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PART 1.  INTRODUCTION 
 

The Public Bodies (Joint Working) (Scotland) Act (2014) requires Integrated Joint Boards 
to produce and publish an Annual Performance Report which reports performance in 
relation to each of the 9 National Health & Wellbeing Outcomes and the associated Core 
Suite of Indicators. 

This document represents the second Annual Performance Report produced by East 
Dunbartonshire Health and Social Care Partnership Board (HSCP Board). This Annual 
Performance Report relates to the key priorities for adult health and social care set out in 
the Strategic plan (2015-2018). 

NHS Community Children’s Services, Children’s Social Work Service and Criminal Justice 
Social Work Services were not delegated functions until August 2016.  As a consequence 
these services were not reflected in the Strategic Plan and associated Annual 
Performance Reports for the period of 2015-2017. 

The document is set out under the nine National Outcomes to reflect the format of the 
Strategic Plan.  Performance reporting relates to the period 2016-2017. A range of 
methods are used to report progress and includes statistical information, case studies and 
service user/carer feedback. 

Table 1. National Outcomes 

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

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

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

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

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

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

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

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

Outcome 9 Resources are used effectively and efficiently in the provision of health 
and social care services. 
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PART 2.  DELIVERING THE NATIONAL OUTCOMES 

 

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

Local Performance Measures 2016 2017 Target 

Number of alcohol brief interventions delivered 625 717 487 

Percentage of patients who started Psychological 
Therapies treatments within 18 weeks of referral 

98.4% 92.5% 85% 

Percentage of clients will wait no longer than 3 
weeks from referral to alcohol and drug treatment  

58% 88.2% 
 

91.5% 

The Health & Social Care Partnership (HSCP) leads the delivery of the Community 
Planning Partnership’s mainstreaming aspiration through the delivery of priorities outlined 
in the Joint Health Improvement Plan (JHIP). The JHIP recognises the scope to improve 
local universal health and wellbeing activity which is described through a matrix of shared 
objectives and actions across partner organisations.  The Plan seeks to promote equality 
of access to services and opportunities that support individuals, families and communities 
to be involved in improving their own health and wellbeing. Diagram 1 reflects some 
examples of health improvement interventions and activity. 

Diagram 1.  Health Improvement Interventions & Acti vity 

100 3rd sector well-being reviews  

33% increase in uptake of Community cookery 
programmes 

£470k income secure for 121 older people's  through the 
financial Inclusion Service 

2,400 residents participated in 219 walks 

624 referrals to Live Active Gym  

Psychological therapies 18 week target has remained above target for 2016/17.  Evening 
appointments and localised clinics have been introduced to further improve access to early 
intervention and support for those with mental health issues. 

The number of Alcohol Brief Interventions (ABIs) completed for 2016/17 was 147% above 
target.  The uptake of ABIs within the wider community setting was very positive, but there 
is a general low uptake within Primary Care setting.  The annual performance plan for 
ABI’s will reflect actions to encourage and support uptake within primary care. 

The integrated East Dunbartonshire Drugs & Alcohol Service (EDADS) are working to 
improve on the waiting times from referral to alcohol and drug treatment.  The team have 
begun to redesign the referral process, integrate health and social work administration 

Outcome 1 
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processes, and ensure senior staff within the team are overseeing the recording processes 
for waiting times. 

 

 

People, including those with disabilities or long t erm 
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. 

 

National Core Indicators 2015/16 2016/17 

Emergency admission rate (per 100,000 population) 13,258 12,136 

Emergency bed day rate (per 100,000 population) 133,667 120,348 

Readmission to hospital within 28 days (per 1,000 population) 79 78 

Proportion of last 6 months of life spent at home or in a 
community setting 

86% 86% 

Percentage of adults with intensive care needs receiving care at 
home 67% 67% 

Number of days people spend in hospital when they are ready to 
be discharged (per 1,000 population) 379 186 

 

Local Performance Measures 2015/16 2016/17 Target 

Number of people aged 65+ in permanent care home 
placement 674 681 640 

Percentage of people 65 or over with intensive needs 
receiving care at home  38.1% 38.4% 32% 

Percentage of people 65+ receiving a homecare 
service during evenings or overnight 50.9% 52.9% 50 

Percentage of people 65+ receiving a homecare 
service at weekends 

90.2% 93.3% 84% 

Reduction in delayed discharges has been achieved over a sustained period.  A range of 
activities have contributed to this success 
including: 

� weekly delayed discharge meetings enable 
early identification of people admitted to 
hospital who potentially require complex 
discharge planning.  This includes 
consideration of those suitable for intermediate 
care; 

� eight intermediate care beds have been 
commissioned within a local Care Home and 
have been operational since November 2016.  
The inter agency approach is undergoing a 
formal evaluation, but early indicators suggest 

Outcome 2 
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that over 30%  of those transferred to this facility are able to return to their own homes 
after a short period of rehabilitation; and 

� access to services has been improved including self referral to the Community 
Rehabilitation Team(CRT).  A single point of access for all weekend calls from acute 
services to nursing and CRT is now being coordinated through the Homecare Team to 
enable people to be discharged from hospital at the weekends. 

