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INTRODUCTION BY INTEGRATION JOINT BOARD CHAIR 

Councillor Rita Miller 

In presenting this refreshed Strategic Plan for the South Ayrshire Health and Social Care Partnership I need to set it in the current environment.  On 
the one hand, the integration of health and social care services and the partnership arrangements we have established with others, provides us with a 
unique opportunity to significantly change the way in which people can access support in their communities.  It gives us a real opportunity to bring 
about a fundamental redesign of services by joining them up and integrating them in a way that puts the person and their carers at the centre.  We 
want to intervene early to prevent a slide into ill health and also to ensure our staff are supported to provide services in new and innovative ways 
unconstrained by professional or traditional boundaries.  

On the other hand, as we all know, it is a very challenging financial situation which faces the public sector and its partners in the third and independent 
sectors.  In the coming months and years we will have to make difficult choices, particularly within social care, around how best to support the most 
vulnerable in our communities in a way that meets their needs and keeps them safe.  

As an Integration Joint Board we are committed to redesign what we do.  We recognise that continuing with previous approaches will be inadequate in 
addressing what needs to be done.  We will critically reappraise what we do and how we commission services.  We will use all of the information at our 
disposal to determine how we should direct the use of the integrated budget and do so in a way that meets prioritised needs and delivers Best Value 
for the people of South Ayrshire.       
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Foreword by Tim Eltringham, Director of Health and Social Care 

The South Ayrshire Health and Social Care Partnership was formally established in April 2015.  In the first year of operation the Partnership has 
sought to build on the very positive work started during the shadow period.  The South Ayrshire Partnership brings together a wide range of health and 
social work services into a single operational delivery unit.  In South Ayrshire the Partnership includes Adult Services, Children’s Services and Criminal 
Justice Services. 

This updated Strategic Plan provides the framework within which these services will be delivered and improved in conjunction with local communities.  
The new plan seeks to build on the learning gained during the first year of operation.  We have established the Strategic Planning Advisory Group 
which has wide ranging membership and is now well placed to advise and support the Integration Joint Board agenda moving forward.  We have also 
seen the establishment of Locality Planning arrangements which over time should help us to be more responsive to local priorities.  We continue to be 
challenged to think about how we might narrow inequalities, particularly in the achievement of health outcomes.  The Health and Social Care 
Partnership (HSCP) now has responsibility for the delivery of the Community Planning Partnership priorities associated with Health and Well-being. 
The contents of this Strategic Plan provide a platform for engagement with a wide range of stakeholders to address the broader issues associated with 
health inequality.   

This updated plan should be of relevance to statutory partners, third sector organisations, independent providers, people living in South Ayrshire and 
their representatives.  This plan is published at a time of very significant pressure on the public purse.  The HSCP will require to make efficiencies over 
the coming period to ensure that the integrated budget set is within the funding available from both statutory partners (Council and Health Board).  The 
activity we intend to undertake to meet the outcomes within the Plan needs to be seen within this financial context. 
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1. EXECUTIVE SUMMARY  

1.1 This document is an updated version of the first South Ayrshire Health & Social Care Partnership Strategic Plan to be developed and 
published by the Integration Joint Board (IJB).  In this version the Plan has been rolled on by one year to cover the period 2016-19 (the 
original document was for the period 2015-18).  The Partnership has been established in accordance with the provisions of the Public 
Bodies (Joint Working) (Scotland) Act, 2014 and corresponding Regulations.  The Partnership has responsibility, primarily, for a range of 
health and social care functions relating to adults and children and oversees the strategic planning and budgeting of these, together with 
corresponding service delivery. 

1.2 In South Ayrshire, Integration Joint Board (Partnership) has been established following the Body Corporate model i.e. a separate legal 
entity from either the Council or the Health Board, with responsibility for its governance resting with the IJB.  The Integration Joint Board 
comprises eight voting members appointed from Elected Members of the Council, NHS Board Non-Executive Directors and other 
appointees and a number of representative members from other sectors and stakeholder groups, such as the Third Sector, Independent 
Sector, Patients and Service Users, Carers and Staff.  The arrangements for the operation, remit and governance of the Integration Joint 
Board are set out in the Integration Scheme (Partnership Agreement) which has been prepared and approved by South Ayrshire Council 
and NHS Ayrshire and Arran.  They are provided for in an Order of the Scottish Parliament on the recommendation of Scottish Ministers 
effective from 1st April, 2015.   

1.3 The Integration Joint Board approved its first Strategic Plan at its meeting on 2nd April, 2015. South Ayrshire Council and NHS Ayrshire 
and Arran both agreed to delegate the functions included within the Integration Scheme to it from that date. 

1.4 The Integration Joint Board has agreed the following Vision, Mission and Values for the Partnership: 

1.5 Vision 

‘Working together for the best possible health and wellbeing of our communities.’ 

1.6 Mission for Plan Period 

South Ayrshire Health and Social Care Partnership will work with you to improve health, support social care, tackle health inequality, and 
improve community wellbeing. We will work in partnership with local communities to offer services that are: 

 Easily understood. 

 Accessible and timely. 

 Well-coordinated. 

 Safe and person-centred. 

 Effective and efficient. 
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1.7 Values  

The following are the key values to which those employed or contracted by the Partnership, or who are stakeholders in it, will be expected 
to adhere to:  

   Safety       Caring 

   Integrity      Individually focused 

   Engaged      Respectful 

1.8 In this Plan period, and at this stage in its development, the Integration Joint Board has determined that the following six areas of focus will 
drive its work. These are reflected within its agreed Strategic Objectives and corresponding Implementation Plan: 

 Reduce the number of avoidable emergency admissions to hospital. 

 Minimise the time that people are delayed in hospital. 

 Reduce the adverse events for children and young people, and provide the best start in life for them. 

 Institute a new ways of working programme of change across the functions delegated to the Partnership. 

 Integrate services and staff supported by the development of integrated strategy, systems and procedures. 

 Efficiently and effectively manage all resources to deliver Best Value. 

1.9 The Strategic Objectives for the Plan period, designed to deliver the National Outcomes for Adults, Older People and Children, are: 

(A) We will work to reduce the inequality gradient and, in particular, address health inequality.  

(B) We will protect children and vulnerable adults from harm.  

(C) We will ensure children have the best possible start in life.  

(D) We will support people to live independently and healthily in local communities.  

(E) We will prioritise preventative, anticipatory and early intervention approaches.  

(F) We will proactively integrate health and social care services and resources for adults and children.  

(G) We will develop local responses to local needs.  

(H) We will ensure robust and comprehensive partnership arrangements are in place. 

(I) We will support and develop our staff and local people.  

(J) We will operate sound strategic and operational management systems and processes.  

(K) We will communicate in a clear, open and transparent way.  
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1.10 The Integration Joint Board has committed the Integrated Budget of £185,093,000 in 2016-17 and an estimated £553,094,000 over the 
Plan period to the delivery of these Strategic Objectives.  As functions, strategies and services are reviewed and integrated, it is likely that 
the current pattern of spend will alter as the Partnership seeks to operate in accordance with the Integration Planning Principles and takes 
steps, along with the two Statutory Partners and other sectors, to shift the balance of care from institutional to community settings.  The 
total figures shown include the cost of those Acute Hospital Services which are within the scope of the Partnership for Strategic Planning 
purposes. 

1.11 In summary, therefore, the direction of travel which has been set by the Integration Joint Board through this Strategic Plan is one where 
the people of South Ayrshire, across all age ranges, are supported to have the best start in life and where they can live independently, 
healthily and safely in their local communities and where they can expect Community Planning Partners to work with them, collaboratively, 
to address health inequalities and economic and social inequalities, more generally.  The Integration Joint Board will put in place plans and 
arrangements that will support the growth of community and primary care services and will work with communities and partners to find 
innovative ways to accomplish this in what are extremely challenging financial circumstances.  Through the adoption of this approach and 
a policy agenda focussed on the needs of the individual; early intervention, prevention and anticipatory care planning; personalisation and 
self-directed support; the innovative use of technology in the home to support care needs and health; all co-produced with communities, 
where local capacity will be built and local assets encouraged, the Partnership’s priority, while continuing to support our Acute Hospitals, 
will be to shift the balance of care from hospitals and other institutions to local communities 
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2 INTRODUCTION AND BACKGROUND INFORMATION 

2.1 Introduction 

2.1.1  The Public Bodies (Joint Working) (Scotland) Act1, came in to effect on 2 April 2014.  The purpose of the Act is to provide a 
framework that supports improvements in the quality, efficiency and consistency of health and social care services, through the 
integration of NHS and Local Authority community based services in Scotland. 

2.1.2 This is in line with the Scottish Government’s key goal “to focus government and public services on creating a more successful 
country, with opportunities for all of Scotland to flourish, through increasing sustainable economic growth”. 

2.1.3 The main purpose of Integration is regarded as being to improve the wellbeing of people who use health and social care services, 
particularly those whose needs are complex and require support from both health and social care. 

2.1.4 Additionally, the integration of health and social care services, aims to:  

 “Improve the quality and consistency of services for patients, carers, service users and their families;  

 Provide seamless, joined up, high quality health and social care services in order to care for people in their homes, or a 
homely setting, where it is safe to do so; and  

 Ensure resources are used effectively and efficiently to deliver services that meet the needs of the increasing number of 
people with longer term and often complex needs”.2 

2.1.5 In South Ayrshire, NHS Ayrshire & Arran and South Ayrshire Council have agreed an Integration Scheme (Partnership Agreement) 
that enabled the establishment of the Integration Joint Board.  A body corporate (a separate legal entity), acting independently of 
the Health Board and the Council, the Board is tasked with delivering the purpose behind the legislation in South Ayrshire.  The 
Board – comprising of eight voting members appointed in equal numbers by the Health Board and the Local Authority, with a 
number of representative members also serving who are drawn from patients/service users, carers, staff, the Third Sector and 
Independent Sector – is advised by a number of professionals, including the Chief Officer (Director of Health and Social Care), 
Chief Finance Officer, Associate Medical Director, Associate Nurse Director, the Chief Social Work Officer and the lead AHP. 

2.1.6 As specified in the Regulations made under the terms of the legislation, the Health Board and Council have delegated community 
health and social care functions for adults and older people to the Integration Joint Board.  In South Ayrshire, Children’s 
Community Health Services and Children and Families Social Work Services have also been delegated, along with Criminal 
Justice Social Work Services.  A full list of the functions and services delegated to the Integration Joint Board is included at 
Appendix 3. 

                                            
1
  Public Bodies (Joint Working) (Scotland) Act 2014,  Scottish Parliament 2014  http://www.scottish.parliament.uk/S4_Acts/Public%20Bodies%20(Joint%20Working)%20(Scotland)%20Act/b32bs4-aspassed.pdf  

2
  Consultation on the Draft Regulations relating to the Public Bodies (Joint Working) (Scotland) Act 2014 (Set 1 of 2) Scottish Government May 2014 http://www.scotland.gov.uk/Publications/2014/05/5284/2  

http://www.scottish.parliament.uk/S4_Bills/Public%20Bodies%20(Joint%20Working)%20(Scotland)%20Bill/b32bs4-aspassed.pdf
http://www.scotland.gov.uk/Publications/2014/05/5284/2
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2.1.7 Integration Joint Boards with similar functions have been established in the North and East Ayrshire Council areas.  Legislation 
requires, given that the Health Board is common to all three, that all of the Partnerships take cognisance of each other’s pr iorities, 
particularly the implications that these may have for the Health Board.      

2.1.8 The key functions of the Integration Joint Board are to: 

 Prepare a Strategic Plan for Integrated Functions that is in accordance with National and Local Outcomes and Integration 
Principles. 

 Allocate the Integrated Budget in accordance with the Strategic Plan. 

 Oversee the delivery of services within the scope of the Partnership. 

2.1.9 This Strategic Plan updates and rolls on by one year the first Plan produced by the new Partnership and which was approved by 
the Integration Joint Board on 2nd April, 2015.  It aims to provide a 10-year vision for integrated health and social work services, 
and contains a three-year strategic planning framework which sets out priorities for the new Partnership and how it will use its 
resources to integrate services in pursuit of National and Local Outcomes. 

2.1.10 Some hospital-based services will be within the scope of the Strategic Planning process, particularly those around unplanned 
emergency admissions.  These are central to one of the primary objectives of Integration, which is to shift the balance of care from 
a hospital or institutional setting to the community.  These are:  

 Unplanned inpatients – (medical care for the treatment of urgent or emergency conditions that require an unplanned 
admission to hospital). 

 Outpatient accident and emergency services – (services provided within a hospital for the treatment of urgent or emergency 
conditions). 

2.1.11 In addition, where specialist services are managed by a ‘Lead Partnership’, this Plan will include reference to the vision and 
priorities for those services.  Local priorities agreed between this Partnership and the Lead Partnership will be reflected in the 
respective strategic plans of both bodies. 

2.1.12 This partnership has responsibility for the following services on a Lead Partnership basis on behalf of the three Ayrshire 
Partnerships and in the case of Allied Health Professions this responsibility also extends to the Acute Sector: 
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 Allied Health Professions (AHPs) 

Specialist AHP services are provided to the whole population of Ayrshire and Arran.  They are a distinct group of specialist 
and sub-specialist practitioners who apply their expertise to diagnose, treat and rehabilitate people of all ages within both 
mental and physical health, education and social care and across acute and community settings.  They work with a range of 
technical and support staff to deliver direct care and provide rehabilitation, self-management, “enabling” and health 
improvement interventions.  AHPs are the only professions expert in rehabilitation and enablement at the point of registration.  
The Associate Director for AHPs provides professional and strategic leadership and operationally manages the six 
professions (Dietetics, Orthotics, Occupational Therapy, Physiotherapy, Podiatry, Speech and Language Therapy) through 
three AHP Senior Managers (one in each partnership) and provides professional leadership for the other AHP services 
(Radiography, Orthoptics, Arts Therapy, Music Therapy). 

 Continence 

The Community Continence Service provides the people of Ayrshire and Arran with easy access to Integrated Continence 
Care. 

 Technology Enabled Care (TEC) 

Technology Enabled Care includes Telehealth and Telecare which are part of a current National Delivery Plan launched by 
the Scottish Government in 2014.  Activity currently includes home health monitoring and telecare.  The South Ayrshire 
Integration Joint Board has responsibility for overseeing the work of the TEC Programme Board for Ayrshire and Arran. 

 Joint Equipment Store 

Development and management of a joint equipment store for the three Ayrshire Partnerships and the NHS Acute sector. 

 Falls Prevention 

Development of an approach to falls prevention across the three Ayrshire Partnerships. 

2.1.13 The Lead Partnership Services provided by the East and North Ayrshire Partnerships is provided in Appendix 3. 

2.1.14 Future versions of this Strategic Plan will set out how the Partnership intends to commission services to meet local needs in a way 
that is compliant with the Principles of Integration and ensures progress in terms of National and Local Outcomes.  Details of 
current commissioning arrangements and early proposals to review these are provided in Appendix 7.  

2.1.15 At the heart of this approach to strategic planning will be the provision of services and support across the sectors in a way that 
meets the needs of particular individuals, communities and localities.  To facilitate this, a Locality Planning framework has been 
developed by the Partnership which is described in Section 6 of this Plan.  Locality Profiles are provided at Appendix 13.  

2.1.16 The Strategic Planning process is outlined in Appendix 2. 
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3. SUMMARY OF NATIONAL AND LOCAL CONTEXT, AND POLICY PRIORITIES  

3.1  This section summarises the background to current strategic planning in the Health and Social Care Partnership.  It explains why, going 
forward, business as usual in health and social care is not an option for the Integration Joint Board and explains why change is necessary. 
It goes on to outline the steps that have been taken in recent years to bring about some of these changes in South Ayrshire.  It concludes 
by setting out the Partnership’s policy priorities, designed to give a community based focus to the provision of health and social care 
services across sectors and to see a shift in the balance of care over the medium term from hospitals and other institutions to the provision 
of care and support where people live in their own communities.   

Why change is necessary. 

3.1.1 Demand is rising significantly while, in real terms, available public spending is falling. 

3.1.2 Whilst presenting significant challenges to public sector organisations, it should be noted that the demand associated with the 
ageing population should be considered positively.  Older people are living longer and this should be celebrated and their overall 
contribution to life in South Ayrshire recognised and welcomed. 

3.1.3 The following excerpt from a South Ayrshire Community Planning Partnership paper sets out succinctly the reality of the current 
collective challenge: 

“The current public service environment is considered to be in crisis and facing a great transition.  The increasing demand for 
public services, particularly due to an ageing population and the sharp decline in the availability of public funds, is creating intense 
pressure for governments and Third Sector organisations to meet local needs, a ‘new concept of public governance’ is required in 
order to address this challenge and provide services in a targeted and efficient manner”.3 

3.1.4  The following diagram summarises the major challenges.  It demonstrates why doing the same, more efficiently, will no longer be 
sufficient to meet future needs in effect demonstrating why change is necessary now:- 

 

                                            
3
  Excerpt from South Ayrshire Community Planning Partnership paper 



    

13 
 

Why Things Need to Change – The Challenge Landscape 

 

Demographics 
Ageing population. 
Increasing 
dependency ratio. 

Epidemiological 
More people living with 
one or more long-term 
condition. 

Work Force 
Some key professions 
will imminently have 
significant gaps in 
workforce. 

Clinical 
Increasing numbers of 
new treatments and 
drugs. 

Financial 
Short to medium term 
public sector finance 
will be extremely 
challenging. 

Legislative 
e.g. Children’s Act; 
Community 
Empowerment, 
Self-Directed Support. 

Cultural 

Public Expectations. 

Technological 
Opportunities re information 
recording-shared IT systems: 
Telecare and Telehealth. 

Major Shifts in Public Policy 
e.g. Personalisation; 
Early intervention; 
Prevention 
Co-production. 

Challenges 
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3.1.5 The dominant challenge set out in the diagram is increased demand linked to changing demographics and the constraints on 
public sector finances. 

3.1.6  The following Figure4 shows the extremely challenging short to medium term public service funding situation and the projected 
financial context for the public sector for the next 15 years.  This shows an anticipated gap in funding for public services if no 
changes are made.  Delivering business as usual will not sufficiently support people of all ages in South Ayrshire to enjoy full and 
positive lives within their own communities 

 

Figure: Medium Term Outlook for Scottish DEL – Autumn Statement 2011 illustrative Projections5 

 

                                            
4
  Source - office of the Chief Economic Advisor Scottish Government April 2010 http://www.scotland.gov.uk/Resource/Doc/918/0101183.pdf  

5
  Outlook for Scottish Government Expenditure http://www.scotland.gov.uk/Resource/0042/00421327.pdf  

http://www.scotland.gov.uk/Resource/Doc/918/0101183.pdf
http://www.scotland.gov.uk/Resource/0042/00421327.pdf
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3.1.7 Within this challenging context the South Ayrshire Integration Joint Board will:  

(1) Ensure the efficient use of the resources;  
(2) Work in partnership with a range of stakeholders, including service users and carers;  
(3) Enable change in the nature and provision of services;  
(4) Move towards more preventative, early intervention and anticipatory interventions;  
(5) Use new technologies where they will support the Partnership’s Strategic Objectives in a safe and effective way;  
(6) Work beyond current service classifications, for example by illness type or care group;  
(7) Place sufficient emphasis on ‘personal outcomes;   
(8) Develop a strong narrative on co-production;  
(9) Develop a workforce fit for the new operating environment;  
(10) Develop a robust programme of change management; and  
(11) Use decision-making tools to make difficult decisions and achieve Best Value. 

3.1.8  Some of the other challenges set out in the diagram on page 13 can also be perceived as real opportunities and may point to the 
‘fundamental shift’ in health and social care that needs to take place over the next generation. 

3.2 Position Statement 

3.2.1  This Strategic Plan has been built on the significant work already undertaken jointly by South Ayrshire Council, NHS Ayrshire & 
Arran and other partners. The following examples provide evidence of this this journey: 

3.2.2  Older People  

 A Reshaping Care for Older People Strategy has been approved. 

3.2.3 Progress has been made towards realising the actions arising from this.  Over the past six years we have: 

 Got older people on the move through the Invigor8 exercise programme; 

 Moved to a ‘reablement’ approach that supports the older person’s ability to remain independent and carry out much of their 
own care and support; 

 Moved towards more personalised services where people’s personal ‘goals’ are important in the planning process; 

 Made progress in the use of technology to improve people’s health and social care; 

 Voluntary Action South Ayrshire has established a ‘one stop shop’ for older people in Newmarket Street in the centre of Ayr; 
and 

 Recognised more fully the pivotal role that unpaid carers play and developed services to support them. 
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3.2.4  Mental Health     

  A range of work has taken place to support both wider Adult Mental Health and Wellbeing, together with supporting those with 
particular mental health conditions.  This includes: 

 Co-location of local authority and NHS Mental Health staff, including out-of-hours supports; 

 Establishment of a 24-hour crisis support team; 

 Establishment of recovery focused clinics to allow individuals to better re-integrate; 

 Provision of intensive placement support; 

 Interventions to support the physical health of those with mental ill-health; 

 Developing approaches to support those with persistent challenging behaviour, including offering of training to key staff 
groups (such as the Police Service); and 

 Development of extensive suicide prevention programmes, including training for staff across sectors. 

3.2.5  Learning Disability  

 There has been an increase in the prevalence of learning disability over the past 20 years due to improvements in neo-natal care 
and people surviving with more complex conditions.  This has led to an increase in the number of older people with learning 
disability and complex needs requiring additional support and an increase in the level of care. 

3.2.6 Focus within Learning Disability Services has been to support a Rights Based Approach in line with the National Keys to Life 
Strategy. 

3.2.7 Those who support people with learning disability have made significant strides towards more integrated practice over recent 
years.  This is a solid foundation upon which to build fully integrated services in future years.6 

3.2.8 The recent programme to support the health improvement of this group has included nationally recognised work, including: 

 Developing health information in a format that is meaningful to people with learning disabilities; 

 Developing activity that begins to integrate people with learning disabilities into wider social activity (such as developing an 
integrated Rugby programme with Tri-Rugby); 

 Developing strong community based work: e.g. with Ayr United Football Academy; 

 Supporting service specific health improvement work including improving access to oral health; and. 

 Supporting carers through the Wellness Recovery Action Plan (WRAP) approach. 

                                            
6
  This has also been the case with Adult Mental Health services. 

http://www.scotland.gov.uk/Resource/0042/00424500.pdf
http://www.scotland.gov.uk/Resource/0042/00424500.pdf
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3.2.9  Drugs and Alcohol 

 The approach to supporting those misusing substances, led through the multi-agency Alcohol and Drugs Partnership has: 

 Moved to a more recovery orientated approach; 

 Recognised the strengths and assets of those in recovery; and 

 Established a Recovery Cafe, developed arts-based work and an annual Christmas event. 

3.2.10   Other Examples 

Co-Creation and Self-Management modes of service delivery: 

 Work has been established within NHS Ayrshire and Arran to move to a health care approach where the service recipient 
becomes more of an equal partner in their own care alongside their clinician.  This has been most fully developed in the work 
carried out with patients suffering from Chronic Obstructive Pulmonary Disease (COPD). 

 The Ayrshire-wide Self-Management Network has been an important catalyst in supporting the much wider deployment of 
self-management approaches, including Managing Your Own Condition training. 

 The pilot work on COPD linked to Girvan Community Hospital and using Telehealthcare technology is another example of 
local innovative practice that has used a self-management philosophy and generated good outcomes for service users – for 
example, up to 80% reduction in emergency hospital admissions, 28% reduction in GP appointments and 94% reduction in 
home District Nurse visits. 

3.2.11 Great improvements have been made in the way the Partnership has deployed and integrated Occupational Therapy Staff from 
Health and the Council over the past three years, in particular utilising the Releasing Time to Care methodology.  This has 
facilitated a journey towards integration of OTs from health and social care and has empowered frontline staff to drive reform and 
service improvement. 

3.2.12 Work has also been taking place that challenges traditional approaches with a focus on illnesses, limitations and deficits at the 
individual and community levels, in favour of an asset and strength-based approach within an overall framework of ‘Co-production’. 

3.2.13 The Integration Joint Board is committed to taking forward this change programme and to afford an opportunity to broaden the 
focus of the work and to accelerate the rate of change. 

3.2.14  Children’s Services 

 There is significant evidence that investment in early years leads to better outcomes for children and young people and significant 
savings later in the life course. 

3.2.15 Progress has already been made through an Early Years Framework which has been supported by the work of the Early Years 
Collaborative (EYC) in the shift towards preventative approaches. 



    

18 
 

3.2.16 The Scottish Government’s Early Years Framework states:  “It is during our very earliest years and even pre-birth that a large part 
of the pattern for our future adult life is set”.  Inequalities in health, education and employment can become ingrained, passing 
from one generation to the next.  The three social policy frameworks set out below seek to find a common approach to addressing 
inequalities across Scotland: 

 The Early Years Framework 

 Equally Well 

 Achieving Our Potential 

3.2.17 In addition, the Getting it Right for Every Child (GIRFEC) new ways of working change programme demonstrates the Scottish 
Government’s commitment to improving outcomes for children and young people.  The Integration Joint Board is fully committed to 
this approach. 

3.2.18 Partnership working by NHS Ayrshire and Arran and East, North and South Ayrshire Councils has led to the introduction of 
AYRshare, an innovative computer system that provides a framework to facilitate the effective and secure exchange of information 
within, and between, agencies.  It supports a more integrated approach to assessment and management, including child 
protection, the single child’s plan and a common chronology. 

3.2.19 Work to improve the outcomes for looked after children and young people continues to be a priority.  The refreshed Corporate 
Parenting Strategy has been published and an action plan developed. 

3.2.20 Additional local foster carers have been recruited to ensure that, whenever possible, children and young people are supported 
locally within their communities.  The number of children and young people looked after in placements external to South Ayrshire 
has decreased, whilst the number of children being looked after in their own homes or in South Ayrshire has increased.  This has 
been an identified trend over the past five years. 

3.2.21 Criminal Justice Social Work Services 

 The most significant national issue facing this service is the Scottish Government’s intention to reform Community Justice Services 
across the country.  There has been consultation on a range of possible options for the delivery of services which will result in 
legislation being introduced in due course in Parliament. 

3.2.22 Locally resourcing is a major issue for the service, in that consideration requires to be given to the infrastructure required to 
support service delivery.  The assessment process also requires to be developed to an improved standard to comply with MAPPA. 

3.2.23 In its work with offenders, the Service maintains close links with a range of service providers, including those engaged in 
employment and education.  As many offenders are also parents, an effective interface with Children and Families Social Work is 
important and co-location has been an important development in this regard.  The level of support offered to offenders by all public 
agencies, particularly those who have served long sentences, is a current area of focus. 
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3.3  Key Drivers  

3.3.1 Moving forward in terms of its agenda, the key drivers for the Integration Joint Board as expressed in this Plan, including legislative 
and policy drivers are listed in Appendix 1. 

