmental benefit and which do not distribute profits. 
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Appendix 3 Financial Report	
 

The Public Bodies (Joint Working) (Scotland) Act 2014 established the legal framework for 
integrating health and social care in Scotland.  Significant work has progressed in scoping the 
resources of the Health & Social Care Partnership (HSCP). Mutual due diligence has been 
undertaken between East Dunbartonshire Council (EDC) and NHS Greater Glasgow & Clyde 
(NHSGGC) to understand the budget composition, trends and future demands. 

Financial governance arrangements for HSCP have progressed within a NHSGG&C wide 
Technical Group.  Key documents covering financial scoping, budget preparation and monitoring 
have been agreed and will complement the HSCP Scheme of Integration and the financial 
regulations of the Council and NHS Board (who remain operationally responsible for financial 
management). 

Social care budgets have been highly volatile in recent years and the HSCP financial scoping 
shows that budgets have increased by around £5.4m to address all current activity and care 
placements.  Demographic growth remains a significant risk exposure.  A high-level extract of the 
Council’s financial model has been prepared for the areas of budget in scope for the HSCP but 
further work is required to finalise this along with the allocation of the £2.712m savings that relate 
to HSCP services.  Further national guidance has emerged on elements of Housing expected to 
be in scope and these will be reflected in the final iteration of the financial model. 

NHSGGC is required to delegate all of its functions relating to adult primary and community health 
services along with a proportion of health services provided in a hospital setting.  The proportion of 
health services provided in a hospital setting to be included in the integrated budget will be treated 
as a notional “set aside” budget. 

The hospital services to be included within the integrated budget are those which have been 
identified as offering the best opportunity for improvement under integration as the specialties’ 
activity profiles have a high proportion of unplanned bed days.  Integration authorities will be 
responsible for strategic planning of these services as such unplanned activity may be potentially 
avoidable given improvements in primary care and community services.   It is recognised that not 
all unplanned admissions are potentially avoidable but inclusion of these services within the scope 
of the Integrated Strategic Plan should ensure that the focus of integrated health and social care 
arrangements is on preventative and anticipatory care. 

The minimum scope of the hospital services to be included within the integrated budget is defined 
in Schedule 3 of The Public Bodies (Joint Working) (Prescribed Health Functions) (Scotland) 
Regulations 2014.  The health care services listed for this purpose are: 

a) accident and emergency services provided in a hospital; 

b) inpatient hospital services relating to the following specialties – 

 general medicine; 

 geriatric Medicine; 

 rehabilitation medicine; 

 respiratory medicine; 

 psychiatry of learning disability; 

c) palliative care services provided in a hospital; 

d) inpatient hospital services provided by general medical practitioners (N/A in NHSGGC); 

e) services provided in a hospital in relation to an addiction or dependence on any substance; 

f) mental health services provided in a hospital except secure forensic mental health services. 
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The Board does not plan or budget separately for planned and unplanned care so all activity in 
these specialties is within scope of the integrated budget. 

The specialities within scope have been selected as nationally they accounted for 75% of total 
unplanned expenditure in 2012/13 and for 83% of unplanned bed days for people aged 75+.  They 
also accounted for 96% of all delayed bed days in 2012/13. 

Only clinical expenditure will be included in the notional “set aside” budget for these specialties.  It 
will therefore include costs such as pharmaceutical services and AHP services which provide 
support to the specialties but will not include the cost of services which are not delivered by health 
professionals such as catering and cleaning services.   

Indicative notional budgets for hospital services for 2015/16 will initially be estimated based on 
direct costs per bed day for each relevant specialty within the Integrated Joint Board.  These will 
be based on average activity for the 3 years 2011/12, 2012/13 and 2013/14 provided by NHSGGC 
Information Services Department  and costs for 2013/14 taken from the NHS Scotland Cost Book.  
Accident and Emergency outpatient attendances will be included at 3 year average activity and 
direct cost per attendance for 2013/14.  This costing methodology will initially be used as the latest 
available information from ISD is for 2012/13. 

For 2016/17 when IJBs are fully operational the Board is establishing a working group to develop a 
more accurate costing framework for unscheduled care services which may in time be used to 
identify resource shifts to either release funds to HSCP where activity falls or identify changes to 
the payment to Acute Services where activity increases.  This work will be agreed across all 
NHSGGC Partnerships and the working group will include representatives from Acute Services 
and Integrated Joint Boards. 

NHSGC and EDC financial plan have not been finalised or approved and therefore a definitive 
budget for the HSCP is not likely to be determined until the end of June 2015.  The financial 
challenges facing East Dunbartonshire Council and NHS Greater Glasgow & Clyde will mean the 
resources available to the HSCP will be subject to achieving financial efficiency and this will be 
reflected in the HSCP financial model. 
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Appendix 4 Consultation Process	
 

In accordance with the Public Bodies (Joint Working) (Scotland) Act 2014, this Strategic Plan was 
prepared with the full engagement of the Strategic Planning Group (SPG) and those they 
represent.  The draft Plan was also published on the CHP and EDC websites.  This ensured a 
wide and diverse engagement with the community, service users and those involved in the 
provision of health and social care.  The engagement and consultation process was undertaken as 
follows:  

1 The proposed content of the Plan was presented to the SPG and the Shadow Integration 
Joint Board (SIJB) for comment.  These comments were reflected in the preparation 
of the first draft of the Plan. 

2 The first draft of the Plan was distributed to the SPG and IJB for comment. 
  

3 Taking into consideration the views in response to the consultation on the first draft, the 
second draft was prepared and distributed widely for comment to all interested 
stakeholders, including the SIJB, East Dunbartonshire Council and NHSGG&C.  
Several members of the SPG held discussion groups with those they represent.    
 

4 The Final Draft of the Strategic Plan was completed, taking into account the views 
obtained through consultation of the second draft.  This was presented to the SIJB 
for approval. 

 

The following groups were involved in engagement groups to discuss and contribute to the 
Strategic Plan: 

 Access Panel 
 Befrienders 
 Bishopbriggs seniors 
 Breathe Easy North Glasgow 
 Carer’s Forum 
 Carers Link 
 Ceartas 
 Children & Families Team 
 Community Mental Health Teams 
 Community Nursing Team 
 Community Rehabilitation Team 
 Diabetes ED 
 East Dunbartonshire Addictions and 

Drugs Team 
 East Dunbartonshire Community Health 

Services Sub Committee of GG&C 
 East Dunbartonshire Council Committee 

 East Dunbartonshire Housing 
 East Dunbartonshire Social Care 

Services  
 EDVA Staff & Board 
 Head of Planning, North Sector 

NHSGG&C 
 Health Improvement Team 
 Hillhead Housing Association 
 Hillhead Rep 
 Joint Learning Disability Team 
 KK Seniors 
 OPAL 
 Prescribing Team 
 Providers Forum 
 Scottish Disability Equalities Forum 
 Strategic Planning Group 
 Strathkelvin Credit Union 
 Women’s Aid 

 

Engagement and consultation processes will continue in partnership with the SPG and Locality 
Groups as described within East Dunbartonshire HSCP Consultation, Participation and 
Involvement paper discussed in section 1.6 of this Strategic Plan.  