Building on the success in reducing the number of delayed discharge bed days, 
emergency admissions and the emergency bed days rate, the focus will remain on 
reducing our hospital emergency admissions and bed days rates which remain above the 
Scottish average. 

  
 

Some examples of work being undertaken to prevent avoidable admissions include: 

� The Rapid Assessment Link team provides GPs with a rapid response service for 
people who are at potential risk of hospital admission.  During 2016/17, the team 
received 264 referrals of which 202 (76.5%) people avoided the requirement for a 
hospital admission by receiving appropriate care in their own home. 

� The Red Cross, funded, through the Integrated Care Fund, provide transport home for 
older people who are discharged from A&E. This involves taking the patient home and 
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Case Study 

Mr A was very frail, and was discharged from hospit al to the Intermediate 
Care Unit with a view to finding a suitable long te rm care placement, 
although he wanted to return to his own home.  

While in the unit, the multidisciplinary rehabilita tion team worked with the 
care staff to maximise his mobility.  Mr A thrived in the Unit, gaining 
confidence and function.  As a result, he was able to be safely and 
effectively discharged back to his own home and has  managed to remain in 
his home, with support, rather than going into long  term care.    
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helping settle them back into their homes.  During 2016, 118 East Dunbartonshire 
residents benefitted from this service and avoided unnecessary hospital admission. 

� The Community Mental Health Team meets weekly with Secondary Care and Crisis 
Team colleagues to review hospital admissions and repeat A&E attendees, and discuss 
if they could have been avoided.  Each person’s individual care and treatment plan is 
reviewed to ensure they receive the correct treatment and support in the community to 
prevent hospital attendance. 

Partnership working with our local independent Care Homes is being strengthened through 
the provision of liaison nurses, including Mental Health Liaison nurses, and pharmacist 
support.  Enhanced level ‘Stress and Distress in Dementia’ training was delivered to both 
HSCP and Care Home senior staff.  There are 
some early indications of the success of this joint 
work with a 77.8% reduction in Crisis duty calls 
from Care Homes.  The Post Diagnostic Support 
Model will continue to be delivered as well as 
introducing the recording of Stress & Distress 
information in service user Personal Support 
Plans in preparation for their increased 
complexity and level of need.  This work is being 
recognised nationally and a poster presentation 
has been accepted at the NHS Scotland Event in 
June 2017 to showcase this model.  

There is a range of assistive technology equipment available to support people to remain 
independent in their own homes including personal alarms, falls monitors, activity monitors 
and property exit sensors.  The HSCP has created a dedicated post to promote assistive 
technology solutions and establish further recording systems to provide the HSCP with an 
accurate reflection of users within the area.  A current report shows that East 
Dunbartonshire have 2053 individuals using community alarms / telecare services.  

 

 

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

Local Performance Measures 2015/16 2016/17 Target  

Percentage of people 65+ indicating satisfaction with their 
social interaction opportunities 93% 100% 95% 

Percentage of service users satisfied with their 
involvement in the design of their care packages 

95% 100% 95% 

Percentage of service users satisfied with the quality of 
social care provided 

99% 100% 99% 

The national Health & Social Care Experience survey (Table 2)  is undertaken ever two 
years focussed on the importance of a personal outcomes approach.  The HSCP improved 
performance against all these outcomes in 2015/16.  A working group has been 
established to develop a tool which will collate service user data on a more regular basis to 
ensure personalised care is at the centre of service delivery.  This will build on the service 

Outcome 3 
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user Reflective Questionnaire developed by the Community Rehabilitation Team, and the 
‘How Are We Doing’ methodology introduced by Community Nursing.  