3.4 Policy Priorities 

Tackling Health Inequalities and their Causes 

3.4.1 Inequalities in health outcomes are directly linked to wider socio-economic inequalities in society, such as the distribution of power, 
money and resources and through the direct influence this has on environmental factors, for example the availability of good work, 
and access to quality, affordable housing, social and cultural experiences, transport, education, learning opportunities, and 
services.  These wider environments in which people live ultimately shape their individual experiences and is more likely to result 
in people living in poor housing, encountering poor access to health care, living on a low income and being unemployed or 
undertaking low paid work.  This ultimately results in unequal outcomes in health, illness and death across the population.  In 
addition, as these conditions are all underpinned by the same fundamental factors, they tend to be clustered in neighbourhoods 
and population groups.  This relationship between the fundamental causes, environmental influences, individual experiences and 
resulting health inequalities is summarised in Figure 1. 
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3.4.2  Health inequalities can be observed across the social gradient and are, therefore, experienced by all but the most affluent and 
affect us all in society.  Focusing solely on the most disadvantaged will not reduce health inequalities sufficiently.  To reduce the 
steepness of the social gradient in health, actions must be universal, but with a scale and intensity that is proportionate to the level 
of disadvantage. This is known as proportionate universalism. 

3.4.3  Despite overall improvements in population health and mortality rates, health inequalities have persisted in South Ayrshire and the 
rest of Scotland.  Local data confirms that people living in more deprived areas live proportionately more years in ‘poor’ health than 
people in less deprived areas.  It also details that those from more deprived areas are consistently observed to have higher levels 
of long-term physical ill health, poorer mental health and addiction issues.   

3.4.4  Although there has been some progress in bringing about an improvement in individual risk factors and in certain preventable 
causes of death, research has now demonstrated that the socially patterned risks of today will be replaced by new, avoidable 
causes of mortality in the future, if action is not taken to tackle the fundamental root causes of health inequalities.   

3.4.5  It is therefore important to be mindful that strategies focused on addressing traditional risk factors, such as lifestyle behaviours or 
specific diseases, are important but will not ultimately be enough to tackle inequalities in overall mortality.  Therefore, the 
Partnership will promote concurrent action at the three levels of:  fundamental causes, environmental influences, and individual 
experiences.  It will work through the Community Planning Partnership (CPP) Health and Wellbeing Strategic Delivery Partnership 
in this regard. This Group, which is chaired by the Director of Health and Social Care, will be the principal vehicle for the 
consideration of policy on health inequalities and will co-ordinate all work on the broader inequalities agenda within the CPP.   

3.5 Early Intervention and Prevention 

3.5.1 The prevention of ill health and early intervention (to prevent the need for more complex and costly treatment in the future) is a 
priority for the Integration Joint Board.  

3.5.2 The draft South Ayrshire Prevention and Early Intervention Strategy7 will adopt a framework which describes Primary, Secondary 
and Tertiary prevention.  This model is in line with the health inequalities diagram set out on the previous page as the focus for 
action requires to be weighted towards tackling the upstream causes of negative outcomes, such as poor health (primary 
prevention). 

3.5.3  Primary Prevention aims to prevent harm before it occurs.  The focus of this level of prevention is the whole population, with the 
most effective interventions focused on structural, environmental, systematic and legislative level change.  This level of 
intervention is focused on addressing the fundamental economic, environmental and social conditions which impact directly on 
individuals and communities.  Examples include controlling the availability of alcohol through licensing activity; green space and 
environmental infrastructure development; locally-based co-produced services; and home safety provisions. 

                                            
7
  The Draft South Ayrshire Prevention and Early Intervention Strategy. 
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3.5.4  Secondary Prevention aims to mitigate the effects of harm that may already be evident.  This might include supporting people to 
make positive lifestyle changes, building resilience in individuals and communities to cope with, and adapt to, adverse life 
circumstances, anticipatory care programmes to detect and deal with risk factors for disease, screening programmes, the Positive 
Steps Programme targeting those at risk of falling, alcohol brief interventions, targeted home visiting support such as the Family 
Nurse Partnership, employability programmes, income maximisations services, fuel poverty initiatives, and early Social Work 
intervention. 

3.5.5 Tertiary Prevention is a form of crisis management and aims to alleviate the consequences of harm by stopping things getting 
worse and improving quality of life.  Examples include: condition-based rehabilitation, diabetic retinopathy screening, reablement, 
intensive housing support programmes, Recovery Orientated Systems of Care in relation to alcohol or drug addiction, and housing 
modifications for people with disabilities and long-term conditions. 

3.6  Children and Families 

South Ayrshire faces many of the same challenges as the rest of Scotland:  financial circumstances are demanding and the 
pressures on services to deliver early and effective interventions in communities are intense.  Welfare Reform has added to the 
pressure on some local families and individuals.  Whilst South Ayrshire, overall, is considered to be a relatively wealthy 
community, there are areas of significant poverty and deprivation. The numbers of vulnerable children and young people has 
increased. 

3.6.7  The IJB’s policy focus in this area is on Early Intervention and it recognises that more needs to be done to direct available 
resources away from remedial action to preventive support by: 

 A shift away from dependence on services to deliver outcomes, to one that is based on building the capacity of parents, 
families and communities to create improved secure outcomes for themselves; 

 A streamlining and development of capacity in the systems and processes between partners; and 

 A continued development of workforce capacity and capability by creating the skills to deliver agreed outcomes.  

3.6.8  Understanding of the impact of parental substance misuse, domestic violence and parental mental health on a child’s early 
development has improved and supports earlier intervention and preventative strategies which now inform practice and service 
delivery.  

3.7  Personalisation and Self Directed Support (SDS) 

3.7.1 National policy requires that the IJB considers a shift in the way care is delivered, from one where the professional identifies the 
need and delivers a service with a passive role for the service user, to one that “enables the individual alone, or in groups, to find 
the right solutions for them and to participate in the delivery of a service.  From being a recipient of services, citizens can now 
become actively involved in selecting and shaping the services they receive”.8 

                                            
8
    “Changing Lives” A Personalised Commissioning Approach to Support and Care Services, Service Development Group, Scottish Government 2009 http://www.scotland.gov.uk/Resource/Doc/269193/0080033.pdf  

http://www.scotland.gov.uk/Resource/Doc/269193/0080033.pdf
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3.7.2 Personalisation seeks to enable people to plan and choose health and social care support that is more flexible and can better suit 
their individual needs.  As part of personalisation, individuals are supported to make informed choices about meeting their 
assessed needs and, where they wish to, are supported to manage the support they receive. 

3.7.3 Self-Directed Support empowers people to direct their own care and support and to make informed choices about how their 
support is provided.  Regardless of the care setting, services can be tailored to become more suited to individuals’ choices and 
preferences.  For some service users, this may mean choosing to use a direct payment to manage their own support.  For others, 
it may mean being a recipient of a service provided by the NHS, Council, Independent or Third Sector, or a combination of these.  
The IJB will promote SDS in South Ayrshire in line with the National Plan for the rolling out of the policy in the period to 2020.   

3.8 Co-Production 

3.8.1 Co-production means “delivering public services in an equal and reciprocal relationship between professionals, people using 
services, their families and their neighbours.  Where activities are co-produced in this way both services and neighbourhoods 
become far more effective agents of change”.9 

3.8.2 The purpose of co-production is to encourage people and communities to use the human skills and experience they have to help 
deliver public or voluntary services.  Through its approach to Locality Planning and its Participation and Engagement Strategy the 
Integration Joint Board is committed to service redesign and commissioning, as appropriate, on a co-produced basis.   

3.8.3 Potentially the move towards co-production will radically alter the way that the Partnership will plan for the provision and delivery of 
services.  The first steps towards the scaling up of co-production approaches will be supported throughout the component parts of 
the Implementation Plan (see Section 14). 

3.9 Technology Enabled Care 

3.9.1 The move towards greater utilisation of Technology Enabled Care (TEC) is an integral part of the Integration Joint Board’s 
approach to care planning. 

3.9.2 South Ayrshire Health and Social Care Partnership is the lead Partnership for the Telehealthcare and Innovations Programme 
within Ayrshire and Arran. 

3.9.3 The ‘20:20 vision for Health & Social Care’ provides the strategic context for TEC and is seen as vital to the successful del ivery of 
this vision.  Technology Enabled Care is defined as being “where the quality of cost-effective care and support to improve 
outcomes for individuals in homes or community settings is enhanced through the application of technology as an integral part of 
the care and support”.10 

3.9.4 The national vision is to mainstream and deploy at scale the use of technologies across Scotland. 

                                            
9
  New Economics Foundation http://www.neweconomics.org/page/-/files/In_This_Together.pdf 

10
  Joint Improvement Team Partnership Guidance for Technology-enabled Care Programme (2014-2016) 
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3.9.5 This Partnership will take positive steps to deliver on this and contribute towards the national Health & Wellbeing Outcomes by 
focusing on the following five key areas: 

 Expansion of home health monitoring; 

 Expanding the use of video conferencing; 

 Building on emerging National digital platforms; 

 Expanding the take-up of Telecare; and 

 Exploring the scope and benefits of switching current provision of telecare from analogue to digital healthcare. 

3.10 Anticipatory Care Planning 

3.10.1   Anticipatory Care Planning and Anticipatory Care Plans (ACP) are increasingly being viewed as vital component parts that might 
address Unscheduled Care and the unnecessary hospital admissions that take place, particularly for older people.  ACPs are most 
appropriately deployed with patients at higher risk of hospital presentation and admission and/or presentation at GP Surgeries, the 
intention being to plan in advance to support the patient’s health and care and to sustain their independence.  

3.10.2  Nationally in Scotland, the Government through the new GMS contract for GPs in Scotland is increasing the emphasis on the 
development of Anticipatory Care Plans. 

3.10.3   In South Ayrshire the Integration Joint Board has supported a programme of Appreciative Inquiry on ACPs involving a broad range 
of clinical and care staff.  This has led to work to establish a model of good practice within one Ayr GP Practice.  The learning from 
this ‘test of change’ will be used to inform practice at 2 additional GP Practices and, in time, across all GP practices in the area 
over 2016/17.  The Integrated Care Fund will be used to resource the full development of ACPs. 

3.11   Integration of Staff & Services 

3.11.1   The Integration Joint Board through the Director of Health and Social Care will take steps, during this planning period, to integrate 
health and social care services in a way that is joined up at the point of contact for patients and service users. It will do this by 
seeking to organise primary and community services around clusters of GP practices and in conjunction with locality planning 
groups will seek to develop service models across the sectors that meet the needs and priorities of local people, within the 
resources that are available.     

3.11.2   This will require the review of existing care pathways, the review of existing approaches and services, the embedding of new ways 
of working and a different culture across all those who deliver health and social care services, colocation of staff and the creation 
of new access points for services, the smart use of new technology, new and updated approaches to commissioning and effective 
arrangements for information sharing – all building on and supporting the other Partnership policy priorities set out in this section 
of this Strategic Plan.     
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4. VISION, MISSION & VALUES; NATIONAL & LOCAL OUTCOMES; AND INTEGRATION PRINCIPLES 

4.1 Within the context of the provisions of the Public Bodies (Joint Working) (Scotland) Act, 2014 and of the Single Outcome Agreement for 
South Ayrshire, this section sets out the Partnership’s vision statement, mission, values and strategic objectives. The Measurable Tasks 
outlined in the Implementation Plan are designed to deliver progress and continuous improvement against the national and local 
outcomes, which are set out later in this section.  

4.2 Vision 

‘Working together for the best possible health and wellbeing of our communities.’ 

4.3 Mission for Plan Period 

South Ayrshire Health and Social Care Partnership will work with you to improve health, support social care, tackle health inequality, 
and improve community wellbeing. We will work in partnership with local communities to offer services that are: 

 Easily understood. 

 Accessible and timely. 

 Well-coordinated. 

 Safe and person centred. 

 Effective and efficient. 

4.4 Values  

The following are the values to which those employed or contracted by the Partnership or who are stakeholders in it will be expected to 
adhere to:  

    Safety       Caring 

    Integrity      Individually focused 

    Engaged      Respectful 

4.5  National Outcomes for Integration 

The National Outcomes for adults and older people as set out in Regulation as part of the provisions of the 2014 Public Bodies (Joint 
Working) (Scotland) Act are as listed below.  It will be for this Partnership, through its Annual Performance Report and by a range of other 
means, to demonstrate progress towards the delivery of these: 
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a) Healthier Living  

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

b) Independent Living  

People, including those with disabilities, 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.  

c) Positive Experiences and Outcomes  

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

d) Quality of Life  

Health and social care services are centred on helping to maintain or improve the quality of life of service users.  

e) Reduce Health Inequality  

Health and social care services contribute to reducing health inequalities. 

f)   Carers are Supported  

People who provide unpaid care are supported to reduce the potential impact of their caring role on their own health and wellbeing.  

g) People are Safe  

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

h) Engaged Workforce  

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

i)   Effective Resource Use  

Resources are used effectively in the provision of health and social care services, without waste. 

4.6  National Outcomes for Integrated Children’s Service Planning  

Given the decision to include services for Children and Families within the scope of the Partnership, the following are the key child 
outcomes from “Scotland Performs - the National Performance Framework”:  

j)  Our young people are successful learners, confident individuals, effective contributors and responsible citizens. 

k)  Our children have the best start in life and are ready to succeed. 

l)  We have improved the life chances for children, young people and families at risk. 
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4.7 National Outcomes and Standards for Social Work Services in the Criminal Justice System are:-  

m)   Community safety and public protection. 

n)   The reduction of re-offending. 

o)   Social inclusion to support desistance from offending.  

4.8 This Strategic Plan has been developed in a way that sets a direction via a number of Strategic Objectives listed in Section 5 and 
corresponding Measurable Tasks detailed in Section 14, all designed, along with the Performance Framework set out in Section 10, to 
demonstrate progress against these National Outcomes in all functional areas delegated to the Partnership. 

4.9 More is said about the Strategic Planning process and the approach to planning in Appendix 2 of this Plan.   

4.10 Integration Principles 

The Integration Planning Principles which inform the vision, mission, and values of the Partnership are set out below: 

The Act states that the main purpose of services which are provided in pursuance of integration functions is to improve the wellbeing of 
service users, and that those services should be provided in a way which, so far as possible:–  

 is integrated from the point of view of service users. 

 takes account of the particular needs of different service users. 

 takes account of the particular needs of service users in different parts of the area in which the service is being provided. 

 takes account of the particular characteristics and circumstances of different service users. 

 respects the rights of service users. 

 takes account of the dignity of service users. 

 takes account of the participation by service users in the community in which service users live. 

 protects and improves the safety of service users. 

 improves the quality of the service. 

 is planned and led locally in a way which is engaged with the community (including, in particular, service users, those who look after 
service users and those who are involved in the provision of health or social care). 

 best anticipates needs and prevents them arising. 

 makes the best use of the available facilities, people and other resources. 
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5. STRATEGIC OBJECTIVES 

5.1 Overarching Partnership Strategic Policy Drivers 

5.1.1 The Integration Joint Board, in approving this Strategic Plan, has determined in this first Planning period that the following six 
areas of focus will drive its work: 

 Reduce the number of avoidable emergency admissions to hospital. 

 Minimise the time that people are delayed in hospital. 

 Reduce adverse events in children and young people and provide the best start in life for them. 

 Institute a new ways of working change programme across the functions delegated to the Partnership. 

 Integrate services and staff supported by the development of integrated strategy, systems and procedures. 

 Efficiently and effectively manage all resources to deliver Best Value. 

5.2 These will be achieved through the following Strategic Objectives, which are designed to deliver the National Outcomes detailed in Section 
14:- 

(A) We will work to reduce the inequality gradient and in particular address health inequality.  

(B) We will protect children and vulnerable adults from harm.  

(C) We will ensure children have the best possible start in life.  

(D) We will support people to live independently and healthily in local communities.  

(E) We will prioritise preventative, anticipatory and early intervention approaches.  

(F) We will proactively integrate health and social care services and resources for adults and children.  

(G) We will develop local responses to local needs.  

(H) We will ensure robust and comprehensive partnership arrangements are in place. 

(I) We will support and develop our staff and local people.  

(J) We will operate sound strategic and operational management systems and processes.  

(K) We will communicate in a clear, open and transparent way.  

5.3 The Measurable Tasks outlined in the Implementation Plan in Section 14 are grouped under these Strategic Objectives.  They have also 
been designed to deliver progress against one or more of the National Outcomes. 
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6. LOCALITY PLANNING ARRANGEMENTS 

6.1 Locality planning is a key aspect of Health and Social Care Integration which, with the enactment of the Public Bodies (Joint Working) 
(Scotland) Act, 2014, has become a legal requirement in relation to the planning and delivery of health and social care services.  This 
Strategic Plan provides details of the way in which the Integration Joint Board intends to plan and commission services in identified 
localities.  

6.2 Locality planning is: 

 joint strategic planning that is effectively and demonstrably informed by, and responsive to, local priorities, as articulated by 
professional leaders and other stakeholders, including users, Third Sector representatives, elected members and community 
representatives who understand local needs. 

 professionals being empowered to agree and initiate changes to services at the locality level which are of benefit to the local 
population. 

6.3 In working towards the delivery of the National Outcomes, the Public Bodies (Joint Working) (Scotland) Act states that services and 
support should be planned and provided in a way that is consistent with the Integration Principles as set out in Section 25 of the Act, which 
include:-  

(a) that the main purpose of services is to improve the wellbeing of recipients. 

(b) that those services should be provided in a way which: 

 is integrated from the point of view of recipients. 

 takes account of the particular needs of different recipients. 

 takes account of the particular needs of recipients in different parts of the area in which the service is being provided. 

 is planned and led locally in a way which is engaged with the community and local professionals. 

 best anticipates needs and prevents them arising. 

 makes the best use of the available facilities, people and other resources. 
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6.4 In South Ayrshire six localities have been created following consultation and engagement as follows:  

 Troon & Villages 

 Prestwick & Villages 

 Ayr South and Coylton 

 Ayr North and Former Coalfield Communities 

 Maybole and North Carrick Villages 

 Girvan and South Carrick Villages 

6.5 The purpose of locality planning is: 

 to jointly assess need, prioritise and plan how all resources, irrespective of their origin, can best be deployed in pursuit of the 
delivery of the National Outcomes for Health and Social Care. 

 to be the local focus for service delivery and support to the population or communities within the area concerned.  These services 
and support may be provided through the statutory, independent, or voluntary sectors, or from within or between local communities. 

6.6 Locality Planning Groups in all six localities, comprising professionals and local people, along with others from across the sectors, have 
had several meetings in the second half of 2015-16 and are using profiling information and input from their members to better understand 
the challenges and opportunities that present in their areas.  Each is setting its agenda and priorities for the year ahead.  

6.7 The requirement to undertake strategic and service planning at a local level, in a way that takes account of the needs and individual 
characteristics of particular areas while balancing this objective with the need for efficiency and effectiveness in the planning and 
resourcing of services, can be best achieved at this locality level, through the clustering of a number of neighbourhoods with similar, 
although not necessarily identical, characteristics and priorities.  

6.8 However, if communities are to be supported and capacity developed to enable people to live safely, healthily and independently in their 
local communities and shift the balance of care away from hospitals and other institutions, it is at the very local level that that this paradigm 
shift must take place.  To this end, the Partnership will encourage planning at the neighbourhood level and has identified 23 natural 
communities for this purpose based largely on intermediate data zones.  At this level individuals are likely to have a more detailed 
knowledge of the range of needs of those who live there and of the support networks that may already be in place to provide a level of 
care and support which, with further development, may have the capacity to grow and be extended further.  Service and support providers 
across all of the sectors are, in many cases, able to work effectively with local communities at this neighbourhood level to identify local 
needs and to shape the most appropriate responses to these requirements. 
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6.9 The role of the neighbourhood level within Locality Planning will be to assess identified need in terms of issues relating to health and social 
care; to suggest how these needs might be addressed; to prioritise the needs on the basis of what is most important to the local 
community; to be supported in this task as required by staff and volunteers from the statutory and voluntary sectors; to be informed by the 
views of service users and carers; to monitor performance in relation to prioritised actions and objectives; and to reflect all of these within 
an agreed action plan for the neighbourhood. 

6.10 Within each locality neighbourhoods have been identified as follows: 

Locality Linked Neighbourhoods 

Troon & Villages Troon; Barassie; Muirhead, Dundonald and Loans  

Prestwick & Villages 
Prestwick Airport and Monkton; Prestwick East; Prestwick West; Symington, Heathfield and Newton 
North 

Ayr South and Coylton 
Alloway and Doonfoot; Ayr South Harbour and Town Centre; Belmont, Castlehill and Kincaidston; 
Holmston and Forehill and Coylton 

Ayr North and Former 
Coalfield Communities 

Ayr North Harbour; Wallacetown and Newton South; Dalmilling and Craigie; Lochside, Braehead; 
Whitletts; Annbank, Mossblown and Tarbolton 

Maybole and North Carrick 
Villages 

Maybole and North Carrick Villages 

Girvan and South Carrick 
Villages 

Girvan and South Carrick Villages 
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6.11 For this Strategic Plan to take account of local needs and resources and the varying needs of different people in each area, it will require 
to be constructed from the bottom up.  There will, therefore, require to be effective engagement with all key stakeholders at the range of 
different levels identified within the model summarised below in figure 1: 

FIGURE 1 

 

 

 

 

 

 

 

 

6.12 Whilst for strategic planning and commissioning purposes six localities have been formed, it is not presently intended to mirror this 
structure in terms of service delivery where consideration is currently being given to the development of proposals for a smaller number of 
service hubs. These hubs will be clustered around GP practices and other local services and may over time come together to form single 
local contact points. Further work on this and the development of hubs and clusters will be undertaken during this plan period and is linked 
to the introduction of the new GP Contract in Scotland in 2017.  

6.13 Initial profiles for each of the six Localities are set out at Appendix 13 and locality areas are shown geographically at Appendix 14. 

6.14  Each Locality Planning Group will be responsible for making decisions on the utilisation of a Small Grants Fund of £5,000 for its area to 
support and enhance community capacity.  

6.15 Local priorities identified to date by the six Locality Planning Groups by means of the launch events held in each locality in March, 2015 
and through discussion at their early meetings include the following: 
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Troon and Villages 

Communication and dissemination of 
information. 

Engagement of local people. 

Utilisation and mapping of existing groups. 

Prevention and promoting healthy lifestyles. 

Transport. 

Culture Change. 

Provision of additional resources and support for 
Carers. 

Involvement of Schools and Young People in 
the process. 

Social Isolation 

Dementia/Dementia Friendly Community  

 

Prestwick and Villages 

Local assets are fully utilised – both people and 
physical 

Create a ‘Community/Enterprise Hub’ for local 
groups to use.  

Influence commissioning to meet local need. 

Wellbeing including keeping people in the 
community rather than in hospital. 

Social isolation and loneliness 

Improved communication. 

Establish mechanisms to engage young people 

Services to be better integrated. 

Address transport and access issues. 

Support for Carers and Young Carers. 

Prevention and Early Intervention 

Ayr South and Coylton 

Communication and awareness of services. 

Role of Pharmacy within the community. 

Address social isolation. 

Access to information. 

Support for Voluntary organisations. 

Community Transport. 

Community Empowerment. 

Involvement of young people. 

Smoking and depression. 

Healthy Living Advice. 

Social Care Support for delayed discharges. 

Health issues such as Hypertension. 

 

Ayr North and Former Coalfield Communities 

Budgets, current spending and funding. 

Utilisation of existing groups and resources. 

Equity of access to health services. 

Access to flexible community based transport. 

Provision of easily accessible information. 

Access to GP services. 

Mental Health matters, alcohol and drugs. 

Misuse of A&E Services. 

Preventative Care/Access to Health Screening. 

Changing cultures. 

Social isolation. 

Person centred services. 

Maybole and North Carrick Villages 

Social isolation. 

Day support services within the community. 

Information on services available. 

Transport and access to services. 

Mapping of community groups and assets. 

Development of one stop shop for services. 

Self-Directed Support. 

Dementia. 

Welfare reform. 

Opportunities for Young people. 

Deprivation and child poverty. 

Girvan and South Carrick Villages 

Knowledge of services available. 

Improve communications and make more 
information available. 

Asset mapping/directory of services. 

Valuing volunteers 

Community transport/lack of flexible transport. 

Rural deprivation and social isolation. 

Access to services. 

Services available from Girvan Community 
Hospital. 

People’s stories and case studies. 

Promotion of wellbeing services (prevention 
and early intervention 

Dementia and mental health issues. 

Economic regeneration 
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7.  BUILDING AND SUPPORTING STRATEGIC PARTNERSHIPS 

7.1 This Health and Social Care Partnership will be built on strong relationships and partnerships with a number of key constituencies.  Its 
ability to realise the National and Local Outcomes set out in this Strategic Plan will largely be dependent on how well founded these 
partnership relationships are and how well they are integrated into the Partnership’s Strategic Planning process. 

7.2 Significantly, the development of Locality Planning, as outlined in the previous section, will afford a very significant opportunity for much 
more extensive partnership engagement at a more local level. 

7.3 The new Partnership will establish robust and comprehensive partnership arrangements with the following key groups: 

7.4 Public Partnership 

7.4.1  A new relationship will be established with the general public, thus ensuring that they are much more active participants in shaping 
their own health and social care in the future. 

7.4.2  The work of the new Partnership will greatly depend on active communities and families taking steps to improve their own health 
and to provide neighbourly care and support, as is proposed in Section 6 on Locality Planning. 

7.4.3 Giving practical effect to this policy intent has been identified as an early priority area for the Integration Joint Board. 

7.5 Partnership with service users and carers 

7.5.1  The accepted way of working is one based on ‘Co-production’ which will include supporting service users and carers to be equal 
partners in, and contributors to, their own health care and support. 

7.5.2 The Partnership will put in place ‘structural’ arrangements for ensuring good joint work, for example, building on the strong 
foundation of the Public Partnership Forum and by changing overall working practice. 

7.6 Partnership with staff within Health and Social Care Partnership 

7.6.1  The workforce, both Health and Council, is the main resource for the delivery of quality outcomes for people in South Ayrshire and 
the Integration Joint Board will support staff to be motivated, committed, skilled and valued.  

7.6.2 Extensive involvement of staff both formally (through staff partnership groups and staff involvement in strategic planning) and 
within operational teams is a key priority. 

7.7 Partnership with Primary Care Independent Contractors 

7.7.1 General Practice 

As the primary universal service for the majority of people, General Practice is a vital component in the work of the Partnership.  
General Practitioners are already engaged in a range of work programmes that support the strategic objectives of this Plan. 
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The IJB recognises the centrality and importance of this work and will consequently seek to strengthen its relationship with 
General Practitioners (through formal structures, at locality level, and in the way it shapes and manages its services).  It will seek 
to listen to the challenges of this sector and to respond practically to allow GPs to be integrated fully into the Partnership’s 
strategic planning and policy development. 

7.7.2  Community Pharmacy 

 Community Pharmacists play an increasingly clinical role.  This provides major opportunities for the Partnership to work more 
collaboratively with Community Pharmacists to support local people.  Community Pharmacies are located throughout South 
Ayrshire and are an important point of contact for the general public and service users.  The Integration Joint Board will ensure 
that Community Pharmacists form an important part of strategic planning and policy development and will jointly explore 
opportunities for the development of services provided from their premises. 

7.7.3  Dentistry  

 Dentists and Dental Practices are located throughout South Ayrshire and are a vital point of contact for a range of service users 
and the general public.  The role traditionally played by Dentists is changing, for example, in relation to public health issues, and 
the contribution made by Dentists will be important to the delivery of agreed National and Local Outcomes. 

7.7.4 Optometry  

Optometrists and Optician Practices are again located throughout the area and form a vital point of contact for eye care service 
users for both routine eye examinations and for the early detection, treatment and referral of both eye disease and other general 
health problems.  Increasingly Optometrists are playing a wider role within Primary Care.  This includes provision of Low Vision 
Services, Diabetic Retinopathy Screening, Hospital Contact Lenses and both pre and post operative cataract reviews.  In addition, 
Optometrists provide domiciliary eye care services for those unable to leave their place of residence unattended.  Optometrists are 
also playing a wider role in relation to Public Health issues such as smoking cessation and falls prevention.  Optometrist are 
increasingly becoming involved in shared care services which allow for patients with stable conditions to be monitored within the 
Primary Care setting instead of within the Hospital Eye Service outpatients.  This work can be developed further as part of “Shifting 
the Balance of Care” and their contributions will form a part of the Partnership’s strategic approach to the delivery of its objectives. 

7.8 Partnership with Third Sector 

7.8.1 The Third and Community sector play an important role in supporting the delivery of the IJB’s Vision and Mission.  In South 
Ayrshire there has been significant strengthening of the valuable role of this sector and there is a positive relationship in place 
which provides a solid foundation for future work.  

7.8.2 At the strategic level, Voluntary Action South Ayrshire (VASA) plays a key leadership role in ensuring that the sector they 
coordinate and support is part of the strategic planning process for key groups (e.g. children and older people).  
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7.8.3 VASA has been active in ensuring lower profile providers (such as faith groups) are supported to play a substantive role at local 
level. 

7.8.4 VASA has been important in ensuring that the Locality Planning Groups have good representation from and engagement with 
Third Sector organisations at local level. 

7.9 Partnership with Independent Sector 

7.9.1  Arrangements are in place to ensure Independent Care Providers are included and engaged within significant planning processes, 
particularly in relation to adults and older people.  A Providers’ Forum has been formed to engender good engagement.  

7.9.2  Scottish Care has a significant leadership role, including coordination and information dissemination, and provides a variety of 
practical resources to its Members. 

7.9.3  As the Partnership includes Children’s Services, arrangements will be established to ensure engagement is also in place for 
relevant independent providers of Children’s Services. 

7.10  Partnership with other Local Authority Departments  

7.10.1 In creating the Partnership it is vital that strong internal connections with council services are not lost or weakened. 

7.10.2  In particular, continuity and partnership planning will include: 

 Education and Early Years. 

 Housing and Housing Support Services. 

 Leisure Services. 

 Libraries. 

 Other support services. 

7.11  Partnership with Non-Delegated Health Services 

7.11.1 The Partnership will have a responsibility to support clinical and care pathways that lead to and from Acute Hospital sites, 
including services provided by other NHS Boards. 

7.11.2  Acute sector representation on the Strategic Planning Advisory Group and the development of patient pathways creates an 
opportunity for engagement across the sectors in a way that ensures a joint approach to the attainment of outcomes.  The 
continued development of the Managed Clinical Networks in NHS Ayrshire & Arran for some conditions also enables partnership 
working across the community and acute sectors.    
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7.12  Partnership with East and North Health and Social Care Partnerships 

7.12.1  Importantly, the Integration Joint Board will work strategically not just with the Acute NHS system, but in tandem with its 
counterparts in North and East Ayrshire, and in liaison with the Dumfries and Galloway Partnership.  The development process for 
the new Partnerships has, in itself, demonstrated how working co-operatively at an Ayrshire level can in some circumstances 
provide a more effective and efficient approach. 

7.12.2 South Ayrshire Partnership will lead some health services on a Pan-Ayrshire basis as set out in Appendix 3.  The East Partnership 
will lead on Primary and Out-of-Hours Care, the North Partnership on non-community based Mental Health Services and the South 
Partnership will contribute to, and benefit from, these arrangements. 

7.12.3 Pan-Ayrshire development work will be coordinated through the Strategic Alliance which comprises the three Ayrshire 
Partnerships and NHS Ayrshire and Arran. 

7.13  Partnership with and within Community Planning Partnership  

7.13.1  The IJB will have an important role within the Community Planning Partnership arrangements for South Ayrshire and support the 
delivery of specific key Single Outcome Agreement results. 

7.13.2  The recent review of Community Planning in South Ayrshire makes particular reference to the potential, and challenge, of the new 
Health and Social Care Partnership.  Over the last year the Community Planning Partnership has agreed to adopt the Locality 
Planning arrangements developed by the Integration Joint Board (IJB).  The Chair of the IJB has joined the Community Planning 
Partnership Board.   

7.13.3  The Health and Social Care Partnership will lead the Community Planning Health and Wellbeing Strategic Delivery Partnership 
which will have a focus on inequalities and health inequalities in particular and what might be done to start to address this 
particular agenda. 

7.14 Partnership Working on Alcohol and Drugs 

7.14.1 South Ayrshire Alcohol and Drug Partnership (ADP) was formed in 2009 as a Thematic Group within the South Ayrshire 
Community Planning Partnership structure. 

7.14.2 The ADP has recently developed an Alcohol and Drug Strategy for 2015-18 which is aimed at working with individuals and local 
communities to identify their strengths and assets and how they can reduce the impact of alcohol and drug misuse on individuals, 
families and communities.   

7.14.3 The ADP will work with the Integration Joint Board to ensure that strategic and delivery plans for alcohol and drug outcomes are 
embedded within Health and Social Care arrangements. 

7.14.4 The current ADP strategy can be found at www.south-ayrshire.gov.uk/adp. 

http://www.south-ayrshire.gov.uk/adp
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8. HOUSING  

8.1 Having a suitable and affordable place to stay is at the very core of addressing an individual’s health and social care needs and in meeting 
one of the National Outcomes for Health & Social Care regarding ‘Independent Living’ – namely that “people, including those with 
disabilities, 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”. 

8.2 Housing providers and those who provide housing services will be key partners in the provision of health and social care services and in 
meeting the needs of individuals and families within the communities of South Ayrshire.  Therefore, they will be key to this Strategic 
Planning process and will be part of the membership of the Strategic Planning Advisory Group. 

8.3 Local Housing Strategy 

Every local authority in Scotland has a statutory duty11 to produce a Local Housing Strategy (LHS) supported by an assessment of housing 
need and demand. Local Housing Strategies are the sole strategic document on housing and housing-related services in a local authority 
area and include homelessness, housing support and housing for older people.  The current LHS was adopted by South Ayrshire Council 
in May 2011 and runs for a five-year period to 2016.  Work is underway to produce a new LHS. 

8.4 Scottish Government Guidance 

8.4.1  The latest LHS guidance published on 21 August, 2014 clearly states that: 

“The LHS has a key role to play in contributing to the effective integration of health and social care. It should set out clearly the 
contribution that housing can make in support of this agenda, through the design and delivery of housing and housing related 
services that are capable of responding to the needs of individuals as and where they arise.  The LHS should be clear on what the 
integration of health and social care means in terms of providing suitable accommodation and the care and support required to 
fully support this agenda, whilst enabling people to live independently within their own home for as long as possible.” 

8.5 Strategic Housing Investment Plan 

8.5.1 All Local Authorities are required to submit a Strategic Housing Investment Plan (SHIP) which sets out how resources will be used 
over the following five year period to deliver affordable housing priorities articulated in their Local Housing Strategies.  Essentially it 
forms a plan of what new houses will be built over a given period.  When selecting which developments to bring forward, the needs 
of a range of stakeholders are considered, including older people. 

8.5.2 Addressing the housing and support needs of older people is one of the prioritisation criteria used as part of the SHIP process. 

 

 

                                            
11

  Housing (Scotland) Act 2001 http://www.legislation.gov.uk/asp/2001/10/contents 

http://www.south-ayrshire.gov.uk/housingstrategy/lhs/
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8.6 Adaptations 

 In line with guidance from the Scottish Government published in 2015, responsibility for policy formulation locally in relation to the 
provision of aids, adaptations and equipment to those living in the private sector or in Council housing has been delegated from South 
Ayrshire Council to the Integration Joint Board.  The Integration Joint Board will also determine how resources are to be utilised and will 
oversee the delivery of services funded through the Scheme of Assistance (owner occupiers and private sector tenants) and the Housing 
Revenue Account (Council tenants).  In South Ayrshire adaptations to houses, other than those provided through Registered Social 
Landlords (Housing Associations), will continue to be managed through the Council’s Housing Service on behalf of the Integration Joint 
Board.    

8.7 Care and Repair 

South Ayrshire Council fund South Ayrshire Care and Repair to offer independent advice and assistance to help homeowners repair, 
improve or adapt their homes so that they can live in comfort and safety in their community.  The free and confidential service is for 
anyone aged over 60 or, if under 60, is referred to Care and Repair by Partnership based staff.  

8.8 Homelessness and Tenancy Support Services 

In South Ayrshire housing support services for council and private tenants are provided by SeaScape housing support service and 
Barnardos (for children and families).  On occasion a tenant’s inability to adequately adhere to tenancy conditions can be due to an 
underlying health or care need, e.g. mental health or addiction issues 

8.9     Ayrshire Intensive Housing Support 

 A pan-Ayrshire intensive floating housing support service for people with complex needs has been in operation for the past 10 years.  The 
main aims of the service are to: 

 Provide intensive housing support to assist homeless households with mental health and/or addiction issues to sustain 
accommodation in the community. 

 Facilitate access to relevant health services for homeless households with chaotic lifestyles and complex needs. 

 Prevent repeat homelessness for this client group. 

 Assist eliminate rough sleeping across Ayrshire. 

8.10 Health and Homelessness Staff Nurse 

A Scottish Government funded Health and Homelessness Staff Nurse is employed to: 

 Assess, plan, implement and evaluate a range of health interventions for people experiencing homelessness, or at risk of 
homelessness, to achieve measurable health improvement and tackle inequalities. 

 Facilitate access to health services to adequately address the needs of homeless clients and those at risk of homelessness.  

 Work in partnership with key stakeholders to support and empower individuals and families within the homeless sector to access 
health services and engage in healthy lifestyles. 
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9.  RESOURCE OVERVIEW 

9.1 Financial Resources:   

9.1.1 The methodology for determining the resources to be made available by the Council and the Health Board to the Integration Joint 
Board for the delegated functions is set out in the Integration Scheme. 

9.1.2 The Financial Plan, which covers a period of three years, comprises two main elements: 

 The Integrated Budget, i.e. the sum of the payments to the Integration Joint Board. 

 The notional budget, i.e. the amount set aside by the Health Board for large hospital services used by the Integration Joint 
Board population. 

9.1.3 As well as this core funding, there are two additional funding sources that will be available to meet, in part, the cost of delivering 
Strategic Plan Objectives.  These are: 

 The Integrated Care Fund Plan for 2016-18.  This forms Appendix 8 to this Plan. 

 Funding to combat Delayed Discharge for 2016-18 

9.1.4 Total available revenue funding in 2016-17 will be £185,093,000 and over the Plan period is estimated at £553,094,000 (indicative 
figure for planning purposes).  As functions, strategies and services are reviewed and integrated, it is likely that the current pattern 
of spend will alter as the Partnership seeks to operate in accordance with the Integration Planning Principles and takes steps, 
along with the two Statutory Partners and other sectors, to shift the balance of care from institutional to community settings.  The 
total figures shown include the cost of those Acute Hospital Services which are within the scope of the Partnership for Strategic 
Planning purposes. 

9.1.5 The Integration Joint Board will develop an indicative ten year financial plan using the information set out in the Area and Service 
Profile and Needs Assessments set out at Appendix 12.  

9.1.6  The three year planning period 2016-19 will be extremely challenging for the Integration Joint Board as it seeks to balance 
increasing demand against diminishing resources brought about by UK financial policy objectives of reducing the deficit and 
achieving a balanced budget, all against ongoing uncertainty in the global economy.  All figures are indicative and subject to future 
changes in terms of the need for further savings and changes to funding information. Plans to fully address the efficiency 
requirements contained within the 2016-17 Budget will be reported on regularly to the Integration Joint Board during the course of 
the financial year. 

     

http://www.south-ayrshire.gov.uk/documents/final%20integration%20scheme.pdf
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9.2 Staff Resources 

9.2.1 A summary of the staffing resources within the scope of the Partnership is provided in the table below.  A fuller breakdown is 

provided in Appendix 5.   

Service Area Staff Numbers in Full Time Equivalents (FTE’s) 

Social Work & Social Care Staff  701.03 

Directorate 8.50 

Health Care & Support Staff 935.59 

TOTAL 1645.12 

9.3 New Ways of Working Change and Organisational Development 

9.3.1 The range of functions and services that are within the scope of the Health and Social Care Partnership are set out in Appendix 3.  
With the relatively recent formation of the Partnership, the integration of front line Council and Health Services is currently limited 
and the extent of this has been summarised in Section 3 of this Plan.  The financial and staffing configurations set out in 
Appendices 4 and 5 largely reflect historical patterns of service delivery and will continue to form the basis for this in these early 
years of the Partnership until new ways of working have been determined and are implemented. 

9.4 New Ways of Working Change and Organisational Development 

9.4.1 The Integration Joint Board is overseeing a programme of new ways of working that will see all activity areas, strategies, policies 
and operational procedures reviewed and appraised.  Through this process, decisions will be made on how resources will be 
deployed in future years.  This work will be informed, in part, by the information detailed in Appendix 12 on the Area and Service 
Profile through the Strategic Needs Assessment process led by the Public Health Department on behalf of the Partnership. 

9.4.2 The Partnership is committed to the use of Self Evaluation to assess how it is performing, examining where there are particular 
strengths to be built upon and where there is scope for improvement.  This approach will form one of the key pillars in the drive for 
continuous improvement and Best Value along with its service review process which will see a number of local services reviewed 
in this plan period including those for Learning Disability, Mental Health and Home Care. 

9.4.3 Within available capacity in addition to its local Change Programme, the Integration Join Board will participate in a Pan-Ayrshire 
Strategic Service Change Programme in the areas of Unscheduled Care, Older People, shared Mental Health Services, Children’s 
Services, Primary Care and Financial Planning. 

9.4.4 The Partnership’s updated Organisational Development Plan is detailed at Appendix 6. 
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9.4.5 The Integration Joint Board will develop a Workforce Strategy in 2016-17 year which will build on that already approved by NHS 
Ayrshire and Arran.  This has been included as an action item within the Implementation Plan. 

9.5 Information Resources 

9.5.1 An Information Sharing Protocol for the Partnership has been agreed by the Statutory Partners and is included within the 
Integration Scheme. 

9.5.2 It has been determined that the Social Work Information System (SWIS) needs to be replaced. 

9.5.3 The Director and the Senior Management Team working with Professional and Staff Representatives will seek to identify 
opportunities for improved information sharing that will aid and support effective frontline service delivery.  As a business 
improvement activity, this will be as critical to the success of the Integration Project as achieving a shift in organisational culture 
and the overall approach to service delivery.  

9.6 Property Resources 

9.6.1 Work is on-going to review the location, suitability, condition and operational effectiveness of the combined property estate 
currently used to deliver delegated services.  This information will be used to develop a Property Asset Management Plan for the 
Partnership which will have as one of its objectives the development of an efficient and effective property estate designed to 
support operational frontline service delivery.  This will prioritise action items over the short, medium and long-term.  Maps 
highlighting the location of current premises within each of the six localities form Appendix 14 to this Plan. 

9.7 Equalities Impact Assessment  

 9.7.1 An Equalities Impact Assessment of this Plan is included at Appendix 15. 

9.8 Sustainable Development Implications 

9.8.1 There will be no sustainable development implications for the Partnership arising directly from the approval of this Strategic Plan. 
Over time, as services are integrated, there are likely to be opportunities created for efficiencies in the delivery of services which 
may lead to some rationalisation in a number of areas, including in the number of premises required, for example.  Opportunities 
and challenges in this area will be considered in future rolled-on versions of this Strategic Plan.    
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10. PERFORMANCE MANAGEMENT AND REPORTING  

10.1 The Performance Framework for the Partnership is outlined in Figure 1 below: 
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10.2 The Performance Framework has been designed to offer accountability against the nine National Health and Wellbeing Outcomes for 
adults and older people.  In addition, the key national child outcomes from ‘Scotland Performs – The National Performance Framework’ 
have also been included along with those for Criminal Justice Services which have been included within the functions and services 
delegated to the Integration Joint Board.  It will, in the first instance, provide a framework to support the necessary internal controls to 
ensure that the objectives and tasks set by the IJB are being achieved and, where they are not, provide the framework to evidence and 
address the underlying issues.  Secondly, it will fulfil the reporting requirements of the NHS Board, Local Authority and Scottish 
Government. 

10.3 The Health and Wellbeing Outcomes are a high-level statement of what all Health and Social Care Partnerships across Scotland should 
achieve through Integration and form a significant part of the National Performance Framework in respect of services for adults and older 
people.  A national suite of indicators and measures has been developed to support the National Outcomes and are reflected in the 
performance framework outlined at Appendix 9. 

10.4 The Health and Wellbeing Outcomes and associated suite of National Indicators have been prescribed by the Scottish Government.  A 
core set of indicators have been developed locally to describe the level 2 tier of performance (Publicly Accountable Indicators and 
Targets).  This core set comes from the publicly accountable indicators and targets previously reported by South Ayrshire Council and 
NHS Ayrshire & Arran, which relate to the services within the scope of the Partnership.  Details of these indicators are provided in 
Appendix 9.  

10.5 The third tier of performance describes a wider suite of indicators and measures that will be defined locally and which will support 
management in the efficient and effective delivery of services and help show that Partnership Strategic objectives are being delivered and 
serve as an aid to continuous improvement. 

10.6  Reporting against the framework will provide information on current performance and explore shifts in performance trends over time, 
where available and appropriate.  The information will support the production of the Partnership’s Annual Performance Report and will 
enable it to report on the areas specified in Regulation, including the following:- 

 Progress on the delivery of the national health and wellbeing outcomes. 

 Information on performance against key indicators or measures. 

 How the strategic planning and locality arrangements have contributed to delivering services that reflect the integration principles. 

 Details of any review of the Strategic Plan within the reporting year. 

 Major decisions taken outwith the normal strategic planning mechanisms. 

 An overview of the financial performance of the Integration Authority. 

 The extent to which the Integration Authority has moved resources from institutional to community-based care and support, by 
reference to changes in the proportion of the budget spent on each type of care and support 



    

45 
 

11.  APPROACH TO RISK MANAGEMENT 

11.1    Strategic level risks which, if not mitigated, would impact adversely on the implementation of this Strategic Plan through its Strategic 
Objectives and Measurable Tasks, as detailed in Sections 5 and 14 and summarised in Appendix 10. 

11.2 These risks will be reported to and reviewed by the Integration Joint Board every six months. 

 

12.  CLINICAL AND CARE GOVERNANCE 

12.1 The Health Board, Council and the Integration Joint Board are accountable for ensuring appropriate clinical care governance 
arrangements for integrated services.  They are accountable for ensuring appropriate clinical and care governance arrangements for their 
duties under the Public Bodies (Joint Working) (Scotland) Act 2014. 

12.2 The quality of service delivery will be measured through performance targets, improvement measures and reporting arrangements 
designed to address organisational and individual care risks, promote continuous improvement and ensure that all professional and clinical 
standards, legislation and guidance are met. 

12.3 Plans will be put in place, as set out in this Strategic Plan, to ensure that staff working in Integrated Services have the suitable skills and 
knowledge to provide the appropriate standard of care.  Where groups of staff require professional leadership, this will be provided by the 
relevant Health Lead or Chief Social Work Officer, as appropriate.  The Organisational Development Plan will identify training 
requirements that will be put in place to support improvement in services and outcomes.  

12.4 The members of the Integration Joint Board will actively promote an organisational culture that supports human rights and social justice; 
value partnership working through example; affirm the contribution of staff through the application of best practice, including learning and 
development; and be transparent and open to innovation, continuous learning and improvement.  

12.5 The role of the Director of Health and Social Care is to provide a single senior point of overall strategic and operational advice to the 
Integration Joint Board and be a member of the senior management teams of the Health Board and the Council.  He will manage the 
Health and Social Care Partnership and the Integrated Services delivered by it, and has overall responsibility for the professional 
standards of staff working in integrated services.  

 

 

 

http://www.legislation.gov.uk/asp/2014/9/pdfs/asp_20140009_en.pdf
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12.6 The Integration Joint Board will put in place structures and processes to support clinical and care governance, thus providing assurance 
on the quality of health and social care.  A Health and Care Governance Group has been established.  It contains representatives from the 
Health Board, the Council and others, including: 

 the Senior Management Team of the Partnership. 

 the Clinical Director. 

 the Lead Nurse. 

 the Lead from the Allied Health Professionals. 

 Chief Social Work Officer. 

 Director of Public Health, or representative. 

 service user and carer representatives. 

 Third Sector and Independent Sector representatives. 

12.7 The Health and Care Governance Group can invite appropriately qualified individuals from other sectors to join its membership, including 
NHS Board professional committees, managed care networks and the local authority adult and child protection committees. 

12.8 The role of the Health and Care Governance Group is to consider matters relating to strategic plan development, governance, risk 
management, service user feedback and complaints, standards, education, learning, continuous improvement and inspection activity.  The 
Health and Care Governance Group provides advice to the strategic planning and locality planning groups within the Partnership. 

12.9 Further assurance is provided through the responsibility of the Chief Social Work Officer to report directly to the Council and the 
responsibility of the Health Leads to report directly to the Medical Director and Nurse Director who in turn report to the NHS Board on 
professional matters. 

 

13. STRATEGIC PLAN REVIEW 

13.1 This Strategic Plan was originally written for the period 2015–18 and has been refreshed and rolled-on by one year.  The process followed 
in this regard has been in accordance with that laid out by Scottish Ministers in Regulation.  The Plan will be further refreshed and rolled 
on in 2017.  In 2018 following the initial three year period covered by the original Plan, the document will be completely rewritten and a 
whole new Strategic Plan produced.  
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14.  MEASUREABLE TASKS TO DELIVER PLAN OBJECTIVES 

14.1 The Strategic Objectives for the Plan period detailed in Section 5 will be delivered through the completion of the 
following measurable tasks: 

STRATEGIC OBJECTIVE (A):  WE WILL WORK TO REDUCE THE INEQUALITY GRADIENT AND IN PARTICULAR ADDRESS HEALTH 

INEQUALITY 

The Role of the Health and Social Care Partnership 

Efforts to tackle health inequalities will permeate everything the Partnership does – from population public health to community based care and more 
specialist services. 

The Partnership will take steps to ensure that its services are distributed fairly and in proportion to need across its geographical communities and 
population groups. The Partnership will improve the experience of individuals by exercising non-discriminatory practice on the grounds of protected 
characteristics. There will also be a need, when implementing national policy and delivering local services, to constantly apply an inequalities lens to 
mitigate the risk of widening inequalities through policies which may inadvertently be taken up more successfully by the most advantaged individuals 
and groups. 

The Partnership will seek to mitigate the impact of more fundamental and environmental inequalities by supporting individuals  to make positive lifestyle 
decisions and assist them to address social and economic problems at an individual level, such as accessing good work, better housing that meets their 
needs, or to maximise their income. This will require ongoing workforce development and partnership links with services outwith the Health and Social 
Care Partnership. To this end, following a review of the operation of Community Planning in South Ayrshire, the Director of Health and Social Care 
(Chief Officer) has been appointed to lead a Strategic Delivery Partnership on Health and Wellbeing which has as its primary remit the development of 
an Action Plan to begin to address Inequalities and Health Inequalities in South Ayrshire. The Chair of the Integration Joint Board is a member of the 
Community Planning Partnership Board.   

The following actions have been grouped in line with the health inequalities summary model on page 18 and are focused around both preventing and 
mitigating against health inequalities. 
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Objective 
Number 

Action Responsible Officer Target Date(s) 

National 
Outcomes 
Delivered 
(p25/26) 

A1 

Lead the work of the Community Planning Partnership Strategic Delivery Partnership on 
Health and Wellbeing, including the development of an Action Plan designed to begin to 
address aspects of inequalities and health inequalities in South Ayrshire.  Directly 
implement those Action Plan items relating to Health Inequalities.  

Director of Health and 
Social Care 

31.03.19 
subject to 

annual review 
d, e & j 

A2 

Work through the statutory partners to ensure community benefits clauses are included, 
where appropriate, in commissioned contracts and procured services; that recruitment is 
promoted in those furthest from the labour market; and that employability programmes 
and volunteering is actively supported. 

Director of Health and 
Social Care 

31.03.19 
subject to 

annual review 
d & e 

A3 
Work in partnership with the Licensing Board and Forum to consider and develop local 
policies on alcohol. 

Head of Community 
Health and Care 

Services 

31.03.19 
subject to 

annual review 
a, d, e & i 

A4 
Promote inequalities sensitive practice (recognising and responding to life circumstances) 
through training staff and promoting the use of inequalities self-assessment. 

Director of Health and 
Social Care 

31.03.19 
subject to 

annual review 
h 

A5 

Ensure inequalities impact assessments are undertaken as new and social care, 
strategies, policies and services are developed and advocate for equalities impact 
assessment of key Community Planning Partnership policy and service developments 
e.g. transport, housing. 

Director of Health and 
Social Care 

31.03.19 
subject to 

annual review 
e 

A6 

Within the resources available, ensure that universal services are delivered in proportion 
to need and combine these with targeted and intensive support services for those 
experiencing the greatest need or at highest risk.  Examples include: 

 Treatment and recovery support for those experiencing addictions e.g. alcohol, drugs 
and tobacco. 

 Anticipatory care programmes. 

 Homeless outreach services. 

 Family Nurse Partnership. 

Director of Health and 
Social Care 

31.03.19 
subject to 

annual review 
a, d, e, i & k 

http://www.south-ayrshire.gov.uk/licensing/board/
http://www.south-ayrshire.gov.uk/licensing/forum.aspx
http://www.south-ayrshire.gov.uk/cpp/
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Child Protection 

The Partnership will ensure that its work is in line with Scotland’s National Action Plan for Human Rights and the United Nations Convention on the 
Rights of the Child. 