Table 2. National User Feedback Outcomes 2013/14 2015/16 

Percentage of adults able to look after their health very well or 
quite well 95.1% 95.1% 

Percentage of adults supported at home who agree that they are 
supported to live as independently as possible 82% 88.3% 

Percentage of adults supported at home who agree that they had a 
say in how their held, care or support was provided 

76% 86% 

Percentage of adults supported at home who agreed that their 
health and social care services seemed to be well co-ordinated 75% 75% 

Total % of adults receiving any care or support who rated it as 
excellent or good 82% 84% 

Percentage of people with positive experience of the care provided 
by their GP practice 

91% 91% 

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

83% 86% 

Total combined % carers who feel supported to continue in their 
caring role 39% 45% 

Percentage of adults supported at home who agreed they felt safe 83% 86% 

Service users and carers were supported to undertake a survey regarding the reception at 
the Kirkintilloch Health & Care Centre.  The findings highlighted areas for improvement, 
including possible redesign of the reception desk and waiting areas, to address issues of 
confidentiality, stigma and accessibility.  As a direct consequence of these findings a work 
was undertaken to improve the structural layout, furnishings and reception processes to 
better meet the needs of people accessing the facility. 

Photograph of the KHCC Reception Area 

 

 

 

.  

 

. 
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Diagram 2  SDS Uptake 
2016/17

The HSCP Board produced its first Equality & Diversity Mainstream Report and Outcomes 
(2017–21) which support the organisation to meet the general equality duty (Equality Act 
2010).  This outlines the planned activities and measures towards achieving our equality 
and diversity outcomes.  Equalities leads have been identified within each of the HSCP’s 
services and are responsible for ensuring their team follows the equalities development 
framework when developing new, or significantly updating, any plans, programmes or 
strategies related to the services they manage. 

Self Directed Support (SDS) is implemented across all 
service user groups in East Dunbartonshire, providing 
service users with the flexibility, control and choice 
over the provision of their social care and support.  
There are four options offered: Option 1(direct 
payment); Option 2 (individual service fund); Option 3 
(local authority arranged services), and Option 4 
(mixture of options).  During 2017/18, the current SDS 
Strategy will be reviewed to inform an update of the 
SDS Communication Strategy and Action Plan. 

 

 

 

An Alcohol & Drugs Partnership pathway has been implemented across recovery services 
and this will be supported by the introduction of a single referral process across all 
services during 2017, ensuring the delivery of integrated and co-ordinated, person-centred 
services for service users. 

HSCP Mental Health staff and East Dunbartonshire Alcohol & Drug Services (EDADS) 
undertook trauma awareness training, and have worked with service users who have 
experienced trauma.  This model is encouraging service users to attend the clinic sessions 
which have been designed to provide a more positive experience and positive environment 
for those attending. 

 
Health and social care services are centred on help ing 
to maintain or improve the quality of life of peopl e who 
use those services. 

 
Local Performance Measures 2015/16 2016/17 Target 

Number of newly diagnosed people with Dementia 
in receipt of one year’s post diagnostic support 
(PDS) 

100% 18% 100% 

Maintaining quality of life for those with a diagnosis of dementia, and their careers, 
continues to be a priority.  In partnership with third sector organisations, a range of 
initiatives have been established to support those impacted by dementia including: 

� Dementia website now live:  www.eddn.org.uk     

� Intergenerational café supported by 48 secondary 6 school pupils   

Outcome  4 
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� People with dementia are contributing to the quality of their life through introduction of  
PRESENT Charter and local Dementia Voices group  

� Dementia friendly sites established in supermarkets and golf clubs.    

� 4 weekly supported walks 

� Music Network 

The HSCP has worked in partnership with a third sector organisation to develop a pathway 
for the provision of Post Diagnostic Support.   Following initial success in working towards 
the target, the programme stalled due to unexpected staff vacancies and subsequent 
recruitment difficulties. This has had a detrimental impact on the delivery of the service in 
the short term.  The vacancies have now been filled and it performance will improve 
significantly during 2017/18.  

The East Dunbartonshire Information Line (OPAL) is funded through the Integrated Care 
Fund.  The service connects people with a wide variety of local services, information, and 
social activities.  During 2016/17, 405 contacts were made to the service and 890 onward 
referrals were made, in particular for income maximisation advice and links to social 
activities. 

To develop self-management approaches for those living with one or more long term 
conditions (LTCs), the HSCP is supporting 4 GP practices to participate in the House of 
Care pilot.  This holistic approach supports a process of joint decision making, goal setting 
and action planning that enables people to articulate their own needs and decide on their 
own priorities. 

The HSCP coordinates the joint endeavours of four different cancer programmes. Some 
examples of partnership work include 

� Detect Cancer Early campaigns, in partnership with local Housing Associations in 
PLACE Communities, have delivered key messages through community newsletters 
and social media. 

� Third sector volunteers, who have previously been diagnosed with cancer, have 
provided 13 community meetings and campaigns during 2016/17 to share experiences 
and raise awareness. 