The Integration Joint Board will continue to improve inter-agency processes to identify, assess and plan for children at risk and support the work of the 
South Ayrshire Child Protection Committee.  

The Child Protection Committee is the key local body for developing and implementing child protection strategy across and between agencies in South 
Ayrshire. Children’s Health, Care and Criminal Justice continues to work with partners to ensure that appropriate arrangements are in place to protect 
children that are identified as being at risk. 

Adult Support and Protection  

Adult Protection responsibilities are specified within the Adult Support and Protection (Scotland) Act 2007. Specific responsibilities under the Act apply 
to adults (16 years and over) who are known, or believed, to be at risk of harm and meet the three-point criteria of the Act:  

 They are unable to safeguard their own well-being, property, rights or other interests. 

 Are at risk of harm. 

 Are vulnerable to being harmed because they are affected by disability, mental disorder, illness or physical or mental infirmity.  

The multi-agency South Ayrshire Adult Protection Committee undertakes a strategic and monitoring function in relation to the implementation of the 
Act, its associated responsibilities and is convened by an Independent Chair. A range of public bodies and their office holders have a duty to report 
adult protection concerns and to co-operate with adult protection enquiries made by the Council.  

 

 

 

 

 

 

 

STRATEGIC OBJECTIVE (B):  WE WILL PROTECT CHILDREN AND VULNERABLE ADULTS FROM HARM 

http://www.scottishhumanrights.com/application/resources/documents/SNAP/SNAPpdfWeb.pdf
http://www.unicef.org/publications/files/Implementation_Handbook_for_the_Convention_on_the_Rights_of_the_Child.pdf
http://www.unicef.org/publications/files/Implementation_Handbook_for_the_Convention_on_the_Rights_of_the_Child.pdf
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Objective 
Number 

Action Responsible Officer Target Date(s) 

National 
Outcomes 
Delivered 
(p25/26) 

B1 

Work in Partnership to continue to develop and improve Public Protection Planning 
arrangements. 

 Implement the refreshed National Guidance for Child Protection in Scotland 2014, 
including: 

o Updates to local child protection guidance to reflect both the revised National 
Guidance and revised structural children’s service delivery arrangements 
within South Ayrshire; 

o On-going development of and effective implementation of multi-agency 
working and processes including continued development of and improvements 
to the High Risk Pregnancy Protocol; 

o Continued focus on early and effective intervention for children identified as 
being at risk of harm;  

o Review of and improvements to Children and Families social work child 
protection processes. 

Head of Children’s 
Health, Care and 

Criminal Justice Services 

To 31.03.19 
subject to 

annual review 

g, l, m, n & 
o 

 Continue local and Pan-Ayrshire work to ensure a consistent and robust approach to 
keeping people safe from harm. 

o Develop and implement a process for a single point of contact for Adult 
Support and Protection referrals. 

o Develop and implement clear processes to ensure the continuity of support for 
young people at risk who may become adults at risk of harm. 

 Review the current process for assessment and response to children and young 
people affected by domestic abuse in line with GIRFEC principles. 

 Support the development of a Pan Ayrshire response to protection concerns identified 
by Police Scotland for adults and children. 

 Continue to improve arrangements and processes to identify, assess and plan for 
Criminal Justice service user risk. 

 Work with Community Planning partners and on a Pan Ayrshire basis to review 
Criminal Justice Social Work Services in line with the new model and legislation 
agreed by Scottish Government in relation to the community justice system in 
Scotland. 

 

Head of Community 
Health and Care 

Services 
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Objective 
Number 

Action Responsible Officer Target Date(s) 

National 
Outcomes 
Delivered 
(p25/26) 

B2 

Implement a Whole Systems Approach to young people’s service delivery within the 
context of Youth Services. 

 Development of a Whole Systems Group to consider early and effective intervention 
and youth justice concerns using a Partnership approach and in line with GIRFEC 
principles. 

 Work in partnership with third sector providers to ensure that young people are 
appropriately diverted from prosecution. 

 Re-focus interventions to ensure that young people access third sector services at an 
earlier stage to improve outcomes. 

Head of Children’s 
Health, Care and 

Criminal Justice Services 

To 31.03.19 
subject to 

annual review 
l, m, n & o 

 

 

 

 

 

 

 

 

 

 

 

http://www.scotland.gov.uk/Topics/Justice/policies/young-offending/whole-system-approach
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STRATEGIC OBJECTIVE (C):  WE WILL ENSURE CHILDREN HAVE THE BEST POSSIBLE START IN LIFE 

Getting It Right for Every Child 

Getting it Right for Every Child (GIRFEC) is a wide ranging change programme for Children’s Services that was developed in pathfinder areas across 
Scotland from 2006 and implemented more broadly since 2011.  The Children and Young People Scotland Act 2014 puts some elements of GIRFEC 
into statute, while other elements remain as policy.  GIRFEC grew out of a concern that service provision needed to be better integrated, more efficient 
and better focused on the child.  It seeks to create a change in culture, systems and practice in Children’s Services and in Adult Services that have 
particular impact on children (such as in relation to services dealing with domestic abuse and substance abuse). A plan for national implementation was 
published in 2006.  The Multi-Agency South Ayrshire GIRFEC Implementation Plan has been in place since 2009. 

The National Plan included a change programme to:  

 Place a duty on agencies to be alert to the needs of children and to act to improve a child's situation. 

 Place a duty on agencies to co-operate with each other in meeting the needs of children and to establish local coordination and monitoring 
mechanisms. 

 Require agencies involved to agree an action plan and keep it under review where a child's needs are complex or serious and where multi-agency 
input or compulsory measures are likely to be needed.  

Early Years Collaborative 

The Early Years Framework published in 2009 signified an important milestone by encouraging partnership working to deliver a shared commitment 
designed to give children the best start in life and to improving the life chances of children, young people and families at risk. 

The Partnership will participate fully in the Early Years Collaborative and as part of South Ayrshire Community Planning Partnership, fully supports the 
development of the Early Years Collaborative.  Partners are actively working together to: 

“Make Scotland the best place in the world to grow up in by improving outcomes, and reducing inequalities, for all babies, children, mothers, fathers and 
families across Scotland to ensure that all children have the best start in life and are ready to succeed”. 

The aims of the Early Years Collaborative are: 

1. To ensure that women experience positive pregnancies which result in the birth of more healthy babies as evidenced by a reduction of 15% in 
the rates of stillbirths (from 4.9 per 1,000 births in 2010 to 4.3 per 1,000 births in 2015) and infant mortality (from 3.7 per 1,000 live births in 2010 
to 3.1 per 1,000 live births in 2015).  

2. To ensure that 85% of all children within each Community Planning Partnership have reached all of the expected developmental milestones at 
the time of the child’s 27-30 month child health review, by end-2016. 

3. To ensure that 90% of all children within each Community Planning Partnership have reached all of the expected developmental milestones at 
the time the child starts primary school, by end-2017.  
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Objective 
Number 

Action Responsible Officer 
Target 
Date(s) 

National 
Outcomes 
Delivered 
(p25/26) 

C1 

Work in partnership to implement the health and social care responsibilities within the 
Children and Young People Act 2014, specifically: 

Head of Children’s Health, 
Care and Criminal Justice 

Services 

To 31.03.19 
subject to 

annual 
review 

j, k & l 

 Ensure that all children and young people from birth to 18 years old have access to a 
Named Person; 

 Implement the National Universal Health Visiting Pathway for all children pre-birth to 
school entry; 

 Ensure that the Lead Professional requirements are met; 

 Ensure that any child in South Ayrshire with a wellbeing need has a child’s plan in 
place which identifies targeted interventions for the child and which is regularly 
reviewed; 

 Ensure that teenagers in residential, foster or kinship care have the option to remain 
’looked after’ up to the age of 21; and receive aftercare up to their 26th birthday; 

 Ensure that Corporate Parenting responsibilities identified within the Corporate 
Parenting Strategy for South Ayrshire are delivered. 

 Embed a Getting it Right for Every Child (GIRFEC) approach through the 
development and implementation of the South Ayrshire Integrated Children’s Services 
Plan 2013/18 

 

    

http://www.legislation.gov.uk/asp/2014/8/pdfs/asp_20140008_en.pdf
https://www.south-ayrshire.gov.uk/documents/integratedchildrensservicesplan.pdf
https://www.south-ayrshire.gov.uk/documents/integratedchildrensservicesplan.pdf
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Objective 
Number 

Action Responsible Officer 
Target 
Date(s) 

National 
Outcomes 
Delivered 
(p25/26) 

C2 

Work in partnership to develop a strategy for preventative and localised service provision 
for Looked After Children in South Ayrshire and implement the health and social care 
aspects of this. 

 Ensure effective support and decision making is provided as early as possible in a 
child’s life to support the development of good attachments and capacity to learn 
thereby lessening the social impact; review the support for children in the 0 to 4 age 
group involved in the child protection process particularly those identified in the High 
Risk Pregnancy process; and work on literacy and numeracy and develop the 
approach to nurture across services in schools, residential houses and fostering. 

 Ensure that children who cannot remain with their family on a long-term basis are 
secured in safe, stable and caring permanent placements with the minimum of delay. 

 Ensure that there is an appropriate balance of care which reflects the needs of 
children and young people in South Ayrshire; and more specifically, review the 
support available to Looked After Children in the 12 plus age range in a community 
setting and enhance their educational attainment and achievement. 

 Develop, in partnership with adult services, an integrated holistic approach to the 
support of children and young people affected by disability; and develop the use of 
SDS to improve the outcomes for Looked After young people affected by a disability. 

 Ensure that all Looked After Children have the same opportunities to succeed as 
children who are not looked after. 

 Develop a commissioning strategy for children with partners to ensure the best 
services we can for Looked After Children. 

Head of Children’s Health, 
Care and Criminal Justice 

Services 

To 31.03.19 
subject to 

annual 
review 

j, k, & l 

C3 
Work in partnership to consider the continued application and roll-out of an Early Years 
Approach. 

Head of Children’s Health, 
Care and Criminal Justice 

Services 

To 31.03.19 
subject to 

annual 
review 

k 
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STRATEGIC OBJECTIVE (D):  WE WILL SUPPORT PEOPLE TO LIVE INDEPENDENTLY AND HEALTHILY IN LOCAL COMMUNITIES 

In recent years national and local policy for a range of care groups and for people experiencing ill health has been focussed on early intervention and 
promoting independence. 

The adopted vision nationally for older people through Reshaping Care is:  ‘Older people are valued as an asset, their voices are heard and they are 
supported to enjoy full and positive lives in their own home or in a homely setting’.  In Ayrshire, the equivalent vision locally is:  ‘Older people in Ayrshire 
enjoy full and positive lives in their own communities’. 

Core to the delivery of these has been a strategic Reshaping Care Plan that sets out a range of inter-linked interventions.  A catalyst for the change 
process to create a range of interventions was the Change Fund now succeeded in some respects by the Integrated Care Fund, both of which have 
facilitated innovation and experimentation designed to deliver better outcomes for older people.  A core priority of this work has been the need to 
address the continuing high numbers of older people who are admitted to the Ayr Hospital. 

The core Reshaping Care proposition is set out in the diagram below: 

 

In addition to the ‘older people’s’ programme there are linked strategies and action plans supporting carers, people affected by dementia and others, for 
instance, reflecting the housing needs of older people.  Other plans have been developed at a Pan-Ayrshire level.  These include work on Falls 
Prevention, Telehealthcare and Anticipatory Care Planning.  In addition, the Partnership will seek to implement actions linked to the National Living and 
Dying Well (2008) Plan associated with End of Life and Palliative Care issues. 
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The Integrated Care Fund which will provide temporary funding for change in the period 2015-18 will support people living with two or more long-term 
conditions – multi-morbidity – and the planning work for this will be explicitly linked to the Reshaping Care Programme.  See Appendix 8. 

A major development in social care that will remain a priority within this Strategic Plan is related to the implementation of Self Directed Support (SDS). 
As SDS becomes embedded within social care delivery it will present opportunities and challenges for the Partnership, service providers and, 
increasingly, health services as the traditional approach to service delivery changes to one based on personal choice. 

Other work is currently in development, for example, in relation to Sensory Impairment and to Autism.  This is being carried out at an Ayrshire-wide level 
with linked local implementation plans and is being led by the South Ayrshire Partnership. 

All of this work contains a substantive component linked to supporting people to remain independent and healthier for longer within their own 
communities. 

Objective 
Number 

Action Responsible Officer Target Date(s) 

National 
Outcomes 
Delivered 
(p25/26) 

D1 

By means of a programme designed to deliver fundamental system change, the 
Integration Joint Board will take steps with its Partners to alter hospital flows in South 
Ayrshire in ways that will seek to mitigate demographic pressures and make it possible 
for more people to remain within their communities with the supports they require to 
maintain their independence and wellbeing, thus reducing the demand for unscheduled 
care at University Hospital, Ayr. 

Head of Community 
Health and Care Services 

To 31.03.19 
subject to 

annual review 

a, b, c, d, 
e, f, g, h & 

i 

D2 

Support the implementation of Self Directed Support in line with the National Work Plan 
and develop and implement SDS to support young people through transition planning 
from children’s to adult services and in addition: 

 Analyse local markets for the provision of services and ensure these support changing 
service requirements brought about by Self Directed Support. 

 Review service provision to reflect changes required as a result of the introduction of 
Self Directed Support by undertaking appropriate scenario planning: measuring the 
impact of its introduction on traditional models of service delivery and review the 
funding model for the provision of social care services. 

Head of Community 
Health and Care Services 

To 2020 
subject to 

annual 
progress 
updates 

b, c, g, I, j, 
k, & l 

D3 
The Partnership will develop a new Strategy and Action Plan for Carers and Young 
Carers following the passing of the new Carers Act by the Scottish Parliament. 

Partnership Facilitator 31.03.17 f 

     

http://www.south-ayrshire.gov.uk/documents/sds%20policy.pdf
http://www.selfdirectedsupportscotland.org.uk/downloads/1332171629-National%20Strategy%20SDS.pdf
http://www.south-ayrshire.gov.uk/documents/sds%20policy.pdf
http://www.south-ayrshire.gov.uk/documents/sds%20policy.pdf
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Objective 
Number 

Action Responsible Officer Target Date(s) 

National 
Outcomes 
Delivered 
(p25/26) 

D4 

Develop a new local Mental Health Strategy and commissioning arrangements with 
outcome focussed action plan based on available resources and: 

 Include an updated approach to Dementia within the new Mental Health Strategy 
and develop an implementation plan linked to available resources. 

Senior Manager Mental 
Health Services 

31.03.17 
a, b, c, d & 

g 

D5 

Develop a new Learning Disability Strategy and commissioning arrangements with 
outcome focussed action plan based on available resources and: 

 Develop proposals for the provision of Supported Accommodation in conjunction 
with the Council’s Housing Service.  

Senior Manager, Learning 
Disability & Sensory 

Impairment 
31.03.17 

a, b, d, e & 
i 

D6 Implement and update the Reshaping Care for Older People’s (10 year) Strategy.  Partnership Facilitator 
31.03.19 
subject to 

annual review 

a, b, c, d, 
e, f, g, h & 

i 

D7 

Develop and implement a local action plan to deliver against the 16 actions outlined in 
the National Framework for Action for Scotland 2014/2016 for the prevention and 
management of falls and: 

 Spread the use of positive steps, Smartcare and other falls resources to support 
health improvement and self- management to reduce the risk of falls and fragility 
fractures within the people of South Ayrshire. 

 Educate staff across the Partnership and 3rd Sector to identify people at risk of falls 
and refer to services or self- management tools. 

AHP Senior Manager 
31.03.19 
subject to 

annual review 

a, b, c, d, 
e, f, g, h & 

i 

D8 Review the Care at Home Service and implement agreed action plan from Review. 
Senior Manager, Service 

Hubs 

To 31.03.18 
with review at 

31.03.17  

a, b, c, d, 
e, f, g, h & 

i 

D9 
Develop a Technology Enabled Care (TEC) strategy, vision and plan, including cost 
benefit analysis, that will lead to continuation of the current TEC programmes and 
large scale deployment. 

Long Term Conditions 
Manager 

31.03.18 
b, c, d, f, g 

& i 

http://www.scotland.gov.uk/Resource/0039/00398295.pdf
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Objective 
Number 

Action Responsible Officer Target Date(s) 

National 
Outcomes 
Delivered 
(p25/26) 

D10 
Contribute to Pan-Ayrshire exercise to update and develop an End of Life and 
Palliative Care Strategy and develop a local implementation and resource plan for 
South Ayrshire. 

Head of Community 
Health and Care Services 

31.03.17 d 

D11 
Lead the implementation of the Ayrshire-wide Sensory Impairment Strategy 2014 - 
2024 and develop a local implementation plan. 

Head of Community 
Health and Care Services 

31.03.17 
a, b, c, d, 
e, f, g  i, j 

& l 

D12 
Develop with partners across Ayrshire and Arran, an Autism strategy and implementation 
plan linked to the updated resource and commissioning plans which reflect the National 
Strategy.  

Senior Manager Mental 
Health Services 

30.09.16 
a, b, c, d, 
e, f, g, i, j, 

k & l 

D13 

Work in partnership to continue to improve arrangements and processes to identify, 
assess and plan for Criminal Justice service user need in relation to: 

 Citizenship 

 Employability 

 Housing 

 Health and Wellbeing 

Head of Children’s Health, 
Care and Criminal Justice 

31.03.19 
subject to 

annual review 

a, b, c, d, 
e, g, I, m, 

n & o 

 

 

 

 

 

 

 

 

http://www.east-ayrshire.gov.uk/Resources/PDF/A/Ayrshire-and-Arran-Sensory-Plan-consultation-document.pdf
http://www.east-ayrshire.gov.uk/Resources/PDF/A/Ayrshire-and-Arran-Sensory-Plan-consultation-document.pdf
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STRATEGIC OBJECTIVE (E):  WE WILL PRIORITISE PREVENTATIVE, ANTICIPATORY AND EARLY INTERVENTION APPROACHES 

Section 3 within this Strategic Plan sets out a direction of travel embraced by the Partnership that is linked to the Christie Commission 
recommendations on the Reform of Public Services.  One of the key ‘Christie Pillars’ is to make a decisive shift towards Early Intervention and 
Preventative approaches.  This Objective will also play an important part in tackling Strategic Objective A on Reducing Health Inequality and in Strategic 
Objective C in relation to Outcomes for Children. 

Anticipatory Care approaches are implicit within the terms of the work programme linked to Strategic Objective D. 

The Integration Joint Board will contribute to the Community Planning Partnership’s strategic approach of supporting prevention and early intervention. 

Objective 
Number 

Action Responsible Officer Target Date(s) 

National 
Outcomes 
Delivered 
(p25/26) 

E1 

The South Ayrshire Partnership, as the Lead Partnership for AHP Services, will lead the 
Ayrshire and Arran contribution to the development of the new National Active and 
Independent Living Improvement Programme (AILIP) and take steps with its partners to 
translate this into a local programme for Ayrshire & Arran. 

Associate Director for AHP 
Services 

30.09.16 
a, b, c, d, 

e, f, g, h, I, 
k & l 

E2 
Consider report from the ‘People Powered Health’ pilot project on co-production 
approaches within the Girvan area and consider how any appropriate outputs from this 
could be taken forward through the locality and neighbourhood planning process. 

Community Engagement 
Officers 

30.09.16 b, d & i 

E3 
Embed Personalised Outcomes in all Clinical/Care Practice through appropriate training 
and support for clinicians/professionals and implement the required system change. 

Partnership Facilitator 31.03.17 d & i 

E4 Continue Anticipatory Care Planning pilot project, review progress and report.  Partnership Facilitator 31.03.17 
a, b, c, d, 
f, g, h & i 

E5 

Update the Strategic Needs Assessment that supports the Strategic Planning process 
every year and fully every three years to ensure that the strategic commissioning plan 
accurately reflects local priorities and provides a sound basis for the allocation of 
resources. 

Director Public Health 
31.03.18 
subject to 

annual review 
i 
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Objective 
Number 

Action Responsible Officer Target Date(s) 

National 
Outcomes 
Delivered 
(p25/26) 

E6 

Work with wider partners to implement the Mental Health and Wellbeing Strategy (2014-
2026). The three priorities for population mental health are: 

 Helping people develop their individual mental health. 

 Increasing opportunities for individuals to engage positively with one another within 
their own communities and building trust in families and communities. 

 Creating mentally healthy environments for working and learning. 

Director Public Health 
31.03.19 
subject to 

annual review 

a, b, c, d, 
e, g & j 

E7 

Work with wider partners to implement the Healthy Weight Strategy Action Plan (2014-
24). In order to achieve this the action plan will focus on seven key themes: 

 Awareness, knowledge, skills and empowerment. 

 Maternal and infant nutrition. 

 Availability and affordability of healthier food and drinks. 

 Active travel and active workplaces. 

 Built/natural environment and infrastructure for active travel. 

 Physical activity. 

 Weight management. 

Director Public Health 
31.03.19 
subject to 

annual review 

a, d, e, g, i 
& l 

E8 

Implement the Tobacco Control Strategy (2012-2021) and develop a new action plan for 
2015-2018. Priorities are likely to be (subject to consultation): 

 Working with nursery teachers in relation to second hand smoke. 

 Working with schools supporting pupils with smoking cessation as well as providing 
prevention messages. 

 Working with Looked After and Accommodated Children units to support young 
people with cessation. 

 Working in partnership with community midwifery staff to support pregnant women. 

 Delivering training or information sessions to workplaces on smoking and smoking 
related issues. 

 Working with hospital staff and with inpatients. 

Director Public Health 
31.03.19 
subject to 

annual review 

a, d, e, i & 
l 

E9 Work with partners to implement the ‘Oral Health Strategy and Action Plan’. Director Public Health 
31.03.19 
subject to 

annual review 

a, d, e, i, k 
& l 

 

http://www.nhsaaa.net/media/299601/aadmhwstrat.pdf
http://www.nhsaaa.net/media/299601/aadmhwstrat.pdf
http://www.nhsaaa.net/media/235052/hwstratvol1.pdf
http://www.nhsaaa.net/media/235052/hwstratvol1.pdf
http://www.nhsaaa.net/media/105340/aatobcs1.pdf
http://www.nhsaaa.net/media/111478/paper07app1.pdf
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STRATEGIC OBJECTIVE (F):  WE WILL PROACTIVELY INTEGRATE HEALTH AND SOCIAL CARE SERVICES AND RESOURCES FOR 
ADULTS AND CHILDREN 

During the period of this Strategic Plan (2016-19) the Partnership will take steps to integrate staff employed in the delivery of health and social care 
services, thus ensuring a seamless approach to provision.  In developing this way of working the Partnership will, where appropriate, seek to extend 
integration beyond those working within the public sector to include personnel from the Third and Independent Sectors.  This approach will ensure that 
Partners, their staff and volunteers are all working in a collegiate manner towards the attainment of National Outcomes and in pursuit of Integration 
Principles. 

The development and organisation of integrated teams will be a priority for the Director and the Senior Management Team.  Stakeholders will be 
consulted on developed proposals which will be shaped in a manner that will be complementary to the agreed approach to Locality Planning outlined in 
Section 6.  This will see the creation of several Service Hubs, comprising a small number of primary hubs where principal community based services will 
be concentrated and which will feed out to a larger number of secondary hubs focussed around local health centres, GP practices and other premises. 

Integrating health and social care services will require significant cultural change on the part of those leading and working within the various sectors.  To 
begin the facilitation of this work which, as with any major change in the provision of services, is likely to be challenging and intensive, as it seeks to 
equip people to undertake their roles in new and different ways, the Partnership has developed an Organisational Development Plan (see Appendix 6) 
and will put in place a Workforce Plan in this plan period. 

As important to achieving effective integration by winning the hearts and minds of those involved in a new partnership-based approach to service 
delivery, will be access to all of the information required to support this new integrated way of working.  A new Information Sharing Protocol has been 
developed and adopted by the Partnership and by the Statutory Partners.  However, far from being a conclusion to this issue, the protocol represents 
the first step on what is likely to prove to be a long and complex journey.  Information systems, such as that for Social Work, will require to be 
modernised through replacement.  Systems will require to be technically integrated and legal issues around the safeguarding and the protection of 
information will require to be considered and addressed, along with the question of access by patients and service users to the personal information 
held by the Partnership on each of them.   

Objective 
Number 

Action Responsible Officer Target Date(s) 

National 
Outcomes 
Delivered 
(p25/26) 

F1 
Working with key stakeholders, the management team will develop proposals which 
enable the more effective delivery of outcomes for the people of South Ayrshire through 
integrated working. 

Director of Health and 
Social Care 

31.03.19 
subject to 

annual review 

c, e, f, g, 
h, i & l 
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Objective 
Number 

Action Responsible Officer Target Date(s) 

National 
Outcomes 
Delivered 
(p25/26) 

F2 
Through the Organisational Development Plan, embed the Partnership’s Vision, Mission 
and Values in the joint staff group who fall within the scope of the Partnership and take 
steps to effectively communicate this to Partners in other sectors and to service users. 

Director of Health and 
Social Care 

31.03.17 
a, b, c, d, 

e, f, g, h, I, 
j & k 

F3 
Review the operating model and makes changes to patient pathways at Biggart Hospital 
in support of rehabilitation and independent living. 

Head of Community 
Health and Care Services 

31.03.19 
subject to 

annual review 

b, c, d, f, 
g, h & i 

F4 
Working with stakeholders, the management team will develop proposals for the delivery 
of key services in conjunction with universal primary care services, adopting, where 
possible, clearer pathways utilising single access points. 

Director of Health and 
Social Care 

31.03.19 
subject to 

annual review 

a, b, c, d, 
e, h, i & l 

F5 
Put in place arrangements for the effective sharing of information within the Partnership 
and in the coming year develop a strategy setting out a strategic level approach in this 
area. 

Director of Health and 
Social Care 

31.03.17 h & i 

F6 

Where appropriate, seek to integrate processes, procedures and information systems 
both manual and computer based to facilitate integrated working. 

 On-going development of AYRshare for children’s services and telehealth. 

 Progress the procurement and implementation of a new information system for Social 
Work services. 

 Work with South Ayrshire Council ICT Service and other partners to improve Criminal 
Justice risk assessment and information sharing systems. 

Director of Health and 
Social Care 

31.03.19 
subject to 

annual review 
h & i 
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STRATEGIC OBJECTIVE (G):  WE WILL DEVELOP LOCAL RESPONSES TO LOCAL NEEDS 

The Partnership’s approach to Locality Planning is outlined in Section 6 of this Plan and Locality Profiles, designed to aid discussion in Locality Planning 
Groups, are set out at Appendix 13. 

The table below sets out the actions that the Integration Joint Board will take to continue the development of its Locality Planning agenda and to ensure 
that Locality Planning becomes a cornerstone of how it will plan, commission and monitor services and activity in a way that contributes towards the 
attainment of national and local outcomes and the implementation of Integration principles. 

The Partnership will work with Voluntary Action South Ayrshire to enhance the capacity of community and voluntary sector services. 