� 7 local GP practices offer a post diagnostic holistic needs assessment to support their 
patients with a diagnosis of cancer. 

Diagram 2 provides a visual representation of a good practice model that has been 
developed and implemented by the mental health and health improvement teams, in 
collaboration with our third sector partners to help improve the physical health and 
wellbeing of our mental health service users in East Dunbartonshire. 
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Diagram 2.  Self Management Model 
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The Joint Learning Disability Team (JLDT) provides specialist assessment, advice, 
treatment and support services for adults with a learning disability and their carers and 
help people to live as independently as possible with whatever support they need.  A 
local, person intensive, residential facility has been developed for three adults with 
complex learning disabilities and autism to enable group living for hard to place individuals 
previously placed a distance from East Dunbartonshire. 

 

 

Case Study 

Mr B is a 21 years old with a severe learning disab ility, autism and history of 
challenging behaviour.  He lives at home with his m um, supported by a specialist 
service.  He has no verbal communication and is una ble to attend GP/hospital 
appointments for routine screening due to the compl exity of his condition.    

He started showing signs of increased aggression, p oor colour, decreased 
appetite, lethargy and an onset of seizures.  Throu gh liaison with his GP, family, 
care providers and the Learning Disability team, th e LD Nurse Specialist was 
able to take bloods for investigation.  It was foun d that he was very unwell with a 
severe Vitamin B12 deficiency. 

After commencing on medication, his behaviour impro ved and he is now much 
more settled and able to engage in activities. 
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 “I found it easier to access 
services which I have had to 
travel further to in the past” 

Service user feedback 

 

Health and social care services contribute to reduc ing 
health inequalities. 

 

National Core Indicators 2015/16 

Premature mortality rate per 100,000 persons (Latest available data) 307 

The European age-standardised mortality per 100,000 for people aged under 75yrs, the 
national core indicator for premature mortality, is also considered as a proxy for 
deprivation.  

East Dunbartonshire has the second lowest deprivation rate in Scotland.  However, five 
datazones are in the 20% most deprived datazones and 28 are in the lowest 40% most 
deprived datazones.  Together with Community Planning partners, the HSCP targets 
services within these areas to address the inequalities gap. 

The Smoking Cessation Incentive Scheme, in partnership with Strathkelvin Credit Union, 
has been nationally recognised as a model of good practice.  Over the last two years, 50 
people accessing stop smoking support have participated in this scheme by also joining 
the Credit Union, resulting in an average £650 being deposited into accounts of 
individuals. 

Access to smoking cessation services has been enhanced by providing open access 
sessions across East Dunbartonshire, and weekly sessions in local pharmacies from a 
Smokefree community advisor.  Service users have reported that they found it beneficial to 
have access to the face-to-face support for as long as they need it. 

The Primary Care Mental Health Team has improved 
access to Psychological therapies for local 
communities, including Lennoxtown, and Auchinairn, 
to increase the availability of evening sessions, and 
EDADS has established a local drop-in service in the 
Lennoxtown Hub.  

 

 

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

Local Performance Measures 2015/16 2016/17  Target 

Number of carers who feel supported and capable of 
continuing in a caring role 

100% 97% 94% 

The social care service user feedback demonstrates high level performance which 
exceeds the local target in relation to supporting Carers to continue in their caring role. 

Carer’s Link is the local third sector carer organisation which is commissioned to provide 
support, information and advocacy to carers.  Carers Link has had direct, or telephone 
contact with 1153 carers during 2016/17, of which 393 were new contacts. 

Outcome 5 

Outcome 6 
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“I found the course 
extremely beneficial and 
have adopted some of 
the techniques which I 
use daily” 

Carer Feedback  

Self 
assessment 

falls 
prevention  

tool

Paramedics 
reduced their 

falls admission 
rate 50%

Alternatives to 
admission for 

uninjured 
fallers

Care Homes 
reduced falls 

by 62%

The Carer Information Strategy fund provides the 
opportunity to support the provision of the ‘Caring with 
Confidence’ programme aimed to increase the resilience of 
carers.  This programme, developed and provided by 
Carer’s Link, supported 187 carers through one or more of 
training sessions offered during 2016-17.  Carer feedback 
reported that 98% agreed or strongly agreed that the 
session they attended made them feel more confident, less 
stressed and better informed in their caring role. 

Work is underway to prepare for the implementation of the Carers (Scotland) Act 2016 
which is due to comes into force in March 2018.  The East Dunbartonshire Carers Strategy 
is in the early stages of preparation and will be developed following the publication of the 
awaited Regulations and Guidance.  The Carers Strategy will set out key priorities that will 
focus on the identification, assessment and support for carers. 

 

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

National Core Indicators 2015/16 2016/17  

Falls rate per 1,000 population aged 65+ 21 21 

Proportion of care services graded 'good' (4) or better in Care 
Inspectorate inspections 

83% 83% 

The East Dunbartonshire Falls Pathways have 
been implemented in partnership with Care 
Homes and the Scottish Ambulance Service to 
support the identification of people who are at 
risk of falling, and take action to prevent further 
falls.  This has led to a reduction in the number 
of falls admissions to hospital.  

 

The Care and Repair service, which undertakes 
small repairs and adaptations to keep older 
people safe in their homes, received Integrated 
Care Funding to provide a home safety advice and 
information service to older people.  Over 100 older people have benefitted from this 
advice, helping to keep them safe in their own homes. 

A Scottish Patient Safety Programme pilot has been commenced in 5 care homes within 
East Dunbartonshire.  The programme was particularly focused on reducing pressure 
ulcers and the introduction of insulin management plans for appropriate individuals.  The 
peer grading of pressure ulcers and review of record keeping was introduced and pressure 
ulcer data collection commenced in November 2016, with the 5 Homes submitting results 
monthly.  A local learning set took place in March 2017 and focussed on ensuring accurate 
data collection and the PDSA cycle will be utilised to analyse the effect of the implemented 
change.  

A number of interventions have been introduced to support vulnerable adults including: 

Outcome 7 
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� Introducing a thresholds framework to improve the consistency of adult support and 
protection referrals made by care providers and other partners. 

� Developing effective policy and practice for young adults in transition between 
children's and adult services. 

� Providing a professional seminar and staff guidance on Sexual Harm; identified by a 
multi-agency casefile audit as an area for improved practice, particularly around 
recognition and response. 

� Improving staff knowledge and understanding on the impact of both alcohol misuse and 
domestic abuse in older age  

� Continuing to develop policy and raise employee and public awareness about a range 
of inter-sectional violence issues including Female Genital Mutilation; Human 
Trafficking and Exploitation, and Hate Crime. 

� Preparing for the arrival of unaccompanied asylum-seeking children, and refugee 
families resettling in East Dunbartonshire under the Syrian Resettlement Programme. 

The Care Commission undertakes scheduled and unscheduled inspections across a range 
of services.  Services are graded 0-6 (6 being the best) under the headings of: Support; 
Environment; Staffing, and Management.  The inspections of the following services were 
graded only on Support and Staffing. 

In East Dunbartonshire, 5 services were inspected in the last year and the findings were 
extremely positive (Table 3) and provide an indication of the quality of services delivered. 
Plans are in development to progress areas for improvement.  The full inspection reports 
can be found on the Care Inspectorate web page:  
http://www.careinspectorate.com/index.php/type-of-care 

 

Table 3 Summary of Inspection findings 

Base 
Care Inspectorate No. 

Insp. Date Quality Theme Care 
Grades 

No. Of 
Recommend
ations 

Milan Support Service  
CS2006125849 

04/08/16 Support  5 3 

Staffing 5 

John Street House 
CS2003000797 

24/08/16 Support 5 3 

Staffing 5 

Meiklehill Service 
CS2004077753 

24/10/16 Support 5 2 

Staffing 5 

Ferndale   
CS2006124929 

16/02/17 Support 4 3 

Staffing 4 

Kelvinbank Resource 
Centre 
CS2004057808  

27/02/17 Support 5 4 

Staffing 5 
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Council
63%

NHS
37%

 

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

The Kirkintilloch Health & Care Centre (KHCC) has become the new headquarters for the 
HSCP, with the Senior Management Team and support functions transferring from Stobhill 
in December 2016.  The KHCC re-modelling project has also provided opportunities for 
health and social care staff to relocate from a range disparate building across the Authority 
into the KHCC further enhancing integrated working between service teams.   

Electronic systems, such as EMIS and Carefirst, are now being accessed by health and 
social care staff to improve communication and interface working to assist in the sharing of 
information to support integrated service provision. 

Workforce planning for the Health & Social Care Partnership is at an early stage of 
development, working through many of the current characteristics and demographics of 
the current workforce before starting the process of looking at the future workforce. 

Diagram 3 Staff by Employing Authority  
The HSCP Chief Officer has responsibility 
for the management of a directly deployed 
workforce of 721 staff, (594.45 wte).  The 
workforce is employed by either NHSGGC 
or East Dunbartonshire Council and 
provides a wide range of social care and 
health care to the population of East 
Dunbartonshire.  