Through its approach to participation and engagement, the Partnership will seek to build and enhance capacity in local communities and to empower 
local assets.       

Objective 
Number 

Action Responsible Officer Target Date(s) 

National 
Outcomes 
Delivered 
(p25/26) 

G1 

Work to sustain the six locality planning groups established in South Ayrshire: 

 assist them to develop their local agendas and priorities. 

 enhance and augment the data profiles and information base for each locality. 

 use social media and other information mediums to facilitate communications within 
localities and neighbourhoods as an aid to the work of local groups and networks. 

 prepare locality plans for inclusion within the Partnership Strategic Plan. 

Director of Health and 
Social Care and 

Community Engagement 
Officers 

31.03.17 & 
annually to 
31.03.18 

b, e, h & i 

G2 
Through the Community Engagement Officers, facilitate the creation and development of 
the neighbourhood level (natural community level) of the strategic planning process 
(Community Capacity Building). 

Director of Health and 
Social Care 

31.03.17 & 
annually to 
31.03.18 

h & i 

G3 
Review the success and operation of the approach to Locality Planning and ensure that it 
is delivering the outcomes envisaged. 

Director of Health and 
Social Care 

31.03.17 i 

G4 
Create and maintain one database of all community groups and organisations that could 
be accessed by all Community Planning Partners and map community groups in each of 
the six localities. Explore which database product could best be used for this purpose. 

Director of Health and 
Social Care with support 

from 3rd Sector Interface – 
VASA 

31.03.17 i 
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Objective 
Number 

Action Responsible Officer Target Date(s) 

National 
Outcomes 
Delivered 
(p25/26) 

G5 
Development of service hubs and clusters, including Single Point(s) of Contact and 
integrate with locality Planning Structure already established. 

Senior Manager Service 
Hubs 

31.03.18 
Review 

Progress at 
31.03.17 

 
a, d, e, f, g 

& i 

G6 Develop a strategy and action plan to help combat social isolation. 
Director of Health and 

Social Care 
30.09.16 

a, b, c, d, 
e, f, g, h, l 

& o 

G7 
Embed Community Links Practitioner posts within a number of GP practices to assist 
people access the services and support they require across the sectors. 

Partnership Facilitator 

30.06.16 – 
review 

progress at 
31.03.17 & 
31.03.18 

a, b, c, d, 
e, f, g, h, l 

& o  

G8 
Work with Community Planning Partners to produce locality plans required to address 
inequality under the provisions of the Community Empowerment (Scotland) Act.   

Director of Health and 
Social Care 

31.03.17 & 
annually to 
31.03.19 

e 

G9 
Encourage local communities to participate in achieving outcomes in all key strategies 
including Mental Health and Learning Disabilities. 

Head of Community 
Health and Care Services 

31.03.17 & 
annually to 
31.03.19 

b, d, e & g 

 

 

 

 

 

 

http://www.south-ayrshire.gov.uk/consultations/draft%20mh%20strategy.pdf
http://www.south-ayrshire.gov.uk/documents/draft%20south%20ayrshire%20ld%20strategy%20aug%2013.pdf
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STRATEGIC OBJECTIVE (H):  WE WILL ENSURE ROBUST AND COMPREHENSIVE PARTNERSHIP ARRANGEMENTS ARE IN PLACE 

Section 7 of this Strategic Plan sets out the range of partnership working arrangements that are being established and supported to enable the 
National Health and Social Care Outcomes to be achieved.  Partnership working will be at the heart of the new Health and Social Care Partnership and 
will be vital to supporting seamless health and care service delivery as well as broader health improvement activity. 

Objective 
Number 

Action Responsible Officer Target Date(s) 

National 
Outcomes 
Delivered 
(p25/26) 

H1 

Partnership with NHS Ayrshire & Arran Acute Directorate: 

 The Integration Joint Board will develop an effective working Partnership with the 
Health Board Acute Directorate to ensure that its Strategic Plan and the Delivery Plan 
for Acute Services deploy resources in a way designed to maximise delivery against 
the National outcomes. 

 Support the work programme associated with delivery of NHS Ayrshire and Arran 
Winter Plans during the Plan Period. 

Head of Community 
Health and Care Services 

To 31.03.19 
subject to 

annual review 
i 

H2 

Partnership with East and North Health and Social Care Partnerships: 

 The Partnership will work co-operatively with its neighbouring partnerships as part of 
an Ayrshire-wide system to ensure appropriate levels of consistency in the provision 
of pan-Ayrshire strategies and services and to share and pool resources, as 
necessary. 

Director of Health and 
Social Care 

To 31.03.19 
subject to 

annual review 
i 

H3 

Partnership with and within the Community Planning Partnership: 

 The Partnership will play a full role within South Ayrshire Community Planning 
Partnership in order to achieve the outcomes set out in the Single Outcome 
Agreement and lead on the development of an action plan on inequalities and health 
inequalities through the Strategic Delivery Partnership on Health & Wellbeing. 

Director of Health and 
Social Care 

31.03.17 & on-
going annually 

to 31.03.19 

a, b, d, e, 
f, g, i, j, k, 
l, m, n & o 

 

 

http://www.south-ayrshire.gov.uk/cpp/
http://www.south-ayrshire.gov.uk/cpp/
http://www.south-ayrshire.gov.uk/documents/soa%20leaflet%20oct%2013.pdf
http://www.south-ayrshire.gov.uk/documents/soa%20leaflet%20oct%2013.pdf
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STRATEGIC OBJECTIVE (I):  WE WILL SUPPORT AND DEVELOP OUR STAFF AND LOCAL PEOPLE 

The Scottish Government’s Integration Legislation through the agreed National Outcomes and the Integration Principles has as primary drivers (1) that 
Partnerships should ensure that people are able to live at home or in a homely setting in good health rather than in a hospital or other institution; (2) that 
people are supported in a way that is co-produced with local communities through community based assets and that resources are deployed in a way 
that supports this approach; (3) a focus on prevention; and (4) that the balance of care and the consumption of all resources moves over time from 
acute hospitals to community provision. 

To achieve these fundamental shifts in approach, the Partnership is committed to the development of the staff who work within the functions delegated 
to it and to adopt new and partnership-based ways of working with patients, carers and those in other sectors.  This will see a fundamental change in 
‘culture’ both in terms of the provision and delivery of services. 

Similarly, the Partnership is committed to helping local people to develop their voice in a way that sees them able to articulate the health and social care 
priorities of their communities and assists them to play an active role in the planning, commissioning and delivery of services.    

Objective 
Number 

Action Responsible Officer Target Date(s) 

National 
Outcomes 
Delivered 
(p25/26) 

I1 
Establish a forum to engage with employees on the development and improvement of 
the Partnership. 

Director of Health and 
Social Care 

31.03.17 h & i 

I2 
Develop, consult and publish a Workforce Strategy for the Partnership, which will reflect 
potentially changing service requirements including those arising from the introduction of 
Self Directed Support. 

Director of Health and 
Social Care 

31.03.17 h & i 

I3 

Develop, consult and publish a full Organisational Development Plan for the Partnership 
which will seek to: 

 Facilitate a change in culture within the organisation. 

 Ensure that all staff are supported to change their approach to meet the requirements 
of Self Directed Support. 

 Put in place learning and training arrangements. 

Director of Health and 
Social Care 

31.03.17 & on-
going annually 

to 31.03.19 
h & i 

 

 

 

 

 

http://www.south-ayrshire.gov.uk/documents/sds%20policy.pdf
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STRATEGIC OBJECTIVE (J):  WE WILL OPERATE SOUND STRATEGIC AND OPERATIONAL MANAGEMENT SYSTEMS AND PROCESSES 

The duty of Best Value in Public Services as outlined by the “Public Finance and Accountability (Scotland) Act”12 will apply to the Partnership.  

The duty is as follows: 

 To make arrangements to secure continuous improvement in performance whilst maintaining an appropriate balance between quality and cost, 
and in making those arrangements and securing that balance. 

 To have regard to economy, efficiency, effectiveness and equal opportunities requirements, and to contribute to the achievement of sustainable 
development. 

There are nine characteristics of Best Value that public service organisations are expected to demonstrate: 

 Commitment and Leadership. 

 Sound Governance at a Strategic and Operational Level. 

 Accountability. 

 Sound Management of Resources. 

 Responsiveness and Consultation. 

 Use of Review and Options Appraisal. 

 A Contribution to Sustainable Development. 

 Equal Opportunities Arrangements. 

 Joint Working.  

Compliance with the duty of Best Value is an auditable requirement and subject to external scrutiny.  Service reviews will be undertaken to ensure the 
nine characteristics are fully embedded and will follow national guidance.13  

The Performance & Audit Committee will scrutinise the Partnership’s financial and operational performance on an on-going basis and will be supported 
in this task by the Chief Internal Auditor. 

 

 

                                            
12

  Best Value in Public Services – Public Finance and Accountability (Scotland) Act http://www.legislation.gov.uk/asp/2000/1/section/11 
13

  Best Value in Public Services - Guidance for Accountable Officers Scottish Government 2011 http://www.scotland.gov.uk/Resource/Doc/347561/0115733.pdf 

http://www.legislation.gov.uk/asp/2000/1/section/11
http://www.scotland.gov.uk/Resource/Doc/347561/0115733.pdf
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Objective 
Number 

Action Responsible Officer Target Date(s) 

National 
Outcomes 
Delivered 
(p25/26) 

J1 Develop, publish and consult on an Asset Management Plan for the Partnership. 
Director of Health and 

Social Care 
30.09.16 i 

J2 Use performance information to drive continuous improvement. 
Director of Health and 

Social Care 

31.03.17 & 
annually until 

31.03.19 
i 

J3 
Use a system of self-evaluation based on the “How Good Is Our” model to drive 
continuous improvement and to improve the quality of services. 

Director of Health and 
Social Care 

To 31.03.19 
subject to 

annual review 
h & i 

J4 Develop a long-term financial strategy for the Partnership. Chief Finance Officer 31.03.17 i 

J5 
Plan for capital and revenue recurring expenditure and income on a rolling three-year 
basis using projections from the parent bodies. 

Chief Finance Officer 
01.04.16 & 

annually 
thereafter 

i 

J6 
Identify operational risks to the Partnership and develop a plan for effectively mitigating 
these. 

Director of Health and 
Social Care 

31.03.16 & 
annually until 

31.03.19 
h & i 

J7 Produce a business continuity/disaster recovery plan for the Partnership. 
Director of Health and 

Social Care 

31.09.16 
Review 

Annually 
g & i 

J8 

Review the Partnership’s business support services, including administration, planning, 
performance, financial administration and contracting and commissioning and put in place 
revised arrangements that will provide an effective and efficient business support service 
for operational personnel and service users. 

Director of Health and 
Social Care 

31.03.17 i 
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STRATEGIC OBJECTIVE (K):  WE WILL COMMUNICATE IN A CLEAR, OPEN AND TRANSPARENT WAY 

Effective engagement and communication with all stakeholder groups will be a key success factor for the Partnership, particularly when seeking to act in 
accordance with the Integration Principles.  The Shadow Integration Board approved a draft Communications Strategy and Initial Plan which will be 
taken forward and developed further.  

A review of public information currently available and how this is communicated, including the use of electronic media, is being planned.     

Internally, regular communication with all staff and unions will be essential in terms of securing new approaches to service delivery, including integrated 
working and the change in organisational and professional culture referred to earlier in this Plan. 

An effective working relationship will be encouraged with existing representative groups, such as the Public Partnership Forum – a public stakeholder 
group. 

Building capacity within local communities to encourage a relationship based on co-production and prevention will be dependent on successful 
communication, consultation and engagement.  The Communications and Engagement Strategy and Plan will be designed, in part, to support the 
Community Engagement Officers in this important work.   

As well as advising and being consulted on the content and development of the Partnership’s Strategic Plan, the Strategic Planning Advisory Group will 
play a broader consultative and advisory role in policy development. Its membership, which is inclusive of all stakeholder groups, including professionals 
and independent health contactors, will represent the views of constituent groups within this setting and provide a conduit for the broad communication 
of information.    

Objective 
Number 

Action Responsible Officer Target Date(s) 

National 
Outcomes 
Delivered 
(p25/26) 

K1 Develop, consult and publish a Participation and Engagement Strategy 
Director of Health and 

Social Care 
30.06.16 

c, d, e, f, 
g, h, i & l 

K2 
Review, publish and consult on a revised Communications Plan for the Partnership 
based on the initial Plan produced during the Shadow Period. 

Directorate Management 
Team 

30.06.16 h & i 

K3 Establish a brand identity for the Partnership 
Director of Health and 

Social Care 
30.06.16 I 



    

71 
 

  

 

 

 
 
 

APPENDICES 



    

72 
 

APPENDIX 1 – KEY DRIVERS 

1.1  The context for the plan is determined by the key drivers which are:  

 Legislative/Policy drivers. 

 Population needs currently and in the future. 

 Available resources including workforce and finance. 

 Available innovation including new technology. 

 Focus on quality of service, efficiency and Best Value. 

 Principles of Co-Production, Personalisation, and Self-Directed Support (SDS). 

 Need to tackle growing health inequalities. 

 Early intervention/prevention and the development of community based assets. 

 Early intervention with children and adults at risk and in need of protection. 

1.2  Legislative/Policy Drivers;  

There are a number of key policy drivers that affect the content of this Plan:  

 UN Convention on the Rights of the Child (1989). 

 National Health Service and Community Care Act 1990. 

 Children (Scotland) Act 1995. 

 Commissioner for Children and Young People (Scotland) Act (2003). 

 Curriculum for Excellence (2004). 

 Protecting Children and Young People: Framework for Standards (2004). 

 Getting It Right for Every Child (2006). 

 We Can and Must Do Better (2007). 

 Equally Well (2008): The Early Years Framework (2009) and Achieving Our Potential (2008). 

 These are our Bairns (2008). 

 Early Years Framework (2009). 
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 Reshaping Care for Older People (2011). 

 AHP’s as agents of health and social care integration, the National Delivery Plan 2012–2015. 

 Welfare Reform Act 2012. 

 Prescription for Excellence (2013). 

 Scotland’s National Action Plan for Human Rights (SNAP) (2013). 

 Social Care (Self Directed Support) Act 2013 & Wider Framework. 

 Children & Young People (Scotland) Act 2014. 

 Public Bodies (Joint Working) (Scotland) Act 2014. 

 Community Empowerment (Scotland) Act, 2015 

 Action Plan for Multi-morbidity. 

 Community Planning and Single Outcome Agreements. 

 Procurement Reform Activity. 

1.3 The Public Bodies (Joint Working) (Scotland) Act coincided with the enactment of the Children and Young People (Scotland) Act 2014, 
which plans for actions across the life course to improve health and wellbeing. 

1.4 The Children and Young People (Scotland) Act 2014 has a similar duty to that in the Public Bodies (Joint Working) (Scotland) Act to create 
joint plans, based on the local authority area, which covers all children’s services that have a significant impact on their wellbeing.  This 
Act requires NHS Boards and local authorities to develop Joint Children’s Services Plans every three years and to report on progress 
annually. 

1.5 There is an Integrated Children’s Service Plan for South Ayrshire that encompasses services beyond those that are part of the Integrated 
Health and Social Care Partnership, such as Education, Early Years and Hospital Paediatrics.  This is being reviewed to ensure it meets 
the requirements of the Children and Young People (Scotland) Act 2014.  It has been agreed that the Health and Social Care Partnership 
Strategic Plan and the Children’s Services Plan will cross-reference rather than duplicate the information related to Children’s Services 
within the Partnership. 

1.6 At the point of publication of this Plan there has been a national consultation on the future delivery of Criminal Justice Services across 
Scotland.  Any outcomes from this exercise, and any subsequent legislation, will be reflected within a future version of this Strategic Plan. 
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APPENDIX 2 – THE STRATEGIC PLANNING PROCESS 

2.1 A Short-Life Working Group of Officers with a representative of the Third Sector was established to draft this updated version of the 
Strategic Plan.  The direction for this was set by the Partnership’s Management Team. 

2.2  Statutorily the Group that will review and comment on the on-going development and refinement of the Strategic Plan is the Strategic 
Planning Advisory Group.  The Group will: 

 express its views on the drafts of the Strategic Plan; 

 comment on the implementation of the actions outlined in the Plan, including overseeing contingency planning, on an on-going 
basis; and. 

 work with the Management Team to update the Plan annually to reflect new needs and priorities and the changing environment. 

2.3  The membership is largely determined by Ministerial direction in Regulation.  In South Ayrshire the Integration Board has agreed that it will 
include the following:  
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South Ayrshire Strategic Planning Advisory Group 

Group Membership 

Stakeholder Group 
Number of 

Representatives 

Vice Chair of IJB 1 

Independent Health Contractors – GPs 1 

Independent Health Contractors – Community Pharmacy 1 

Independent Health Contractors – Optometry 1 

Independent Health Contractors – Dentistry 1 

Nurses 1 

Allied Health Professionals 1 

Mental Health 1 

Public Health 1 

Social Worker – Community Care 1 

Social Worker – Children and Families & CJ 1 

Housing 1 

Third Sector 1 

Independent Commercial Care Sector 1 

Commercial Health Sector 
Note: Still to be determined 

1 

Carers 1 

Public and Service Users 3 

Staff Side – NHS 1 

Local Authority Unions 1 

Acute Hospital representative 1 

Ayrshire Hospice 1 

University of the West of Scotland 1 

Scottish Ambulance Service 1 

Locality Planning Representatives 6 

TOTAL 31 

2.4 The Group is chaired by the Vice-Chair of the Integration Joint Board. 

2.5 Locality Planning Groups have been established as part of the Strategic Planning process (see Section 6) and the plans developed for 
each locality will be an integral part of future versions of this Strategic Plan. 
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2.6  The overall planning structure within the Partnership can be summarised within the following diagram.  It shows the ‘golden thread’ that 
links plans at all levels of the Partnership, from this high level Strategic Plan at the top of the structure, to personal development plans for 
individual officers at the base of the triangle: 

 

2.7 Groups Established in Support of Strategic Planning 

2.7.1 The Partnership has established the following internal groups to assist in policy and strategy development and in the monitoring 
and evaluation of performance: 
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2.8 Acute Interface  

2.8.1 All Acute Hospital Service Planning will require to be cognisant of the three Health and Social Care Partnership Strategic Plans. In 
South Ayrshire this provision will primarily relate to University Hospital Ayr. 

2.8.2 More specifically, Scottish Statutory Instrument 2014, No 344, Schedule 3 Part 2 (SSI) sets out which Acute Hospital Services 
must be included within the scope of the Integration Scheme.  This means that although, operationally, they will be managed by 
the Health Board, strategic direction, priorities and financial plans will be set through the Health and Social Care Partnership 
Strategic Plans.  These services are: 

 Accident and Emergency services provided in a hospital; 

 Inpatient hospital General Medicine; 

 Inpatient hospital Rehabilitation Medicine; 

 Inpatient hospital Respiratory Medicine;  

 Inpatient hospital Psychiatry - learning disability (operationally managed by North Ayrshire Health and Social Care 
Partnership as the Lead Partnership for Mental Health Services); 

 Palliative care services provided in a hospital;  

 Inpatient hospital services provided by general medical practitioners (operationally managed within this Health and Social 
Care Partnership); 

 Services provided in a hospital, in relation to an addiction or dependence on any substance (operationally managed by North 
Ayrshire Health and Social Care Partnership as the Lead Partnership for Mental Health Services); and 

 Mental Health Services provided within a hospital, except secure forensic mental health services (operationally managed by 
North Ayrshire Health and Social Care Partnership as the Lead Partnership for Mental Health).   

2.8.3 The detail of interface arrangements, including joint planning, integration between plans and communication issues, is being 
developed on a pan Ayrshire basis.  
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APPENDIX 3 – PARTNERSHIP FUNCTIONS 

Services provided by the Health Board included in integrated arrangements: 

 Accident and Emergency 

 General Medicine 

 Geriatric Medicine 

 Rehabilitation Medicine 

 Respiratory Medicine 

 Palliative Care 

 All Community Hospitals, including Biggart and Girvan 

 All Mental Health Inpatients Services (including Addictions), Psychiatric Medical Services, Eating Disorders, Forensic, Crisis Resolution and 
Home Treatment Team, Liaison (Adult, Elderly Learning Disabilities and Alcohol, Advanced Nurse Practitioner Services) 

 Community Nursing (District Nursing) 

 Community Mental Health, Addictions and Learning Disabilities (Community Mental Health Teams, Primary Care Mental Health Teams, Elderly, 
Community Learning Disability Teams, Addictions Community Teams) 

 Allied Health Professionals 

 Public Dental Services 

 Primary Care (General Medical Services; General Dental Services, General Ophthalmic Services, Community Pharmacy) 

 NHS Ayrshire Doctors on Call (ADOC) 

 Older People 

 Palliative Care provided outwith a hospital 

 Learning Disabilities Assessment and Treatment Services 

 Psychology Services 

 Community Continence Team 

 Kidney Dialysis Service provided outwith a hospital 
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 Services provided by a health professional which aim to promote public health 

 Community Children’s Nursing (School Nursing, Health Visiting, Looked after Children’s Service) [non-medical] 

 Community Infant Feeding Service 

 Child and Adolescent Mental Health Services 

 Child Health Administration Team 

 Area-wide Evening Service (Nursing) 

 Prison Service and Policy Custody Services 

 Family Nurse Partnership 

 Immunisation Service 

 Telehealth and United for Health and Smartcare European Programme and workstreams 

Such other services as may be agreed. 

 

Services provided by the Local Authority included in integrated arrangements: 

 Social Work services for adults and older people 

 Services and support for adults with physical disabilities and learning disabilities 

 Mental health services 

 Drug and alcohol services 

 Adult protection and domestic abuse 

 Carers support services 

 Community care assessment teams 

 Support services 

 Care home services 

 Adult placement services 

 Health improvement services 
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 Housing support services: aids and adaptations 

 Day services 

 Local area coordination 

 Respite provision 

 Occupational therapy services 

 Reablement services, equipment and telecare 

 

Local Additions 

 Criminal Justice Social Work Services 

 Children and Families Social Work Services 

Such other services as may be agreed. 

 

Lead Partnership (Hosted) Services 

 

East Ayrshire Health and Social Care Partnership, on behalf of the North and South Health and Social Care Partnerships: 

 

Health: 

 Primary Care (General Medical Services; General Dental Services, General Ophthalmic Services, Community Pharmacy) 

 Public Dental Services 

 NHS Ayrshire Doctors on Call (ADOC) 

 Area-wide Evening Service (Nursing) 

 Prison Service and Policy Custody Services 

Council: 

 Out-of-Hours Social Work Services. 
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North Ayrshire Health and Social Care Partnership, on behalf of the East and South Health and Social Care Partnerships: 

 

Health: 

 All Mental Health Inpatients Services (including Addictions), Psychiatric Medical Services, Eating Disorders, Forensic, Crisis Resolution and 
Home Treatment Team, Liaison (Adult, Elderly Learning Disabilities and Alcohol, Advanced Nurse Practitioner Services) 

 Learning Disabilities Assessment and Treatment Services 

 Child and Adolescent Mental Health Services 

 Psychology Services 

 Community Infant Feeding Service 

 Family Nurse Partnership 

 Child Health Administration Team 

 Immunisation Team 

 

South Ayrshire Health and Social Care Partnership, on behalf of the East and North Health and Social Care Partnerships: 

 

Health: 

 Allied Health Professionals 

 Community Continence Team 

 Telehealth and United for Health and Smartcare European Programme and workstreams 

Such other services as may be agreed. 
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APPENDIX 4 – INDICATIVE INTEGRATED PARTNERSHIP REVENUE BUDGET – DELEGATED FUNCTIONS:  2016-2019 

Item/ Description 2015-16 2016-17 2017-18 2018-19 Total 

  
 

Indicative Indicative Indicative 

Budget Budget Budget Budget Resource for 

£000 £000 £000 £000 Plan period 

Delegated Functions Adults & Older People           

Older People 34,924 36,344 36,512 36,483 109,339 

Learning Disabilities 16,085 18,016 18,017 17,932 53,965 

Physical Disabilities 3,356 3,871 3,838 3,836 11,545 

Mental Health  5,692 6,039 5,967 6,007 18,013 

Addiction  1,715 1,094 1,083 1,099 3,276 

Cross Client Services 190 208 215 224 647 

Community Nursing  3,476 3,484 3,458 3,537 10,479 

Prescribing 23,060 24,619 24,358 25,332 74,308 

General Medical Services 14,302 14,264 14,335 14,342 42,942 

Integrated Care Fund / Delayed Discharge 2,351 3,042 3,042 0 6,084 

Aids and Adaptations 588 636 636 636 1,908 

Scheme of Assistance 574 439 439 439 1,317 

Other 0 43 61 96 200 

Sub-Total 106,313 112,099 111,960 109,964 334,023 

Community Hospitals           

Biggart Hospital 4,456 4,529 4,493 4,596 13,617 

Girvan Hospital 1,123 1,141 1,132 1,158 3,430 

Sub-Total 5,579 5,669 5,625 5,753 17,047 

Lead Partnership           

AHPs 20,389 20,826 20,662 21,134 62,622 

Community Equipment 390 528 523 534 1,586 

Continence Team 508 472 467 477 1,417 

Sub-Total 21,287 21,826 21,653 22,145 65,624 

Children & Families Services           
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C&F Social Work Services 18,851 20,725 20,578 20,651 61,954 

Health Visiting 1,769 1,773 1,759 1,800 5,332 

Sub-Total 20,620 22,498 22,337 22,451 67,286 

Direct Overheads & Support Services 4,923 1,401 1,432 1,482 4,314 

Indicative Proportion - Large Hospital Budget 21,600 21,600 21,600 21,600 64,800 

TOTALS 180,322 185,093 184,607 183,394 553,094 
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APPENDIX 5 – STAFFING PLAN AND STAFF UTILISATION 

(Figures as at 1st April, 2016) 
Service FTE ESTABLISHMENT 

AHPS AHPS (Allied Health Professionals) 502.30 

Business Support Business Support 24.03 

Health & Care Biggart Hospital 124.75 

 Girvan Community Hospital 30.08 

 Service Hubs 1.00 

 Adult Care Packages 22.34 

 Community Rehabilitation & Enablement Services 17.91 

 District Nursing 58.78 

 Lead Partnership – Continence and Community Equipment 10.33 

Health & Care Total 265.19 

Children Child Care Packages 0.20 

 Health Visiting 44.45 

Children Total 44.65 

Mental Health Addictions 22.14 

 Adult Mental Health Teams 42.70 

 Elderly Mental Health Teams 17.56 

 Learning Disability Service 12.00 

 Mental Health Management 2.00 

Mental Health Total 96.40 

Partnership Management Partnership Management 3.02 

OVERALL TOTAL - HEALTH 935.59 

Social Work & Council Children & Families Social Work 150.20 

 Criminal Justice Social Work 36.00 

 Community Care – Cross Client Services 57.67 

 Community Care – Learning Disabilities 68.05 

 Community Care – Mental Health 14.00 

 Community Care – Older People 338.61 

 Community Care – Physical Disabilities 29.50 

 Aids and Adaptations and Other 7.00 

OVERALL TOTAL - SOCIAL WORK & COUNCIL 701.03 

Directorate Directorate 8.50 

 OVERALL TOTAL - DIRECTORATE 8.50 

PARTNERSHIP TOTAL ESTABLISHMENT 1645.12 
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APPENDIX 6 – ORGANISATIONAL DEVELOPMENT PLAN 

The following Organisational Development Plan for the Partnership for the period 2016 – 2019 has been designed to take forward a programme of 
strategic development activity to support the transformational change agenda and the Management Team’s programme to create integrated 
community and primary care health and social care services.  In addition, the Plan is designed to ensure that those in a leadership role in the 
Partnership, the staff group within its scope and, where appropriate, those providing services on its behalf, receive the individual training, learning and 
support to fully undertake their roles in a way that delivers Best Value for all patients and service users. 