The workforce is being reviewed to further 
strengthen integrated services to ensure 
that our evolving integrated structures are 
able to achieve the ambitions set out in our 
Strategic plan. This is being supported by a 
learning and education plan which assists 
staff to change and improve service delivery models. 

 

An Organisational Development programme for 
staff involvement is in being further developed to 
take forward the 20:20 Vision priorities: 
Leadership, Service Improvement, Culture, and 
Team Development.  The Organisational 
Development Action Plan, linked to the 
Workforce Development Plan, sets out the 
process by which to address these four priorities 
with staff during 2017/18. 

Outcome 8 
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Resources are used effectively and efficiently in t he 
provision of health and social care services 
 
 

National Core Indicators  2015/16 2016/17  
Percentage of health and care resource spent on hospital stays 
where the patient was admitted in an emergency 

23% 22% 

 

The indicator, ‘percentage of health and care resource spent on hospital stays where the 
patient was admitted in an emergency’ provides an overall indication of the financial 
resource spent on emergency hospital care where appropriate care in a community setting 
would be more beneficial for the person, and ensure resources were spent more 
effectively.  The HSCP has successfully reduced this percentage to below the Scottish 
average during 2016/17 

It is important that resources are used effectively and efficiently, in partnership with key 
partners and commissioned services.   

A number of strategic service reviews are being identified and scoped to determine 
potential redesign to ensure service provision is effective, flexible and responsive to local 
needs, as well as being financially sustainable in the longer term. Key areas include: 

� Older People Day Care; 

� Learning Disability; and 

� Mental Health  

Learning from these reviews, along with data from the Joint Strategic Needs Assessment, 
will help to shape and structure current and future of service provision and inform the 
Market Facilitation process. 

 

 

 

 

 

 

 

 

 

 

Outcome 9  
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PART 3.  LOCALITIES 

The HSCP has two localities: an East Locality and a West Locality.  The Locality Planning 
Groups, have been established and are meeting regularly, and the Chairs of the Locality 
Groups attend the Strategic Planning Group meeting to inform the SPG on progress 
against their priorities. 

 

 
Each locality has agreed their priorities, as set out below.  During 2017, the Locality 
Groups will be provided with their locality dataset to assist in future planning and service 
provision: 

 

 

West Locality Priorities

Supporting people with 
dementia and mild cognitive 

impairment, improving access 
to day care services.

Emulating the memory joggers 
groups into the community 

setting.

Developing dialogue with 
Acute services on intermediate 

and continuing care

East Locality Priorities

Focus on Care After Cancer 
treatment with emphases on 

social prescribing

Awareness raising of 
prevention and early screening 

for cancer

Development of a walking 
group for people with long term 

conditions

Supporting people who are 
housebound in the community

West 
Locality 

East 
Locality 



P a g e  | 16 

PART 4.  PUBLIC ENGAGEMENT 

The HSCP ensures a comprehensive approach to public, service user and carer 
engagement to support the review and revision of local service delivery.  Service user and 
carer representatives attend the statutory Strategic Planning Group and Locality Planning 
Groups, and they are supported by the Public, Service User and Carer group to make 
effective contributions to these strategic planning groups.  A range of engagement 
activities have taken place over the last year.  Examples of the discussions to which 
public, service user and carer representatives contributed are provided in Diagram 4.   

Diagram 4.  Public, Service User and Carer Contribu tion  

 
A variety of methods are used to widely engage service users and carers regarding their 
experience of the services they receive and involving them in the development of HSCP 
services, for example: 

� Engaging with communities in using the PLACE standard tool to review current 
and future community service provision across sectors. 

� Using a Mental Health Peer Support Worker approach to act as a ‘critical friend’ 
to inform the development of service information; and evaluation. 

� Exploring the ‘Triangle of Care’ model in Mental Health Services to improve 
joint care planning between the clinical staff, service users and carers. 

� Involving members of the public in the development and implementation of the 
‘Canal Festival Smoke Free Areas’, through developing public notices and 
participating in a public survey pre and post the event to inform how this 
initiative may be further developed. 

� Launching the HSCP Website which provides a mechanism for wider public 
engagement and information sharing   
www.eastdunbarton.gov.uk/health-and-social-care 

 

Strategic Planning Group

• Provided views and comments on 3 Strategic priorities: Supporting People with 
Mental Health in their Community; Self Management / Long Term Conditions, and 
Preventing Unnecessary Hospital Admission .

East Locality Planning Group

• Provided views and comments on: health inequalities; cancer prevention and 
recovery; implementation of new GP based physical activity programme, and 
issues relating to those who are housebound..

West Locality Planning Group

• Provided views and comments on:current pathway for people with dementia; Day 
Care review;  Long term conditions and self care management, and the new 
Intermediate Care Model.