Action Projected outputs Timescale Action Owner 

Supporting Transformational Change  

Support Integration Joint Board Members to enhance their 
knowledge and fulfil their leadership role through a regular 
programme of workshops and briefings.  

Integration Joint Board Members are 
informed and skilled in the development of 
policy, utilisation of resources and in the 
oversight of services. 

2016-19 
with 

progress 
assessed 
annually 

Tim Eltringham 

Embed Partnership Vision, Mission & Values across the staff team 
and raise awareness in external providers. 

Identity of Partnership is established within 
the workforce and throughout service 
providers. 

31/03/17 Bill Gray 

Embed a personal outcomes approach as the cornerstone of the 
way in which people are supported in South Ayrshire by the 
H&SCP.  

Fundamental change in the approach of 
staff and providers to the way in which 
service users/patients are supported. 

31/03/17 Phil White 

Provide support and information for staff on the information sharing 
protocols of which the Partnership is part with specific focus on 
data security and privacy impact assessments.   

Better understanding of what information 
can be shared and accessed for the benefit 
of service users. 

31/03/17 Bill Gray 

Develop the management and leadership potential of supervisory 
staff below SMT level and support effective team building. 

Enhance management skills and improve 
supervisory skills. 

31/03/17 Organisational Development 

Provide ‘Delivering Change’ Workshops for teams and their 
employees to support transition. 

Support transition to partnership/integrated 
working. 

31/03/17 
and 

31/03/18 
Organisational Development 

In conjunction with the SSSC (1) develop thinking around workforce 
planning and (2) create workforce development resources which 
can be used by managers. 

Outline Workforce Plan in place for 
Partnership and workforce development 
resources available for Managers 

30/09/16 Bill Gray 
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Action Projected outputs Timescale Action Owner 

Learning & Training    

Arrange shared learning sessions with ‘lead services’ in other two 
Partnerships. 

Build understanding of Lead Partnership 
role and arrangements. 

2015/16 
and on-
going 

Organisational Development 

By means of a completed Training Needs Analysis exercise ensure 
that IJB and SPAG members have the training, learning and 
support necessary to fulfil and develop their roles within the 
Partnership.   

That individual IJB and SPAG members 
have the skills, knowledge, and personal 
development support necessary. 

2016-19 
with 

progress 
assessed 
annually 

Bill Gray 

Implement the Children and Families Social Work Learning and 
Development Strategy and Plan. 

Intended focus on service procedures, 
priorities, role and career development. 

31/03/17 
and 

31/03/18 
Lesley James 

Implement the Community Health & Care Learning and 
Development Strategy and Plan. 

Intended focus on service procedures, 
priorities, role and career development. 

31/03/17 
and 

31/03/18 
Kenneth Leinster 

Existing Partnership Learning & Development Activity (summarised 
in Environmental Map) 

Support service and organisation needs. 31/03/17 Jill Dunlop and Billy Fisher 

All appropriate Partnership based staff will complete Mandatory 
and Statutory Training (MAST).  

Staff have the necessary knowledge and 
skills to satisfactorily and safely undertake 
their roles. 

31/03/17 Tim Eltringham 

All staff within the scope of the Partnership will have a current PDP 
or PDR assessment and plan. 

Staff are supported by their line managers 
and employing organisations to fulfil their 
potential and to provide excellent services 
for patients and service users. 

31/03/17 Tim Eltringham 
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APPENDIX 7 – STRATEGIC COMMISSIONING ARRANGEMENTS  

7.1 Joint Strategic Commissioning, which has been adopted by the National Steering Group for Joint Strategic Commissioning, is defined in 
Scotland as being: 

“The term used for all the activities involved in assessing and forecasting needs, links investment to agreed desired outcomes, 
considering options, planning the nature, range and quality of future services and working in partnership to put these in place.  Joint 
commissioning is where these actions are undertaken by two or more agencies working together, typically health and local 
government, and often from a pooled or aligned budget”.14 

7.2 The complete Joint Strategic Commissioning process is set out in the following model15, which is based on the basic premise of Analyse, 
Plan, Deliver and Review. 

 

7.3 Given the current operating environment and funding constraints, it will not be desirable or viable for services to be delivered as they have 
been historically. Future versions of this Strategic Plan will provide an opportunity for the Partnership to design and commission services in 
new ways in collaboration with stakeholders.  This will be an output from its programme of service reviews. Currently the Partnership is 
reviewing its Mental Health, Learning Disability and Homecare Services.  These reviews will see the adoption by the Integration Joint 
Board of updated strategies and commissioning arrangements with outcome focussed action plans based on available resources.  

                                            
14

  “Joint Strategic Commissioning – A Definition - Joint Strategic Commissioning across adult health and social care” Scottish Government COSLA and NHS Scotland prepared by the National Steering Group for Joint 
Strategic Commissioning June 2012 http://www.jitscotland.org.uk/action-areas/commissioning/  

15
  Developed by the Institute of Public Care Oxford Brookes University. http://ipc.brookes.ac.uk/publications/pdf/Learning_Development_Framework.pdf  

http://www.jitscotland.org.uk/action-areas/commissioning/
http://ipc.brookes.ac.uk/publications/pdf/Learning_Development_Framework.pdf
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7.4 This process of review may lead to the Board reprioritising where it invests its resources as it makes decisions about how best to meet on-
going demand. 

7.5 This Strategic Plan recognises the important role of community capacity building and asset-based approaches in delivering effective local 
preventative interventions as an effective way of reducing unnecessary demand at the front door of the formal health and social care 
system (see Section 6 on Locality Planning). 

7.6 In Social Work Services the following is a snapshot of service commissioning and contracting across the different service areas: 

Community Care (Based on 2013-14 Information) 

Community Care Budget 2013-2014 £47,513,614 

In-house care at home 36% 

Externally Purchased care at home 64% 

Service User Information   

Recipients of care at home at 31-3-2014 1895 

Recipients of meals at home at 31-3-2014 414 

Recipients of community alarm service at 31-3-2014 2100 

Long-term Residents in care homes at 31-3-2014 879 

Residents who received care home respite 2013-2014 414 
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Breakdown of Externally Purchased Services 

2013-14 Financial Year   

Service Provided Total 

Advocacy £179,557 

Care at Home - Older People £6,693,633 

Respite Care at Home £222,047 

Residential Care – Adults £1,193,050 

Residential Care - Older People £14,724,775 

Residential Respite – Adults £189,835 

Residential Respite - Older People £682,894 

Support Service £287,918 

Supported Living – Adults £15,489,246 

Grand Total £39,662,955 

Children & Families (Based on 2013-14 Information) 

No. of Adopted Placements 41 

No. of Foster Placements 105 

No. of Custody Placements 7 

No. of Kinship Placements  55 

No. of Outwith Authority Fostering Placement 58 

No. of Outwith Authority Residential Care Placements 18 

No. of Outwith Authority Residential Education Placements 2100 

Long-term Residents in care homes at 31-3-2014 879 

Residents who received care home respite 2013-2014 414 
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2013-14 Financial Year   

Service Provided Total 

Addiction Services £3,000 

Additional Support £303,475 

Adult/Child Protection £3,058 

Child Disability £1,337,118 

Child Protection £83,423 

Childcare  £752,392 

Children’s Advocacy £676,462 

Children’s Hospice £15,000 

Familial Placement £2,264,084 

GIRFEC £50,866 

Outwith Authority Childcare £6,402,730 

Outwith Authority Childcare – Secure £307,998 

Residential Care  £414,026 

SAC Residential Care £5,890 

Support for Carers £571,599 

Young People Support & Transition £269,488 

Youth Support £48,990 

Grand Total £13,509,598 

Criminal Justice (Based on 2013-14 Information) 

2013-14 Financial Year   

Service Provided Total 

Criminal Justice Authority £107,128 

Violence Against Women £314.006 

Youth Justice £37,000 

Grand Total £458,134 



    

92 
 

APPENDIX 8 – THE INTEGRATED CARE FUND PLAN  

8.1  The Integrated Care Fund, which comprises funding from the Scottish Government. The Fund has been established to help partnerships 
address challenges from adults (including older people) suffering from a range of co-existing long-term diseases and conditions – ‘multi-
morbidity’, i.e. 

8.1.1  “Integrated Care Fund Plans should focus on tackling the challenges associated with multiple and chronic illnesses for both adults 
and older people. 

8.1.2  The Integrated Care Fund should, therefore, be used to test and deliver a matrix of supports and interventions to improve health 
and wellbeing outcomes through, for example: deepening our focus on improving personal outcomes, supporting health literacy 
and adopting a co-production approach; using technology to enable greater choice and control; and adopting an assets-based 
societal model to improve population health and wellbeing.  Plans should build on learning from Reshaping Care for Older People 
and extend the reach of successful approaches to the priority actions for partnerships set out in the National Action Plan for Multi-
morbidity.  

8.1.3  The use of the Integrated Care Fund should include strands that will lead to reduced demand for emergency hospital activity and 
emergency admissions.  Investment in existing institutional bed capacity such as long stay beds should not form part of the plans 
for the use of the Integrated Care Fund.” 

8.2  Six key principles underpin the approach: 

 Co-production – the use of the Fund is to be developed in partnership, primarily between health, social care, housing, Third sector, 
Independent sector, people who use support and services, and unpaid carers. It should take an inclusive and collaborative local 
approach that seeks out and fully supports the participation of the full range of stakeholders, particularly the Third Sector, in the 
assessment of priorities and delivery of innovative ways to deliver better outcomes. 

 Sustainability – the Fund needs to lead to change that can be evidenced as making a difference that is sustainable and can be 
embedded through mainstream integrated funding sources in the future. 

 Locality – the locality aspects must include input from professionals, staff, users and carers, and the public. Partnerships should 
develop plans with the people who best know the needs and wishes of the local population.  Such a bottom-up approach should 
maximise the contribution of local assets including the Third sector, volunteers and existing community networks.  Partners will be 
expected to weight the use of their funding to areas of greatest need. 

 Leverage – the funding represents around 1% of the total spend on adult health and social care so must be able to support, unlock 
and improve the use of the total resource envelope.  The approach to strategic commissioning will be key to this.  It is important that 
the use of this resource is embedded in the strategic commissioning process. 
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 Involvement – Partnerships should take a co-production, co-operative, participatory approach, ensuring the rights of people who 
use support and services and unpaid carers are central to the design and delivery of new ways of working – delivering support and 
services based on an equal and reciprocal person-centred relationship between providers, users, families and communities.  These 
relationships should be evidenced within each Partnership’s plans.  

 Outcomes – Partnerships will be expected to link the use of the funds to the delivery of integrated health and wellbeing outcomes 
for adult health and social care which will be the responsibility of the Integration Joint Boards. 

8.3  The allocations for South Ayrshire in the period to 31st March, 2018 are £2.34m per annum.  

8.4 In 2015-16 the approach adopted in the development of the plan for the use of the Integrated Care Fund in South Ayrshire was: 

 To build on Change Fund work with strong evidence of impacting on stated outcomes and with a strong fit with the criteria of the 
ICF; 

 To engage with the clinical lead for the Joint Improvement Team to ensure the South Ayrshire approach was appropriate; 

 To link to salient pre-existing work areas within Ayrshire and Arran and South Ayrshire, including the Telehealthcare Ayrshire-wide 
work (including European SmartCare and Health4You), anticipatory care planning and self-management and co-creation; 

 To involve a comprehensive range of stakeholders to identify areas of work and key interventions that were priorities for initial 
investment from the ICF; 

 To share thinking with North and East Ayrshire Partnerships together with the Acute Directorate; 

 To integrated thinking and investment in relation to the ‘top-sliced’ component of ICF for Innovation and Telehealthcare within the 
Plan; and 

 To ensure the Plan was congruent with the general strategic direction set out in the Partnership’s Strategic Plan. 

8.5  Vital component parts of the Change Fund programme were prioritised and were integrated within the ICF programme (for example, 
Community Capacity Programme, Carers Support, Community Ward, work within Girvan Hub and Medicines Management). 

8.6 The ICF programme for 2016-17 was approved by the IJB at its meeting on 20th April, 2016, and can be found at the following link: 
http://www.south-ayrshire.gov.uk/health-social-care-partnership/documents/item%207%20-
%20integrated%20care%20fund%2020%2004%202016.pdf 

 

http://www.south-ayrshire.gov.uk/health-social-care-partnership/documents/item%207%20-%20integrated%20care%20fund%2020%2004%202016.pdf
http://www.south-ayrshire.gov.uk/health-social-care-partnership/documents/item%207%20-%20integrated%20care%20fund%2020%2004%202016.pdf
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APPENDIX 9– PARTNERSHIP PERFORMANCE FRAMEWORK 

South Ayrshire Health and Social Care Partnership Performance Report   

Community Health and Care, Children’s Health Care and Criminal Justice 

     

 
No concerns 

 
Some concerns 

 
Major concerns 

 

A We will work to reduce the inequality gradient and in particular health inequality 

            

Performance measure 

reference and description 
Values and targets recorded against performance 

measure covering the last three years  
Status Trend 

Manager 

Responsible 

Explanation of the performance against the measure and any planned remedial 

action to address any issues or underperformance 
 
1. Premature mortality rate.  

(Under 75s age-
standardised death rates 
for all causes per 100,000 
popn). 

     

  
2. Emergency  Hospital 

Admission rates for the 
75+ (per 100,000 popn) 

     

      

3. Emergency Inpatient Bed 
Day Rate 

     

 
4. Average score of adults 

on Warwick Edinburgh 
Mental Wellbeing Score 
(WEMWBS) 

     

 
5. Deaths from suicide and 

undetermined intent.  5 
year rolling average 
number and directly 
age/sex standardised rate 
(per 100,000 population) 

     

 

 
Improving 

 
Declining 

 
No change  
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6.  Rate of drug related 
hospital stays (per 
100,000 population) 

     

 

7.  Rate of alcohol related 
hospital stays (per 
100,000 population) 

     

 

 

9.  Rate of drug related 
mortality (per 100,000 
population) 

     

 

10  Number of drug related 
deaths 

     

  

11.  The number of alcohol 
brief interventions 
delivered in accordance 
with the HEAT Standard 
guidance and percentage 
of target 

     

 

12.  Number of Take Home 
Naloxone Kits distributed 
to individuals at risk of 
opiate overdose, 
cumulative total and 
percentage of the drug 
prevalence rate (DPR) 

     

 

13. Percentage of clients 
waiting more than three 
weeks between referral to 
a specialist drug service 
and commencement of 
treatment 

     

 

 
 
 

Performance measure 

reference and description 
Values and targets recorded against performance 

measure covering the last three years  
Status Trend 

Manager 

Responsible 

Explanation of the performance against the measure and any planned remedial 

action to address any issues or underperformance 

8.  Rate of alcohol related 
mortality (per 100,000 
population) 
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14.  Percentage of clients 
waiting more than three 
weeks between referral to 
a specialist alcohol 
service and 
commencement of 
treatment 

     

 

(B) We will protect children and vulnerable adults from harm 

            

Performance measure 

reference and description 
Values and targets recorded against performance 

measure covering the last three years  
Status Trend 

Manager 

Responsible 

Explanation of the performance against the measure and any planned remedial 

action to address any issues or underperformance 
 
1. Percentage of new 

Children’s Hearing 
Reports completed on 
time 

     

 

2. Percentage of core 
groups convened within 
15 days 

     

 

3. Percentage of children 
identified as being at risk 
of harm receiving an initial 
risk assessment within 5 
days 

     

 

4.  Percentage of child care 
concern referrals 
receiving an assessment 
of need within 5 days 

     

 

5. Number of children who 
are on the child protection 
register for 18 months or 
more 

     

 

6. Number of children who 
are re-registered on the 
child protection register 
within 12 months 
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Performance measure 

reference and description 
Values and targets recorded against performance 

measure covering the last three years  
Status Trend 

Manager 

Responsible 

Explanation of the performance against the measure and any planned remedial 

action to address any issues or underperformance 
  

7. Percentage of Child 
Protection Review Case 
Conferences convened 
within agreed National 
Guidance timescales 

     

 

8. Percentage of Child 
Protection Case 
Conference minutes 
including Child Protection 
Plan distributed within 
target timescales (10 
days) 

     

 

9. Percentage of Child 
Protection Initial Case 
Conference minutes 
including Child Protection 
Plan distributed within 
target timescales (5 days) 

     

 
 

10. Percentage of children 
and young people 
consulted who report that 
they feel safer as a result 
of involvement with Child 
Protection processes 

     

  
11. Percentage of audited 

Children and Family case 
files where chronologies 
have been evaluated as 
being ‘good’ or better 

     

 

12. Percentage of High Risk 
Pregnancy initial risk 
assessments completed 
by week 24 of pregnancy 
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Performance measure 

reference and description 
Values and targets recorded against performance 

measure covering the last three years  
Status Trend 

Manager 

Responsible 

Explanation of the performance against the measure and any planned remedial 

action to address any issues or underperformance 
  

13. Percentage of High Risk 
Pregnancy Case 
Conferences completed 
within target timescales 
(as soon as possible after 
notification; within 21 days 
and by week 28 of 
pregnancy) 

     

 

14. Percentage of individuals 
subject to Throughcare 
Licence conditions seen 
by a Supervising Officer 
within 24 working hours 

     

 

15. Percentage of Criminal 
Justice Social Work 
Reports submitted to 
court by due date 

     

 

16. Percentage of Home 
Background/Home Leave 
Reports submitted within 
timescales 

     

 

17. Percentage of individuals 
placed on Community 
Payback Orders with 
Offender Supervision 
seen within 5 days of 
court appearance 

     

 

18. Percentage of individuals 
placed on Community 
Payback Orders (unpaid 
work/other activity) 
undertaking Health & 
Safety induction within 5 
days of court appearance 
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Performance measure 

reference and description 
Values and targets recorded against performance 

measure covering the last three years  
Status Trend 

Manager 

Responsible 

Explanation of the performance against the measure and any planned remedial 

action to address any issues or underperformance 
 

19. Percentage of individuals 
placed on Community 
Payback Order (unpaid 
work/other activity) who 
attend 1st work 
appointment within 7 days 
of court appearance 

     

 

20. Percentage of case 
reviews held within 
timescales 

     

 

21. Percentage of ICMs 
(Integrated Case 
Management) attended by 
a Social Worker 

     

 

22. Number of Alcohol Brief 
Intervention/ Audits 
undertaken 

     

 

23. Percentage of reports to 
the Scottish Court which 
provide a LS-CMI 
assessment and analysis 
of risk 

     

  
25. Percentage of Criminal 

Justice case files which 
have a chronology 
recorded on file 

     

 

26. Percentage of audited 
Criminal Justice case files 
where chronologies have 
been evaluated as being 
‘good’ or better 

     

 
27. Percentage of Unpaid 

Work Level 1 Community 
Payback Orders 
completed within 3 
months timescale (Target 
End Date) 
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Performance measure 

reference and description 
Values and targets recorded against performance 

measure covering the last three years  
Status Trend 

Manager 

Responsible 

Explanation of the performance against the measure and any planned remedial 

action to address any issues or underperformance 
   

28. Percentage of Unpaid 
Work Level 2 Community 
Payback Orders 
completed within 6 
months timescale (Target 
end Date) 

     

 

29. Percentage of Community 
Payback Orders (unpaid 
work/ other activity) in 
breach (Male/Female) 

     

 

30. Percentage of Community 
Payback Orders (offender 
supervision) in breach 
(Male/Female) 

     

 

31. Percentage of young 
people successfully 
diverted from adult 
criminal justice 
involvement 

     

  

32. Percentage of Criminal 
Justice service users 
accessing social leisure 
activities or groups within 
their local communities 

     

   

(C) We will ensure children have the best possible start in life 

            

Performance measure 

reference and description 
Values and targets recorded against performance 

measure covering the last three years  

14/15v 

target 

14/15v 

13/14 

Manager 

Responsible 

Explanation of the performance against the measure and any planned remedial 

action to address any issues or underperformance 
 
1. Percentage of Looked 

After Children who are 
seen by a supervising 
officer within 15 days 
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2. Percentage of total 
number of Looked After 
Children at home with 
parents 

     

 

3. Percentage of total 
number of Looked After 
Children in kinship care 

     

 

4. Percentage of total 
number of Looked After 
Children in foster 
placement with local 
authority carers 

     

 

5. Percentage of total 
number of Looked After 
Children in foster 
placement with private 
foster agencies 

     

 

6. Percentage of total 
number of Looked After 
Children in residential 
placements with private 
providers 

     

      

7. Percentage of total 
number of Looked After 
Children in local authority 
residential placements 

     

 

8. Percentage of total 
number of Looked After 
Children with supported 
accommodation carers 

     

 

9. Balance of Care for 
looked after children: 
Percentage of children 
being looked after in the 
Community 

     

 

10. The gross cost of 
"children looked after" in 
residential based services 
per child per week £ 
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Performance measure 

reference and description 
Values and targets recorded against performance 

measure covering the last three years  
Status Trend 

Manager 

Responsible 

Explanation of the performance against the measure and any planned remedial 

action to address any issues or underperformance 
    
11. The gross cost of 

"children looked after" in a 
community setting per 
child per week £ 

     

 

12. Number of placements 
where there has been 2 or 
more disruptions or 
unplanned moves with 
internal carers – total 

     

 

13. Number of placements 
where there has been 2 or 
more disruptions or 
unplanned moves with 
external carers - total 

     

 
14. Percentage of children 

with permanency plans 
where permanency is 
concluded within 18 
months of 
accommodation 

     

  
15. Percentage of children in 

foster care or local 
authority residential units 
who are either 
rehabilitated back into the 
family home or approved 
for permanency within 6 
months of admission 

     

      

16. Percentage of audited 
child assessments and 
plans which evidence that 
the child’s views have 
been taken into account 
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Performance measure 

reference and description 
Values and targets recorded against performance 

measure covering the last three years  
Status Trend 

Manager 

Responsible 

Explanation of the performance against the measure and any planned remedial 

action to address any issues or underperformance 

 
17. Percentage of eligible 

young adults with 
disabilities who are aged 
19+ and who are outwith 
education who have 
seamlessly transitioned to 
adult services 

     

 
18. Percentage of looked 

after children who have 
received a health 
assessment within 4 
weeks of notification 

     

 
19. Percentage of looked 

after school age children 
who have received a 
Mental Health and 
Emotional Wellbeing 
assessment 

     

 
 

20. Percentage of looked 
after and accommodated 
school age children who 
have received an annual 
health review 

     

  
21. Percentage of children 

who have received 100 
Percentage of universal 
health visiting contacts 

     

 

D We will support people to live independently and healthily in local communities 

            

Performance measure 

reference and description 
Values and targets recorded against performance 

measure covering the last three years  
Status Trend 

Manager 

Responsible 

Explanation of the performance against the measure and any planned remedial 

action to address any issues or underperformance 
 
1.   % of surveyed Adults who 

are able to look after their 
health very well or quite 
well 
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Performance measure 

reference and description 
Values and targets recorded against performance 

measure covering the last three years  
Status Trend 

Manager 

Responsible 

Explanation of the performance against the measure and any planned remedial 

action to address any issues or underperformance 
  

2.   % of surveyed Adults who 
are supported at home 
who agree that they are 
supported to live as 
independently as 
possible.  National 
Integration Measure 

      

 

3.  % of assessed Adults who 
are supported at home 
who agree that they are 
supported to live as 
independently as 
possible.  Local 
Performance Measure 

     

 

4.  % of surveyed Adults 
supported at home who 
agree that they had a say 
in how their help, care or 
support was provided.  
National Integration 
Measure 

     

 

5.  % of assessed Adults 
supported at home who 
agree that they had a say 
in how their help, care or 
support was provided.  
Local Performance 
Measure 

     

 

6.  % of surveyed Adults 
receiving care or support 
who rate it as excellent or 
good. 

      

 
 

7.  % of surveyed Adults 
supported at home who 
agree that their services 
and support had an 
impact in improving or 
maintaining their quality of 
life.  National Integration 
Measure 
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Performance measure 

reference and description 
Values and targets recorded against performance 

measure covering the last three years  
Status Trend 

Manager 

Responsible 

Explanation of the performance against the measure and any planned remedial 

action to address any issues or underperformance 
    
8.  % of surveyed Adults 

supported at home who 
agree they felt safe 

      

 

9.  % of surveyed carers who 
feel supported to continue 
in their caring role 

     

  

10.  No. of Carers who have 
had a carers assessment 

     

  

12.   % of service users who 
agree that the 
Enablement service they 
received improved or 
maintained their quality of 
life. 

     

 

13.   % of service users who 
are fully enabled following 
a period of Enablement 

     

 
14.  % of Adults requiring 

intensive care needs 
(personal care) receiving 
care at home 

     

 

15.  % of people aged 65+ 
with intensive needs (10+ 
hours) receiving care at 
home 

     

 
16.  Proportion of last 6 

months of life spent at 
home or in a community 
setting 

     

 
17.  Older Persons Home 

Care costs per hour  
     

 
18.  Deaths by Cancer by age 

standardised mortality 
rate (per 100,000 
population)  
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Performance measure 

reference and description 
Values and targets recorded against performance 

measure covering the last three years  
Status Trend 

Manager 

Responsible 

Explanation of the performance against the measure and any planned remedial 

action to address any issues or underperformance 
   
19.   Premature deaths by 

Stroke by age 
standardised mortality 
rate per 100,000 
population. 

     

  

20.  Premature deaths by 
CHD by age standardised 
mortality rate per 100,000 
population.  

     

 

21.   Number of hospital 
episodes for people aged 
65+ with Long Term 
Conditions 

     

  

22.  Number of Hospital Bed 
days used for people 
aged 65+ with Long Term 
Conditions 

     

 
23.  % of patients who 

commence Psychological 
Therapy treatment within 
18 weeks of referral 

     

24. Proportion of care 
services graded “good” 
(4) or better in Care 
Inspectorate Inspections 

     

 
 

25.  No. of Emergency 
Hospital admissions from 
Care Homes 

     

26. % admitted to care homes 
from previous setting 
(Previous setting including 
Admitted from Home, 
from Hospital, following 
Emergency Respite or 
Graduated from 
Intermediate Care) 
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E We will prioritise preventative, anticipatory & early intervention approaches 

            

Performance measure 
reference and description 

Values and targets recorded against performance 
measure covering the last three years  

Status Trend 
Manager 

Responsible 
Explanation of the performance against the measure and any planned remedial 

action to address any issues or underperformance 
 
1.   Rate of falls emergency 

admissions per 1,000 
population 

 (For 65+ age group) 
     

 

2.  Number of Adults in 
receipt of basic Telecare      

 
3.  Number of Adults in 

receipt of Enhanced 
Telecare 

     

  
4.  Proportion aged 75+ with 

Telecare Package      

   

F We will proactively integrate health and social care services and resources 

            

Performance measure 

reference and description 
Values and targets recorded against performance 

measure covering the last three years  

14/15v 

target 

14/15v 

13/14 

Manager 

Responsible 

Explanation of the performance against the measure and any planned remedial 

action to address any issues or underperformance 
 
1.  % of surveyed Adults 

supported at home who 
agree that their health and 
care services seemed to 
be well co-ordinated 

     

 
2.  % of surveyed people with 

positive experience of the 
care provided by their GP 
Practice 

     

      

3.  % of surveyed Adults 
satisfied with Social Care 
or Social Work services 
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Performance measure 

reference and description 
Values and targets recorded against performance 

measure covering the last three years  

14/15v 

target 

14/15v 

13/14 

Manager 

Responsible 

Explanation of the performance against the measure and any planned remedial 

action to address any issues or underperformance 
 
4.  No. of people waiting 

more than 14 days for 
discharge from hospital 

     

 
5.  No. of days people spend 

in hospital when they are 
ready to be discharged 
(per 100,000 population) 

     

 
6.  % health and care spend 

where patient was 
admitted as an 
emergency (all ages) 

     

   

G We will develop local responses to local needs 

            

Performance measure 

reference and description 
Values and targets recorded against performance 

measure covering the last three years  

14/15v 

target 

14/15v 

13/14 

Manager 

Responsible 

Explanation of the performance against the measure and any planned remedial 

action to address any issues or underperformance 
  
1. % of service users 

receiving each SDS 
option 

      

 
2.  Self Directed Support 

(Direct Payments) spend 
on adults 18+ as a % of 
total social work spend on 
adults 18+ 

     

      

3. No. of Adult Protection 
Referrals 
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(I) We will support and develop our staff and local people 

            

Performance measure 
reference and description 

Values and targets recorded against performance 
measure covering the last three years  

14/15v 
target 

14/15v 
13/14 

Manager 
Responsible 

Explanation of the performance against the measure and any planned remedial 
action to address any issues or underperformance 

 
1. Percentage of staff within 

Children and Families 
who have received a PDR 
in the last 12 months 

     

 
 

2. Percentage of Children’s 
Health staff undertaking 
mandatory Child 
Protection training every 3 
years 

     

 

3. Percentage of staff within 
Children’s Health who 
have received a PDR in 
the last 12 months 

     

 

4. Percentage of Children’s 
Health staff that have 
undertaken mandatory 
Equality and Diversity 
training 

     

 
5. Percentage of Children’s 

Health staff undertaking 
mandatory Adult 
Protection training every 3 
years 

     

 
6. Percentage of care staff 

with required 
qualifications in local 
authority residential 
children’s homes 

     

 
7. Percentage of staff within 

Criminal Justice who have 
received a PDR in the last 
12 months 
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(J) We will operate sound strategic and operational management systems and processes 

            

Performance measure 
reference and description 

Values and targets recorded against performance 
measure covering the last three years  

14/15v 
target 

14/15v 
13/14 

Manager 
Responsible 

Explanation of the performance against the measure and any planned remedial 
action to address any issues or underperformance 

 
1. Number of requirements 

issued to regulated 
services (i.e. Fostering 
and Adoption, 
Cunningham Place, 
Woodhead Road, 
Supported Carers) 

     

 
2. Number of 

recommendations issued 
to regulated services (i.e. 
Fostering and Adoption, 
Cunningham Place, 
Woodhead Road, 
Supported Carers) 

     

 
3. Proportion of regulated 

services graded ‘good’ or 
better in Care 
Inspectorate inspections 

     

 
4. Percentage of Stage 2 

complaints which were 
partially or fully upheld – 
Children and Families 

     

 
5. Number of Stage 2 

complaints which were 
partially or fully upheld – 
Children and Families 

     

 
6. Percentage of Stage 2 

complaints which were 
partially or fully upheld – 
Criminal Justice 
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Performance measure 

reference and description 
Values and targets recorded against performance 

measure covering the last three years  
Status Trend 

Manager 

Responsible 

Explanation of the performance against the measure and any planned remedial 

action to address any issues or underperformance 
 
7. Number of Stage 2 

complaints which were 
partially or fully upheld – 
Criminal Justice 

     

 

8.   % AP Inquiries completed 
within target timescale      

 
9.   % AP Investigations 

completed within target 
timescale 
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NATIONAL HEALTH AND WELLBEING OUTCOMES LINKED TO NATIONAL CORE INDICATORS  

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 ,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. 

 Percentage of adults able to look after their 
health very well or quite well.  

 Premature mortality rate. 

 Emergency admission rate. 

 Percentage of adults supported at home 
who agree that they are supported to live as 
independently as possible. 

 Emergency admission rate 

 Percentage of adults with intensive care 
needs receiving care at home. 

 End of life care 

 Delayed Discharge bed days 

 Percentage of adults supported at home who agree that 
their health and care services seemed to be well 
coordinated. 

 Percentage of adults receiving any care or support who 
rate it as excellent or good 

 Percentage of people with positive experiences of 
accessing their GP practice. 

 End of life care 

 Proportion of care services graded "good” or above in 
Care Inspectorate inspections. 

Outcome 4: Health and social care services are 
centred on helping to maintain or improve the 
quality of life of service users.  

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

Outcome 6: People who provide unpaid care are supported 
to reduce the potential impact of their caring role on their 
own health and wellbeing. 

 Percentage of adults supported at home who 
agree that their services and support had an 
impact in improving or maintaining their quality 
of life. 

 Emergency admission rate. 

 Delayed discharge bed days. 

 Premature mortality rates 

 Emergency admission rate 

 Percentage of carers who feel supported to continue in 
their caring role. 

 Percentage of adults with intensive care needs receiving 
care at home. 

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

Outcome 9: Resources are used effectively in the provision 
of health and social care services without waste.  

 Percentage of adults supported at home who 
agree that they felt safe 

 Suicide rate 

 Readmission to hospital within 28 days 

 Falls 

 Percentage of staff who say they would 
recommend their workplace as a good 
place to work. 

 Readmission to hospital within 28 days 

 Delayed discharge bed days 

 Percentage of health and care resource spend on 
hospital stays where the patient was admitted in an 
emergency 

 Expenditure on End of Life care. 
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APPENDIX 10 – STRATEGIC RISK REGISTER 

The South Ayrshire Health and Social Care Partnership Strategic Risk Register, which now contains an identified 14 high level risks, has been aligned 
to the achievement of the outcomes in this Strategic Plan.  Risk owners are nominated for each of the risks to ensure there is clear accountability and 
responsibility in terms of their management. Detail is provided on risk mitigations – both current and proposed.  Target dates are recorded in respect of 
the achievement of the proposed mitigations.  A status icon (Figure 3) is also displayed along with a calculation from Risk Owners on percentage 
completion of the mitigating actions.  

This information will be closely analysed by the Integration Joint Board (IJB) and assists in determining decisions on reducing or increasing risk ratings 
using the matrix at Figure 2. 

New risk identification is considered against a broad range of risk types and these are represented at Figure 1.  It is worth noting that many challenges 
facing the IJB are determined on a national basis and cannot be influenced locally – on this basis Risk Owners will consider ways to mitigate where 
possible within the constraints imposed and continue to monitor the situation closely. 

The baseline information provided in this Appendix was published on 9th November 2015. 

 
  Fig 1                                                          Fig 2                                                                                                                                                           Fig 3 
 

 
 Impact  Likelihood  

1 Negligible   1 Remote Chance  

2 Minor  2 Unlikely  

3 Moderate  3 Possible  

4 Major  4 Likely  

5 Critical  5 Very Likely  

6 Catastrophic  6 Almost Certain  

 

On Target 

 

Not on target – some 
concerns 

 

Not on target – major 
concerns 

 

 

Political

Economic Social

Legal/

Regulatory
Environ-

mental
Competitive Customer/

Citizen

Managerial/

Professional
Financial Health & 

safety

Partnership/

Contractual
Physical

Techno-

logical



 

114 

 

Headline Potential Risk Cause Potential Effect 
Current Risk 

Score 
Current Mitigations 

Proposed Mitigations 
(with dates) 

Status Progress 
Bar 

Ownership 

Demographic  
Pressure 
 
We will prioritise 
preventative, 
anticipatory and 
early intervention 
approaches. 

The projected 

rise in demand 

will be unable to 

be sustained 

through current 

approaches and 

with the existing 

level of resource. 

An ageing population is 

increasing demand for 

health and social care 

services at a time of 

financial constraint: 

Between 2012 and 2022, it 

is predicted that the 85 

Years+ population in 

South Ayrshire will rise 

from around 3,300 to 

4,500 - an increase of 

26%; 

Many of these older 

people will live in single 

occupancy households; 

Many of these older 

people will have extended 

families who do not live 

locally; and whilst 

emphasising that many of 

these older people will live 

healthy, active lives, 

Contributing to South 

Ayrshire in many ways, a 

significant percentage will 

live with a range of health 

conditions (often many at 

the same time) and will 

require substantial health 

and social care support. 

There will be 
insufficient 
resource 
available to 
meet demand, 
people will 
require to wait 
for services and 
pressure will 
mount on the 
acute hospital 
sector as a 
result of 
insufficient 
capacity in 
community 
services. 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
20 

1. Additional funding of £1m 

approved for Social Care Services 

in 2015-16. 

 

2. The creation of the Health & 

Social Care Partnership provides 

opportunities for efficiency in the 

use of resources through 

integration and service redesign. 

 

3. Close working relationship with 

Acute Hospital Sector developed 

and implemented. 

 

4. Integrated Care Fund available 

to test and deliver new 

approached in adult services. 

 

5. Existing contribution by the 3rd 

Sector. 

1. Further refine financial model in terms 
of demand -v- provision. (31.03.16)   

Accountable - 
Tim Eltringham, 
Director of 
Health and 
Social Care 
 
Managed by - 
Tim Eltringham, 
Director of 
Health and 
Social Care 

2. Review of Home Care Service. 
(31.03.16)  

 

3. Review of Services for Learning 
Disability. (31.03.16)   

4. Review of Services for Mental 
Health. (31.03.16)  

 

5. Development of capacity in local 
communities though Neighbourhood 
Planning Initiative. Due to start April 
2016. (31.03.18) 

  

6. Establishment of locality planning 
groups to develop local assets based 
approach. (01.04.15) 

 

 

7. Development of Anticipatory Care 
Planning, preventative approaches 
and focus on individual outcomes. 
(31.03.18) 

  

8. Implementation of new ICT systems 
leading to improved efficiency in service 
provision. (31.12.17) 

 

 

9. Updated Organisational Development 
Plan in place with a focus on integration, 
prevention and outcomes. (31.03.16) 
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Headline Potential Risk Cause Potential Effect 
Current Risk 

Score 
Current Mitigations 

Proposed Mitigations 
(with dates) 

Status Progress 
Bar 

Ownership 

Health 
Inequalities 
 
We will work to 
reduce the 
inequality 
gradient and, in 
particular, address 
health inequality. 

Some people's 

life chances are 

poorer than 

others and have a 

negative impact 

on their health 

and wellbeing. 

Global forces, political 

priorities, societal factors, 

economy and work, 

physical, education and 

learning, social and 

cultural both in terms of 

the individual and the 

wider environment. 

Life expectancy 
remains below 
average, the 
prevalence of 
disease is 
higher, care 
needs are 
greater and 
there is a 
greater 
incidence of 
substance 
misuse and 
excessive 
consumption. 

 

 
 

20 

1. Focus for Health & Social Care 

Partnership through approved 

Strategic Plan. 

 

2. Role of Alcohol and Drugs 

Partnership. 

 

3. Established Health Education 

Programmes administered by 

NHS Public Health. 

1. Future local focus on issues within 

local communities through locality and 

neighbourhood planning. (31.03.18) 
  Accountable - 

Tim Eltringham, 
Director of 
Health and 
Social Care 
 
Managed by - 
Bill Gray, 
Proje ct 
Planning & 
Performance 
Manager 

2. Future focus on early intervention and 

prevention. (31.03.18)   

3. Community Planning Health and 

Wellbeing Strategic Delivery Partnership 

will have tackling Inequalities and Health 

Inequalities as primary focus of its 

agenda going forward. (31.03.18) 

 

 

Unplanned 
Admissions 
 
We will support 
people to live 
independently and 
healthily in local 
communities. 

The number of 

unplanned 

admissions to 

hospital increases 

or remains the 

same against a 

background of 

increasing 

demand. 

Continuing on-going 

presentations from 

multiple sources. There is 

a lack of community-based 

alternatives to A&E where 

appropriate. There is a 

culture of direct access to 

A&E and consequently 

hospital based services in 

Ayrshire. National funding 

decisions. 

People are 

admitted to 

hospital when 

they could be 

cared for or 

treated in other 

ways and high 

cost base is 

maintained or 

increases. 
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1. Winter Plan in place for 2015-16 

across 3 Ayrshire Partnerships 

and NHS Ayrshire & Arran. 

2. Health Board Improving Patient 

Experience Programme Board 

established as part of Winter 

Planning. 

3. Pan-Ayrshire Group comprising 

three Partnerships and Acute 

Sector with this as an area of 

focus. 

4. Liaison events between South 

Ayrshire Partnership Senior 

Management and Ayr Hospital 

established. 

5. Partnership Strategic Plan in 

place which prioritises prevention 

and early intervention and 

approaches designed to support 

people at home and in their 

communities. 

1. Development work on care pathways, 
including patients pathway to pull 
patients to Biggart being developed – 2 
pathways via AHP to AHP and Geriatric 
Liaison Nurse to AHP. (31.03.16) 

 

 

Accountable -
Kenny Leinster, 
Head of 
Community 
Health & Care 
 
Managed by - 
Phil White, 
Partnership 
Facilitator/ 
Andrew Moore, 
Associate 
Nurse Director 

2. Development work on Telehealth/ 
Telecare (31.03.16 and on-going)  

 

3. Anticipatory Care Planning (ACP) – a 
project group has been established to 
take forward ACPs. The initial focus will 
be on developing a robust project plan 
and establishing the first test of change.   
(First Test of Change by end Nov 15, 
then incremental roll out starting with Ayr 
GP Practices (30.11.15 and on-going) 

 

 
 
 
 
 

4. Conversion of 6 beds at Biggart 
Hospital to AHP led service in Urquhart 
Ward as part of a project to develop a 
new model of care. (31.03.16) 
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Headline Potential Risk Cause Potential Effect 
Current Risk 

Score 
Current Mitigations 

Proposed Mitigations 
(with dates) 

Status Progress 
Bar 

Ownership 

Adult Support 
and Protection 
 
We will protect 
children and 
vulnerable adults 
from harm. 

There is a risk that 

the Council and 

the Health and 

Social Care 

Partnership fail to 

provide adequate 

adult support and 

protection 

 

 

 

 

Effectiveness of policies, 

processes, systems and 

procedures. Budget 

reductions and need for 

on-going efficiencies to 

meet national and local 

savings targets while 

facing demographic and 

other pressures including 

shifting the balance of 

care from the Acute to the 

Community Sectors. 

Pressures on staffing, 

including staff recruitment 

and retention. Ineffective 

partnership working. 

Ineffective sharing of 

information. Lack of 

development of 

appropriate monitoring 

systems. 

Adult Support & Protection 

referrals have doubled in 

the last two years and 

continue to rise. 

Resources deployed in 

this regard have remained 

constant over this period. 

 

 

 

 

 

 

 

 

 

 

Accident, 

incident or crime 

resulting in harm 

or abuse to an 

adult. Legal 

prosecutionIcivil 

litigation. 

Significant 

damage to 

reputation of 

Health and 

Social Care 

Partnership, 

Council and 

other 

Community 

Planning 

Partners. 

Financial impact 

of any 

prosecution or 

claims made. 
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1. Structure of groups and 

governance - Adult Officers 

Group, Multi-Agency Public 

Protection Arrangements 

(MAPPA), Adult Protection (AP) 

Committee and Chief Officers 

Group (COG). All Groups meet 

regularly. An Independent Chair of 

the Adult Protection Committee is 

in place. Multi-Agency Public 

Protection Arrangements 

(MAPPA) - have a robust support 

arrangement in place, currently, 

which will provide a basis for 

development, but additional 

support will be required once 

violent offenders are subject to 

MAPPA processes and monitoring 

arrangements 

2. Procedures in relation to Adult 

Protection are in place. 

3. Community Care has developed 

a single case recording policy. It 

provides definitive guidance to 

staff as to best practice in case file 

management. An audit process for 

case recording is in place. In 

addition, a self-evaluation process 

is in place for adult protection. 

4. Internal and multi-agency Adult 

Protection self-evaluation audits 

and file reviews. 

5. On-going training for AP. 

Training in relation to AP has been 

developed on a Pan Ayrshire 

basis to allow staff to undertake 

their roles in terms of the Act. 

 

1. Replacement of out-dated SWIS 
computer system for Social Work with 
modern highly functional system that will 
facilitate and contribute to the efficient 
and effective administration of issues 
relating to Adult Social Care Services. 
(31.12.17) 

  

Accountable - 
Tim Eltringham, 
Director of 
Health and 
Social Care 
 
Managed by -  
Kenny Leinster, 
Head of 
Community 
Health and 
Care Services 
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Headline Potential Risk Cause Potential Effect 
Current Risk 

Score 
Current Mitigations 

Proposed Mitigations 
(with dates) 

Status Progress 
Bar 

Ownership 

 

 

 

 

 

 

 

New MAPPA (Multi-

Agency Public Protection 

Arrangements) guidance 

is anticipated. Changes to 

include serious violent 

offenders as well as 

registered sex offenders. 

This is not expected to be 

accompanied by additional 

funding. 

 

 

 

 

 

 

Impact on 

resource 

allocation. It is 

anticipated that 

new MAPPA 

guidance will 

result in a 50% 

increase in 

workload 

despite Scottish 

Government 

estimate of 15%. 

It could also 

result in an 

inability to meet 

the intentions of 

the guidance. 

 

 

 

 

 

 

 

 

 

6. Pan-Ayrshire guidance for 

conducting significant case 

reviews is used in relation to Adult 

Support and Protection and 

learning from this will be 

considered by the Partnership's 

Clinical and Care Governance 

Group. 

7. The Ayrshire Wide Social Work 

Response Service is active in 

partnership with East and North 

Ayrshire Councils. 

8. The increasing demands as a 

result of the changes to MAPPA 

are being closely monitored. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
2. Further guidance on the implications 
of the changes to MAPPA guidance 
and how these are resourced 
continues to be sought from the 
Scottish Government. Government has 
postponed the date of implementation 
due to concerns raised by Councils re-
funding for revised guidance.  (on-
going) 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

          

          



 

118 

Headline Potential Risk Cause Potential Effect 
Current Risk 

Score 
Current Mitigations 

Proposed Mitigations 
(with dates) 

Status Progress 
Bar 

Ownership 

Child Protection 
 
We will protect 
children and 
vulnerable adults 
from harm. 

There is a risk that 

the Council and 

Health & Social 

Care Partnership 

fail to provide 

adequate 

protection of 

children 

Effectiveness of policies, 

processes, systems and 

procedures. 

Budget reductions and 

need for on-going 

efficiencies to meet 

national and local savings 

targets. Pressures on 

staffing including staff 

recruitment and retention 

issues. 

Ineffective partnership 

(multi-agency) working. 

Ineffective sharing of 

information, including 

information backlogs. Lack 

of development of 

appropriate monitoring 

systems 

Accident, 

incident or crime 

resulting in harm 

or abuse to a 

child. Legal 

prosecution civil 

litigation. 

  

Significant 

damage to 

reputation of 

Health and 

Social Care 

Partnership, 

Council and 

other 

Community 

Planning 

Partners. 

Financial impact 

of any 

prosecution or 

claims made. 
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1. Structure of groups and 

governance - Child Protection 

(CP) Committee and Chief 

Officers Group (COG) meet 

regularly and provide oversight of 

work undertaken. Seeking to 

review and address gaps in 

service provision. 

2. CP Committee has a business 

plan linked to areas for 

improvement identified through 

self-evaluation, which is subjected 

to required audit scrutiny. 

3. CP procedures are being 

updated. National guidance and 

risk assessment frameworks are 

available for staff. 

4. A suite of management 

guidelines, protocols and policies 

have been developed which 

contribute to on-going work to 

keep children and young people in 

South Ayrshire safe. These 

include a Risk Management 

Protocol for Children and Young 

People with Problematic Sexual 

and Violent Behaviours. 

5. Three additional members of 

staff have been recruited on a 

temporary basis to support work in 

child protection, all will be in post 

by Sept. 15.  Services have been 

reviewed and an initial response 

team developed to provide 

immediate responses to all new 

child protection referrals which 

should bring consistency of 

approach and lead to.  Improving 

 

1. Temporary staff have been recruited 
to address a backlog that has developed 
in the production of minutes of Child 
Protection Case Conferences and 
meetings held to discuss Looked After 
Children. (31.01.16) 

  

Accountable - 
Tim Eltringham, 
Director of 
Health and 
Social Care 
 
Managed by - 
Paula Godfrey,  
Head of 
Children’s 
Services and 
Criminal Justice 

2. A review of systems, processes and 
paperwork is underway to ensure that 
these efficiently record and facilitate the 
recording of information, given the 
staffing and other resources available, 
thus avoiding the creation of new 
backlogs in the future. 
(31.03.16)   

 

 

3. Replacement of outdated SWIS 
computer system for Social Work with 
modern highly functional system that will 
facilitate and contribute to the efficient 
and effective administration of issues 
relating to Children and Families. 
(31.12.17) 
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Headline Potential Risk Cause Potential Effect 
Current Risk 

Score 
Current Mitigations 

Proposed Mitigations 
(with dates) 

Status Progress 
Bar 

Ownership 

Services have been reviewed and 

an initial response team 

developed to provide immediate 

responses to all new child 

protection referrals which should 

bring consistency of approach and 

lead to.  Improving standards of 

practice. 

6. Children's Services have 

developed a single case recording 

policy which has been shared with 

Criminal Justice Managers. It 

provides definitive guidance to 

staff on best practice in case file 

management to enable better 

record keeping and quicker 

access to key information. 

7. Internal and multi-agency audits 

and file reviews processes and 

arrangements have been 

developed. Mechanisms for multi-

agency learning from audit require 

to be developed further. Audit 

processes are well established 

within the Children and Families 

Social Work Service. 

8. On-going training for CP is in 

place for staff and multi-agency 

training is also available. 

9. SAC/SAH&SCP receives 

quarterly Child Protection statistics 

which allows the examination of 

trends and to identify resource 

needs. 

10. The Ayrshire Wide Social 

Work Response Service is active 

in partnership with East and North 

Ayrshire Councils. 
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Headline Potential Risk Cause Potential Effect 
Current Risk 

Score 
Current Mitigations 

Proposed Mitigations 
(with dates) 

Status Progress 
Bar 

Ownership 

Delayed 
Discharge 
 
We will support 
people to live 
independently and 
healthily in local 
communities. 

The national two 

week target for 

delayed discharge 

is not met. 

Services, policies and 

processes are not 

sufficiently integrated 

between the community, 

primary and secondary 

care sectors. There is a 

lack of community based 

alternatives to A&E and 

hospital care where 

appropriate. There is a 

culture of direct access to 

A&E and hospital based 

in patient services in 

Ayrshire. Budgets for 

social care services are 

on a downward trajectory 

while demand is 

increasing. Limited 

existing capacity in terms 

of care home/care at 

home places. 

People remain 

in hospital for 

longer than 

necessary, 

impacting 

negatively on 

their wellbeing. 

National policy 

guidelines are 

breached. 

Acute hospitals 

pushed to limits 

of capacity 

because of 

demand and 

lack of 

alternative 

provision. 

Reputational 

damage. 

Provision of 

very expensive 

care which is 

becoming 

increasingly 

unaffordable. 
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1. Pan-Ayrshire Group comprising 

three Partnerships and Acute 

Sector with this as an area of 

focus. 

2. Liaison events between South 

Ayrshire Partnership Senior 

Management and Ayr Hospital 

established. 

3. Partnership Strategic Plan in 

place which prioritises prevention 

and early intervention and 

approaches designed to support 

people at home and in their 

communities. 

4. Winter Plan in place for 2015-16 

across 3 Ayrshire Partnerships 

and NHS Ayrshire & Arran. 

5. Health Board lmproving Patient 

Experience Proqramme Board 

established as part of Winter 

Planninq. 

1. Improvement Activity at Biggart 
Hospital – Improvement Group meeting 
on a fortnightly basis. Focus is on 
process improvement and delivery of 
new sustainable models of care.  
(Subject to review at 31.03.16) 

  

Accountable – 
Kenny Leinster, 
Head of 
Community 
Health and Care  
 
Managed by– 
Andrew Moore, 
Associate 
Nurse Director 

2. Additional Social Work Capacity at 
Biggart Hospital – increasing speed of 
social work assessment at Biggart and 
at Ayr DGH. 
(complete) 
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Financial 
Constraints/ 
Resource 
Allocation 
 
We   will   ensure   
robust   and   
comprehensive 
partnership 
arrangements are 
in place. 

The level of 

resource provided 

by the Statutory 

Partners is 

insufficient to meet 

national and local 

outcomes and to 

deliver Strategic 

Plan Objectives. 

As a result of national 

funding constraints further 

efficiency savings are 

required in budgets for 

community based services 

at a time of increasing 

demand for services 

brought about by 

demographic and other 

pressures. 

Reputational 

damage. Risk of 

dispute arising 

between 

partners. 

Partnership 

breaks down 

because it 

cannot deliver 

its objectives. 

Needs are not 

met in 

accordance with 

approved 

strategies and 

policies. Risk of 

annual 

overspend on 

Integrated 

Budget. 
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1. Strategic Plan for 2015-18 in 
place. 
 