Public Service User & Carer Network
• Agreed and confirmed representatives for the HSCP Board, Strategic Planning 

Group and Locality Planning Group;  agreed to establish a support mechanism for 
service user and carer representatives on statutory groups, and discussed current 
consultations.
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PART 5. FINANCE 

 
HSCP BOARD’S POSITION AT 31 MARCH 2017  

The activities of the Health and Social Care Partnership are funded through an 
arrangement whereby the Council and Health Board agree their respective contributions 
and it is for the partnership thereafter to deliver on the priorities set out in the Strategic 
Plan. The scope of budgets agreed for inclusion within the HSCP for 2016/17 from each of 
the partnership bodies were:- 

 

HSCP Board Budgets 2016/17 (from the 1st April 2016 to the 31st March 2017) 

HSCP Board Health Budget £79,416,000 

HSCP Board Social Work 
Budget Adult Services 

£42,404,000 

HSCP Board Social Work 
Budget Children & Criminal 
Justice Services 
(From 11th August 2016) 

£7,365,000 

HSCP Board Social Work 
Budget Other 

£ 1,194,000 

Set Aside – Share of 
Prescribed Acute functions 

£17,381,000 

TOTAL  £147,760,000 
 
The budget includes an element of funding provided by the Scottish Government to deliver 
on the key outcomes for the Partnership in the form of delayed discharge (£510k), 
integrated care funding (£1.2m) and Social Care funding (£4.3m). 

The Health Budget includes an element relating to Oral Health Services (£10,355,000) 
which is a service hosted by East Dunbartonshire HSCP and delivered across Greater 
Glasgow & Clyde (GG&C). 

 The full extent of this budget is reflected in the Annual Accounts as prescribed within the 
Integration Scheme. There are services hosted within other GG&C partnerships which 
have similar arrangements and which support the population of East Dunbartonshire such 
as MSK Physio, Podiatry, and Continence Care etc.  

The extent to which these services (incl Oral Health) are consumed by the population of 
East Dunbartonshire is also reflected within the Annual Accounts and presents the true 
cost of delivering services to support the population of East Dunbartonshire.  

The set aside budget relates to certain prescribed acute services including A&E, General 
Medicine, Respiratory care, Geriatric long stay etc. where the redesign and development 
of preventative, community based services may have an impact and reduce the overall 
unplanned admissions to the acute sector, offering better outcomes for patients and 
service users. 
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Further work will be progressed over the next year to develop a more accurate costing 
framework for unscheduled care services to make this allocation more real so that this 
more accurately reflects usage of these services and facilitates the resource shift required 
to deliver sustainable services within the community as opposed to a hospital setting. An 
allocation has been determined by the Greater Glasgow & Clyde Health Board for East 
Dunbartonshire of £17,380,000. 

These notional budgets are currently based on direct costs per bed day for each relevant 
speciality within the IJB based on average activity for the 3 years 2011/12 – 2013/14 
provided by NHSGGC Information Services department and cost for 2013/14 taken from 
the NHS Scotland Cost Book. Accident & Emergency outpatient attendances will be 
included at 3 year average activity and direct cost per attendance for 2013/14. This has 
been inflated by 1% for 2016/17 allocations. 

During 2016/17, a due diligence exercise was carried out to consider the sufficiency of the 
budget provided to support the delivery of Children’s Social Work and Criminal Justice 
Services which became part of the Partnership from the 11th August 2016. This identified 
significant financial pressure in relation to residential care packages which have been the 
subject of regular reports to the HSCP Board and will require on-going monitoring. 

KEY RISKS AND UNCERTAINTIES  

The period of public sector austerity and reduction in the overall level of UK public sector 
expenditure is anticipated to extend over the medium term horizon. 

Future Scottish Government grant settlements remain uncertain with further reductions in 
government funding predicted to 2019/20. The EU referendum result on the 23rd June 
2016 created some further uncertainty and risk for the future for all public sector 
organisations. 

The Partnership will prepare a financial plan aligned to its strategic priorities.  The aim is to 
plan ahead to meet the challenges of demographic growth and policy pressures, taking 
appropriate action to maintain budgets within expected levels of funding and to maximise 
opportunities for delivery of the Strategic Plan. 

Additional funding of £107m has been provided to Health and Social Care Partnerships for 
2017/18 to support providers to pay the living wage to care workers and may provide some 
capacity to address social care pressures. 

The most significant risks faced by the HSCP over the medium to longer term are:- 
• The increased demand for services alongside reducing resources. In particular, the 

demographic increases predicted within East Dunbartonshire is significant with the 
numbers of older people aged 65+ is set to increase by 54% over the period 2012-2037 
(an average increase of 9% every 5 years). 