2. Due diligence exercise 
completed on Strategic Plan and 
Integrated Budget and reported 
to IJB. 
 
3. Council approved an 
additional £1m to fund Social 
Care expenditure in 2015-16. 
 
4. Chief Finance Officer 
appointed. 
 
5. Regular reporting on lntegrated 
Budget to IJB in place. 

1. Strategic Plan and Integrated Budget 
for 2015-18 to be refreshed and 
submitted to IJB for approval in April, 
2016 for period 2016-19. (31.03.16) 

  

Accountable - 
Tim Eltringham, 
Director of 
Health and 
Social Care 
 
Managed by- 
Sharon 
Lindsay,  Chief 
Finance Officer 

2. Council savings proposals for its 
contribution to the Integrated Budget for 
2016-19 published and currently subject 
to public consultation. (Health proposals 
still to be formally received by IJB). 
(31.03.16) 

 

 

3. Strategies, plans and resources for 
services in a number of areas are under 
review with an expectation of delivering 
as one outcome efficiency savings in the 
areas concerned. These include Mental 
Health Services, Learning Disability 
Services and Homecare. (31.03.16) 

 

 

Integration of 
Health & Social 
Care. 
 
We will 
proactively 
integrate health 
and social care 
services and 
resources for 
adults and 
children. 
 

The strategic 

objectives of 

Health and Social 

Care Integration 

are not realised. 

National funding 

decisions, resourcing 

issues, failure to agree, 

partner organisation 

difficulties, difficulties with 

key stakeholder groups, 

issues relating to culture 

change, information 

availability and sharing, 

and leadership impacting 

adversely on Partnership 

development. 

Could impact 

adversely on 

vision for 

Integration as 

detailed in the 

2014 Act and 

on effectiveness 

in meeting 

Integration 

Delivery 

Principles. 
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1. Integration Joint Board 

appointed and meeting regularly. 

 

2. Strategic Plan approved. 

 

3. Strategic Planning Advisory 

Group in place. 

 

4. Director is member of NHS and 

Council Management Teams. 

 

5. DMT & SMT's in place. 

 

6. Change Programme Board in 

place. 

 

1. Addressing governance and 
resourcing issues is in progress. 
Resource availability continues to be 
tight with further efficiency savings 
required in future years (regularly 
reviewed). (31.03.18) 

  

Accountable - 
Tim Eltringham, 
Director of 
Health and 
Social Care 
 
Managed by - 
Tim Eltringham, 
Director of 
Health and 
Social Care 

2. Engagement and training of joint 
workforce is ongoing. Initial 
organisational development plan 
prepared updated and more detailed 
plan to be prepared for inclusion in 
updated Strategic Plan from 31.03.16. 

  

3. Strategic and Operational Risk 
Registers for Partnership in 
development. Strategic by 30.11.15 and 
Operational by 31.12.15. 

 

 

4. Officer Multi-Agency planning 
structures to support strategic planning 
and service development in preparation. 
Implementation by 30.11.15.   
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7. Clinical and Care Governance 

Group in place. 

 

8. Budget targets for current 

planning period known for Social 

Work/Social Care Services. 

 

9. Director is member of Pan-

Ayrshire Strategic Planning and 

Operational Management Group 

and of Strategic Alliance. 

5. Locality Planning and engagement 
being rolled out by 31.10.15.    

 

6. Performance Management 
Framework in development to facilitate 
reporting to IJB, Parties and other 
stakeholders. (Initial by  
30.11.15) 

  

Operational 
Integration 
 
We will 
proactively 
integrate health 

and social care 

services and 
resources for 
adults and 
children. 

Sufficient 

progress towards 

operational 

integration is not 

made within the 

period of the 

Strategic Plan 

(2015-18). 

Professional and cultural 

issues. Lack of integrated 

information systems. 

Inadequate procedures 

and processes. 

Conflicting agendas and 

priorities. Organisational 

Development Plans not 

implemented. Lack of 

leadership . Poor 

communication. Lack of 

will. 

Separate 

services do not 

come together 

as expected, 

resulting in 

services to 

service users 

not being 

seamless and 

as efficient as 

they could be. 
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1. Director and Chief Officers all in 

place. 

 

2. Operational Management 

Structure agreed. 

 

3. Initial Organisational 

Development Plan included in 

approved Strategic Plan. 

 

4. Change Programme Board in 

place led by Director. 

 

5. Health and Care Governance 

Group appointed. 

 

6. Director's monthly staff briefing 

in place. 

 

7. Information Sharing Protocol in 

place. 

 

8. Leadership Development 

Training in place for senior staff. 

1. Integrated Service Hubs and Single 
Points of Contact being established. 
(31.03.16) 

 

 

Accountable - 
Tim Eltringham, 
Director of 
Health and 
Social Care 
 
Managed by -
Heads of 
Service 

2.Updated Organisational Development 
(OD) Plan to be prepared as part of 
Strategic Plan refresh with focus on 
embedding Vision, Mission and Values 
across Partnership., agreeing strategic 
OD priorities and a programme of 
learning and development. (31.03.16)  

 

 

3.Social Work Information System to be 
replaced with modern efficient 
System. (31.12.17) 

 

 

4. Service Review process to be carried 
out across multiple service areas during 
plan period will have as an output 
improved integration. (31.03.18) 

  

5. Communication Plan for Partnership 
to be developed and put in place. 
(31.03.16) 
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Culture Change 
 
We will support 
and develop our 
staff and local 
people. 

Staff do not adapt 

and/or are not 

supported to adopt 

new ways of 

working required 

as part of an 

integrated 

partnership 

approach. 

Professional and cultural 

issues. Organisational 

Development Plans not 

implemented. Lack of 

leadership. Poor 

communication. Lack of 

will. 

Impacts 

adversely on 

integration of 

service and 

delivery of 

National 

Integration 

Principles. 

Potential 

reputational 

damage. 
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1. Initial Organisational 

Development Plan included in 

approved Strategic Plan. 

 

2. Health and Care Governance 

Group appointed. 

 

3. Director's monthly staff briefing 

in place. 

 

4. Leadership Development 

Training in place for senior staff. 

 

5. PDR process for staff in place 

and significantly rolled out. 

1.Updated Organisational Development 
(OD) Plan to be prepared by 
31.03.16 as part of Strategic Plan 
refresh with focus on embedding Vision, 
Mission and Values across Partnership, 
agreeing strategic OD priorities and a 
programme of learning and 
development.  
(31 .03.16) 

 

 

Accountable - 
Tim Eltringham, 
Director of 
Health and 
Social Care 
 
Managed by - 
Heads of 
Service 2. Communication Plan for Partnership 

to be developed and put in place. 
(31.03.16) 

 

 

Locality Working 
 
We will develop 
local responses 
to local needs. 

Locality planning 

units established 

as part of 

Integration are not 

effective and do 

not reflect local 

needs. 

Groups of local people, 

organisations and 

professionals do not gel 

and are, therefore, 

ineffective in articulating 

local needs and priorities. 

Groups are dominated by 

particular individuals or 

professionals. Groups lose 

momentum. Lack of 

officer support. Strategic 

Plan does not adequately 

reflect local input. 

Local needs 

assessment, 

commissioning 

and the 

monitoring of 

services is not 

established due 

to inadequate 

local 

engagement. 

Integration 

Principles are 

not met. 
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1. Role of localities as defined in 

the 2014 Act and in Government 

Guidance. 

2. IJB committed to reflecting local 

input in Strategic Plan. 

3. Initial locality planning meetings 

have been held with good levels of 

engagement in all 6 localities. 

4. Locality Planning Groups have 

agreed their agendas for the next 

few months to March, 2016. 

5. Three Community Engagement 

Officers appointed to facilitate and 

nurture work of Locality Planning 

Groups. 

6. Part of local approach to 

Community Planning with practical 

support from South Ayrshire 

Council. 

1. Locality information and priorities will 
be clearer in Strategic Plan refresh due 
April, 2016. (31.03.16) 

 

 

Accountable - 
Tim Eltringham, 
Director of 
Health and 
Social Care 
 
Managed by - 
Bill Gray, 
Proje ct 
Planning & 
Performance 
Manager 

2. New Organisational Development 
plan will consider needs of Locality 
Planning Group Members via a training 
needs analysis exercise that will be 
carried out.  (31 .03.16)  

  

3. Relationship between Locality 
Planning Groups and Locality Hubs to 
be clearly defined. Joint work to be done 
with Hub Management Team in coming 
months.(31.03.16)  

  

4. Locality Planning information and 
Strategic Planning content will continue 
to evolve and develop during 2015-18 
planning period.  (31.03.18) 
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Information 
Sharing 
 
We will operate 
sound strategic 
and operational 
management 
systems and 
processes. 

Information 

sharing acts as a 

hindrance to 

effective 

integrated working 

rather than 

facilitating it. 

ICT systems remain stand 

alone and are not 

integrated or there are 

inadequate interfaces 

between systems. There is 

a restrictive approach 

taken to information 

sharing by Managers 

responsible for 

Governance.  Staff are 

uncertain as to what 

information can be shared 

with colleagues and 

service users. 

Impacts 

negatively on 

the provision of 

seamless 

services to 

service users 

and impacts 

adversely on 

service 

efficiency. 
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1. Information Sharing Protocol 

(ISP) in place between IJB, NHS 

Ayrshire & Arran and South 

Ayrshire Council. 

2. Pan-Ayrshire Data Sharing 

Partnership in place. 

3. Council and Health Information 

Governance Managers meeting 

regularly to discuss potential 

developments in this area. 

4.  ISP and Service Level 

Agreement in place with 

Government Information Services 

Division (ISD) to link health and 

social care data to create 

integrated information for Adult 

and Older People's Services to 

assist with service planning. 

1. New Social Work Information System 
to be procured and implemented which 
will improve access to social care 
information. (31.12.17) 

 

 

Accountable - 
Tim Eltringham, 
Director of 
Health and 
Social Care 
 
Managed by - 
Bill Gray, 
Proje ct 
Planning & 
Performance 
Manager 

2. ISD will work with the Partnership to 
"CHI seed" Social Care Information 
system which will create an effective link 
with health information by means of a 
common reference field. (31.03 .16) 

 

 

Effective  Staff 
Management 
 
We will support 
our staff and local 
people. 

Inadequate 

management and 

deployment of 

staff at all levels 

throughout the 

Partnership. 

High numbers of staff not 

being at work because of 

short and long-term 

absences. 

 

Failure to ensure staff are 

provided with statutory 

and mandatory training as 

required by their role.  

 

Failure to ensure that all 

staff have an opportunity 

to discuss performance 

and personal 

development. 

 

Negative Impact 

on Service 

Delivery. 

Negative impact 

on remaining 

staff. 

Pressures on 

the system. 

 

Potential breach 

of existing 

legislation 

resulting in 

staff/service 

user harm and 

increased 

likelihood of 

criminal/civil 

action. 
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1. Regular management 

information available to all 

management and supervisory staff 

to assist them manage their staff 

teams. 

2. Information discussed regularly 

at SMT with emphasis on ensuring 

compliance with approved Council 

and NHS Board policies and 

procedures. 

3. Instruction issued to all 

managers to have completed all 

PDR reviews by 31.12.15. 

4. Professional training 

programme in place.  

5. Key PDR issue for all 

management level staff. 

1. Clinical and Care Governance Group 
has been established with a 
responsibility to ensure that adequate 
skills training and professional 
development arrangements are in place 
on an on-going basis. (31.03.16). 

 

 

Accountable - 
Tim Eltringham, 
Director of 
Health and 
Social Care 
 
Managed by – 
Heads of 
Service 

2. Partnership organisational 
Development Plan being revised and 
developed as part of Strategic Plan 
refresh. Will ensure required training is 
identified and planned for. (31.03.16) 
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Inadequate 

deployment of 

scarce resource. 

Negative impact 

on service 

efficiency. 

Negative impact 

on others. 

6. MAST training arrangements in 

place. 

Effective  
Communication 
 
We   will   
communicate   in 
a   cIear,   open   
and transparent 
way. 

The Partnership 

fails to properly 

engage with all 

stakeholders. 

Lack of Partnership 

Engagement Strategy. No 

Communication Plan. 

Vision, Mission and 

Values of Partnership not 

sufficiently well 

embedded. 

Communication with 

Partners and Partner 

Organisations ineffective. 

Inadequate 

communication within the 

Management Structure. 

Decisions made by IJB are 

not effectively 

communicated. 

Stakeholders 

are not engaged 

in the 

transformation 

of service 

planning and 

delivery with 

negative 

implications for 

the Integration 

Project and for 

business 

efficiency. 
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1. Interim Communications 

Framework and Plan in place. 

2. Locality Planning Groups 

established. 

3. Director's monthly newsletter in 

place. 

4. Communication Working Group 

in place led by Director. 

5. Partnership interim public 

website in place via South 

Ayrshire Council site. 

 

1. Propose to develop a Facebook page 
for each locality. (31.12.15)   

Accountable - 
Tim Eltringham, 
Director of 
Health and 
Social Care 
 
Managed by - 
Bill Gray, 
Proje ct 
Planning & 
Performance 
Manager 
 

2. Partnership Interim Communications 
Plan to be rewritten, redeveloped and 
linked to new Organisational 
Development Plan. (31.03.16) 
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APPENDIX 11 – GLOSSARY 

Phrase Definition  

Allied Health Professional (AHP)  

A person registered as an Allied Health Professional with the Health Professions Council:  they work in health 
care teams providing a range of diagnostic, technical, therapeutic and direct patient care and support services 
and include physiotherapists, dieticians, Speech and Language Therapists, psychologists, Occupational 
Therapists, podiatrists, audiologists, etc.  

Asset-Based Approach 
Mobilising the skills and knowledge of individuals and the connections and resources within communities and 
organisations, rather than focusing on problems and deficits.  The approach aims to empower individuals, 
enabling them to rely less on public services. 

Care Package 
A term used to describe all the different types of care that make up the total care received by an individual.  For 
example, they may receive support from Community Alarms or a Mobile Warden, and have home care.  All 
these services together make up the 'Care Package'. 

Care Pathway The route followed by the service user into, through and out of NHS and social care services. 

Care Plan 
A single, overarching plan that records the outcome of discussion between the individual and the professional.  
It could be electronically stored or written on paper.  It should be accessible to the individual in whatever form is 
suitable to them. 

Carer 
Someone who spends a significant proportion of their time providing unpaid support to family or friends.  This 
could be caring for a relative, partner or friend who is ill, frail, disabled or has mental health or substance 
misuse problems. 

Change Fund 

As part of the Reshaping Care for Older People initiative, short-term funding was provided to NHS Boards and 
local authorities to refocus health and social care of Older People towards prevention and early intervention.  
The Fund ceased to be allocated from April 2015, with some services sustained as part of mainstream health 
and social care services.   
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Phrase Definition  

Change Management 
Change management is a systematic approach to dealing with change, of an organisation.  There are three 
different aspects of change management: adapting to change; controlling change; and effecting change. 

Co-creation Involving users in service design (see co-production). 

Co-location 
Co-located services are those that are established physically and organisationally as part of an integrated 
service.  Co-location can be a key enabler in the development of integrated working at a service user’s level.  

Community Capacity 
Activities, resources and support that strengthen the skills, abilities and confidence of people and community 
groups to take effective action and leading roles in the development of communities. 

Community Planning  

Community Planning is a process by which public agencies work in partnership with communities, the private 
and Third Sector to plan and deliver better services.  The partnership process has been in place for 10 years 
and is led by a Board of representatives from the local authority, NHS Job Centre Plus, Further and Higher 
Education colleges, Scottish Enterprise, Skills Development Scotland, Strathclyde Fire and Rescue, Strathclyde 
Partnership for Transport, and the voluntary and Independent sectors. 

COPD 

COPD (Chronic obstructive pulmonary disease) is the name for a collection of lung diseases including chronic 
bronchitis, emphysema and chronic obstructive airways disease.  Typical symptoms of COPD include:  
increasing breathlessness when active; a persistent cough with phlegm and frequent chest infections. The main 
cause of COPD is smoking.  

Co‐production 

Co‐production means delivering public services in an equal and reciprocal relationship between professionals, 
people using services, their families and their neighbours.  Where activities are co‐produced in this way, both 
services and neighbourhoods become far more effective agents. 

There is a difference between co-production and participation: participation means being consulted while co-
production means being equal partners and co-creators, including service users and the community taking over 
some of the work done by practitioners. 
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Phrase Definition  

Department for Work and 
Pensions 

(DWP) is responsible for welfare and pension policy and is a key player in tackling child poverty.  It’s the 
biggest public service department in the UK and serves over 20 million customers. 

Dietician 
Dietetics is the interpretation and communication of nutrition science to enable people to make informed and 
practical choices about food and lifestyle in health and disease. 

Elective admissions Planned admissions to hospital inpatient and day care services. 

Emergency admissions Unplanned admissions to hospital inpatient services. 

Equality and Diversity Impact 
Assessment (EQIA) 

EQIA is a strategic process to be considered when planning a new, or redesigning an existing, policy, function 
or service. 

Getting It Right for Every Child 
(GIRFEC) 

Getting it Right for Every Child (GIRFEC) is a programme of reform and to place the child at the centre of 
service provision in Scotland.  It establishes the principle of giving all children and young people the best 
possible start in life as a priority for all services.  It sets out the approach for all services to assess and 
understand how best to meet individual needs, building from the universal services of health and education and 
sets out a national programme of new ways of working change to ensure that each child is:  safe, healthy, 
active, nurtured, achieving, respected, responsible and included.  It provides a framework for practitioners in all 
agencies to gather, structure, and analyse information in a consistent way to help identify and understand the 
child or young person’s needs, the strengths and pressures on them and their carers, and consider what 
support is required.  

Home Care or Care at Home 
Help provided directly to you in the service user’s own home.  Home carers are people employed to provide 
direct personal physical, emotional, social or health care and support to service users, and are accountable for 
dealing with routine aspects of a care plan or service. 

Hub 
Area where principal community-based services will be concentrated.  Likely to cross several locality and 
neighbourhood areas.  
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Phrase Definition  

Independent sector 

The independent sector encompasses individuals, employers, and organisations contributing to needs 
assessment, design, planning, commissioning and delivery of a broad spectrum of health and social care, who 
are wholly or partially independent of the public sector.  This includes care homes, private hospitals and home 
care providers as well as consultancy and research work.   

Integration Joint Board  
An Integration Joint Board will be established to oversee the integrated arrangements and onward service 
delivery.  The integration joint board will exercise control over a significant number of functions and a significant 
amount of resource.  

Joint Strategic Commissioning 
(JSC) 

The term used for all the activities involved in assessing and forecasting needs, links investment to agreed 
desired outcomes, considering options, planning the nature, range and quality of future services and working in 
partnership to put these in place.   Joint commissioning is where these actions are undertaken by two or more 
agencies working together, typically health and local government, and often from a pooled or aligned budget. 

Long-Term Conditions 
Long-term conditions are health conditions that last a year or longer, impact on a person’s life, and may require 
ongoing care and support, medication and other therapies.  Long-term conditions become more prevalent with 
age.  

Managed Clinical Network/ 
Managed Care Network (MCNs) 

Linked groups of health professionals and organisations from primary, secondary and tertiary care working in a 
co-ordinated manner.  Unconstrained by existing professional boundaries (non-hierarchical) to ensure equitable 
provision of high quality, clinically effective services.  These can be located at NHS Board, regional or national 
level depending on the condition.   A clinical network is usually based around single or linked condition 
(cardiac, stroke, diabetes, etc) but at national and regional level can be even more precise.  A care network 
focuses of care groups such as older people.   

Morbidity  The incidence or prevalence of a disease or of all diseases in a population. 

Mortality  
The death rate, which reflects the number of deaths per unit of population in any specific region, age group, 
disease, or other classification, usually expressed as deaths per 1000, 10,000, or 100,000. 
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Phrase Definition  

Multi-disciplinary Team (MDT) 
A team made up of professionals across health, social care and Third Sector who work together to address the 
holistic needs of their patient service users/clients in order to improve delivery of care and reduce 
fragmentation. 

Multi-morbidity Multi-morbidity is the presence of two or more long-term health conditions. 

Named Person 

Part of Getting it Right for Every Child (GIRFEC) and the Children’s Act requires a Named Person to be 
available for every child, from birth until their 18th birthday.  Depending on the age of the child or young person, 
a health visitor or senior teacher, already known to the family, usually takes the role of Named Person.  The 
Named Person – who will be the first point of contact for the child and their family – needs to take action, help, 
or arrange for the right help in order to promote, support and safeguard the child’s development and wellbeing. 

Occupational Therapy  

Occupational Therapy gives people the tools and skills to promote health, wellbeing and independence through 
participation in activities or occupation.  Occupational Therapists will analyse the patient’s physical, 
psychological, social, cognitive and environmental needs, and provide rehabilitation, or develop new strategies 
to enable patients to continue to do the activities they need or want to do. 

Organisational Development Plan  
Deliberately planned, organisation-wide effort to increase an organisation's effectiveness and/or efficiency 
and/or to enable the organisation to achieve its strategic goals. 

Personal Outcomes Personal outcomes are about the impact or end result of services, support or activity on a person’s life. 

Personalisation 
Personalisation is a means of giving service users more control over the services and support they receive, and 
includes Self Directed Support, asset management and co-production. 

Preventative interventions Action taken to support people to do things for themselves as much as possible. 

Primary Care Services provided by GP practices, dental practices, community pharmacies and high street optometrists. 
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Phrase Definition  

Psychology 

Psychology is the scientific study of human thought and behaviour.  Clinical psychologists help a wide range of 
people of all ages with all sorts of problems, such as emotional or mental health problems, and people with 
difficulties with their thinking, such as problems with memory or perception after a head injury, a learning 
disability or dementia.  

Physiotherapist 

Physiotherapists help people affected by injury, illness or disability through movement and exercise, manual 
therapy, education and advice.  They maintain health for people of all ages, helping patients to manage pain 
and prevent disease.  The profession helps to encourage development and facilitate recovery, enabling people 
to stay in work while helping them to remain independent for as long as possible. 

Podiatry 
Podiatrists/chiropodists diagnose and treat abnormalities of the lower limb.  They offer professional advice on 
preventing foot problems and care.  In the NHS, they'll see many patients at high risk of amputation, such as 
those suffering from arthritis or diabetes. 

Prevention  

(Primary, Secondary and 
Tertiary)  

Primary prevention includes health promotion and requires action on the determinants of health to prevent 
disease occurring.  It has been described as refocusing upstream to stop people falling in to the waters of 
disease. 

Secondary prevention is essentially the early detection of disease, followed by appropriate intervention, such 
as health promotion or treatment. 

Tertiary prevention aims to reduce the impact of the disease and promote quality of life through active 
rehabilitation. 

Primary Care 
Health care provided in the community for people making an initial approach to a medical practitioner or clinic 
for advice or treatment.  Main primary care services are provided by GP practices, dental practices, community 
pharmacies and high street optometrists, as well as community nurses and Allied Health Professionals. 
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Phrase Definition  

Programme Budgeting Marginal 
Analysis 

A method for separating healthcare spending into categories for analysis.  It looks at the marginal benefits that 
can be made by moving investment to more cost-effective programmes or interventions.  PBMA information 
could inform discussions such as: 

 Could better value for money be achieved by expanding investment in preventative activities? 

 Does the distribution of expenditure between programmes reflect the priorities for the Partnership? And  

 Could better value for money be obtained by redistributing among programmes? 

Proportionate Universalism 
The opposite of the inverse care law, i.e. reducing health inequalities through universal actions that are 
delivered with a scale and intensity that is proportionate to the level of disadvantage. 

Reablement 
Services for people with poor physical or mental health to help them accommodate their illness by learning or 
re-learning the skills necessary for daily living. 

Scottish Patients at Risk of 
Readmission and Admission 
(SPARRA) 

A tool which predicts a patient’s risk of emergency admission and therefore can be used to identify those 
people at greatest risk of emergency admission to hospital over the following year. 

Secondary Care 
Medical care provided by a specialist or facility.  Referral would be made by a primary care physician that 
requires more specialised knowledge, skill, or equipment.  
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Phrase Definition  

Self-Directed Support  

The support individuals and families have after making an informed choice on how their Individual Budget is 
used to meet the outcomes they have agreed. 

There are four options that Partnerships will have a duty to offer: 

 The local authority makes a direct payment to the supported person in order that the person can then 
use that payment to arrange their support. 

 The supported person chooses their support and the local authority makes arrangements for the support 
on behalf of the supported person.  

 The local authority selects the appropriate support and makes arrangements for its provision by the local 
authority. 

 A mix of options 1, 2 and 3 for specific aspects of a person's support. 

Self-Management 
The service users and all appropriate individuals and services working together to support him or her to deal 
with the very real implications of living the rest of their life with one or more long-term condition.  It encourages 
people to take decisions and make choices that improve their health, wellbeing and health-related behaviours. 

SHANARRI Outcome indicators for GIRFEC – Safe; Healthy; Achieving; Nurtured; Active; Respected; Responsible.  

Shifting the Balance of Care 
Changes at different levels across health and care systems intended to bring about better health outcomes for 
people. 

Single Outcome Agreement  

The Single Outcome Agreement is an agreement between the Community Planning Partnership and the 
Scottish Government.  Those using the agreed Community Planning Partnership identify priorities to be 
addressed and outcomes to be achieved.  The SOA also includes an Action Plan to show how performance 
targets and Performance Indicators measure progress.  

Speech and Language Therapy 
Speech and Language Therapists assess, treat and help to prevent speech, language and swallowing 
difficulties. 
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Phrase Definition  

Talking Points A specific process used in identifying personal outcomes.  

Technology Enabled Care/ 
Telehealth care 

Telecare and telehealth is technology that can be used to help service users live safely and independently in 
their home.  ‘Telehealthcare’ is used as an overarching term to describe both telehealth and telecare together. 

 ‘Telehealth’ is the provision of health services at a distance using a range of digital and mobile 
technologies.  This includes the capture and relay of physiological measurements from the 
home/community for clinical review and early intervention, often in support of self-management. 

 ‘Teleconsultation’ is where technology such as email, telephone, telemetry, video conferencing, digital 
imaging, web and digital television are used to support consultations between professional to 
professional, clinicians and patients, or between groups of clinicians. 

 ‘Telecare’ is the provision of care services at a distance using a range of analogue, digital and mobile 
technologies.  These range from simple personal alarms, devices and sensors in the home, through to 
more complex technologies such as those which monitor daily activity patterns, home care activity, 
enable ‘safer walking’ in the community for people with cognitive impairments/physical frailties, detect 
falls and epilepsy seizures, facilitate medication prompting, and provide enhanced environmental safety. 

Tertiary care 

Highly specialised medical care involving advanced and complex procedures and treatments performed by 
medical specialists working in a centre that has personnel and facilities for special investigation and treatment.  
Referrals are usually made from secondary medical care personnel, but occasionally from primary care 
personnel.   

Third Sector 

The generic title for those involved in the Health and Social Care Partnerships comprising non-governmental 
and non-profit-making organisations or associations, including charities, voluntary organisations, community 
groups, tenants and residents groups, faith groups, housing associations, most co-operatives and social 
enterprises (provided profits are retained for the benefit of the members or community served), and most sports 
organisations. 

 
 