In addition, more significantly older people aged 85+ is set to increase by 201.4% over 
the period 2012-2037 (an average increase of 25% every 5 years).  

East Dunbartonshire has a higher than national average proportion of older people, 
therefore any increases can have a significant impact on the need for services as 
people get older and frailer. 

• The cost and demand volatility across the prescribing budget which is currently the 
subject of a risk sharing arrangement across GG&C, currently under review. 
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• The achievement of challenging savings targets from both partner agencies that face 
significant financial pressures and tight funding settlements, expected to continue in the 
medium to long term. 

• The capacity of the private and independent care sector who are struggling to recruit 
adequate numbers of care staff to support service users which is being felt more 
acutely south of the border but remains a concern locally. 

Financial governance arrangements have been developed to support the HSCP Board in 
the discharge of its business.  This includes financial scoping, budget preparation, 
standing orders, financial regulations and the establishment of an Audit Committee to 
ensure the adequacy of the arrangements for risk management, governance and the 
control of the delegated resources. 

ANALYSIS OF THE FINANCIAL PERFORMANCE for 2016/17 

The partnership’s performance is presented in the Annual Accounts. This shows a net 
underspend of £4.1m on the partnership funding available for 2016/17. 

This was the subject of regular reporting throughout the financial year and relates primarily 
to a favourable position in relation to the Social Care Funding from the Scottish 
Government (£1.7m). An element of this funding was provided to meet the costs 
associated with implementing the Scottish Living Wage across care home, care at home 
and housing support services from the 1st October 2016.This created an in year surplus 
due to the full funding allocation being made available in 2016/17 to meet a part year 
requirement. The full cost will become liable during 2017/18. 

In addition there were surpluses across Children’s Social Work budgets (£460k) as a result 
of vacancies across the service which supported pressure on residential school 
expenditure and a small surplus on adult service budgets (£280k) across learning disability 
and mental health services supporting pressure in relation to older people services (care 
home and homecare provision). There was some additional surplus in relation to other 
budgets delegated to the partnership in relation to the Private Sector Housing Grant 
(PSHG), care & repair and fleet recharges (£242k). 

NHS Community budgets also delivered a surplus (£1.4m) in relation to delays in filling 
vacancies across community functions including Oral Health, District Nursing and 
Rehabilitation Services. There was also a surplus on the Integrated Care Fund which was 
not fully allocated in year and delayed discharge monies which were directed to fund an 
Intermediate Care Facility (part year costs only). 

The surplus generated during 2016/17 will further the Partnership’s reserves position and 
will provide some resilience for future year financial pressures and any slippage in savings 
targets for 2017/18. There will also be an element ear-marked for service re-design in 
furtherance of the priorities set out in the Strategic Plan.  

The HSCP continues to face significant financial pressures from demographic growth 
particularly amongst the elderly population generating demand and increased costs across 
a range of adult care services. 

Both partner organisations continue to face significant financial challenge.  

The NHS Greater Glasgow & Clyde Health Board has savings of @£95m to secure during 
2017/18 with a number of initiatives underway to deliver on this challenge. Of the 
circa.£95m savings target, £16.6m relates to Health & Social Care Partnerships of which 
£1.5m relates to East Dunbartonshire with potential for a further share of £3.6m (ED - 
£0.5m share) relating to un-achieved savings dating back to 2015/16 for CHP(s).  This is 
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currently the subject of ongoing discussion with NHSGGC Health Board and a solution 
hopeful during 2017/18 as to how these monies should be treated in future years.  

East Dunbartonshire Council is also facing significant challenges with £11.7m to close the 
funding gap during 2017/18 predominantly delivered through the Council’s transformation 
and budget reduction programme with the aim of protecting the provision of frontline 
service delivery. The financial settlement to the partnership is particularly challenging with 
a further £3.6m of savings to be delivered during 2017/18. 

In total the level of savings on Partnership savings to be delivered is £5.1m for 2017/18 
and it is expected that this position will continue for future years given the challenging 
financial settlements expected to both the Local Authority and NHSGGC. 

There is some recurring funding available to Health & Social Care Partnerships from the 
Scottish Government in 2017/18 in the form of Integration Funding (ED - £0.9m) and 
Delayed Discharge Funding (ED - £510k) and additional funding from a share of £107m 
(ED- £1.84m), This is aimed at increasing the living wage across the care home and care 
at home sectors, supporting implementation of the Cares Act and changes to local 
authority charging policies in respect of war veterans. 

 
 


