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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 nine National Health & Wellbeing Outcomes 
and the associated Core Suite of Indicators. 

This document represents the third Annual Performance Report produced by East 
Dunbartonshire Health and Social Care Partnership (HSCP), and relates to the key 
priorities for adult health and social care set out in the Strategic Plan (2015-2018).  
This report provides detailed descriptions on what has been achieved against these 
priorities during 2017-18.  A range of reporting methods are used including 
qualitative information, statistical information, case studies, service user/carer 
feedback, and examples of good practice. 

Children’s Health and Social Work Services and the Criminal Justice Social Work 
Service became delegated functions to the HSCP in August 2016.  As a 
consequence these services were not reflected in the Strategic Plan 2015-2018.  
However, as these services are now integral to the delivery of the HSCP services, 
the progress against their specific outcomes is also included in this Report. 

The ‘at a glance’ overview in Section 2 provides the HSCP’s progress achieved 
during 2017/18 in relation to: 

 National Health & Wellbeing Outcome 
 National Outcomes for Children 
 National Outcomes for Justice 
 National Core Indicators 
 Scottish Government Ministerial Steering Group Data 

Looking forward, the HSCP has agreed the Strategic Plan for 2018-21.  Staff, 
partners, third sector, service users and carers were all involved in developing our 
future priorities.  The Patient, Service User and Carer Group is now well established 
and integrated within the strategic decision making groups to help inform efficient 
and effective service delivery within East Dunbartonshire.  

 

 
 
 
Chair 
East Dunbartonshire 
HSCP Board 

 

 
 
Chief Officer 
East Dunbartonshire 
HSCP  
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PART 2a  PLAN AT A GLANCE 

Each of the National Outcomes below has been assigned a RAG status to indicate 
the HSCP’s assessment of overall performance during 2017/18.  This has been 
based on the available data in the core indicators, and the achievements described 
within the Report. 
 

NATIONAL HEALTH & WELLBEING OUTCOMES POSITIVE 
IMPACT 

EVIDENCED 

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

2 
People are able to live, as far as reasonably practicable, 
independently and at home or in a homely setting in their 
community 

 

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

 

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

 

5 
Health and social care services contribute to reducing 
health inequalities  

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. 

 

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

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. 

 

9 
Resources are used effectively and efficiently in the 
provision of health and social care services.  
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NATIONAL OUTCOMES FOR CHILDREN POSITIVE 
IMPACT 

EVIDENCED 

Our children have the best possible start in life  

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

We have improved the life chances for children, young people 
and families at risk  

 
 

NATIONAL OUTCOMES FOR JUSTICE POSITIVE 
IMPACT 

EVIDENCED 

Community safety and public protection  

Reduction of offending  

Social inclusion to support desistance from offending  

 
 
   RAG KEY 

 Positive performance improved        

 Performance maintained (within 2% change) 

 
Negative performance 
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PART 2b PERFORMANCE AT A GLANCE 

This section provides the data and RAG status of HSCP’s performance against the national core indicators.  The final column 
indicates the HSCP’s Benchmarking Rank in relation to the 32 HSCPs across Scotland, with 1 being the best performing HSCP. 
 

NATIONAL CORE INDICATORS - Outcome Indicators 
Related 
National 
Outcome 

2015/16 2017/18 
RAG 

Status 

National 
Benchmark 

Rank 

1 
Percentage of adults able to look after their health very well or quite 
well 

1 96% 96%  1st 

2 
Percentage of adults supported at home who agree that they are 
supported to live as independently as possible 

2 86% 84%  8th 

3 
Percentage of adults supported at home who agree that they had a 
say in how their help, care or support was provided 

2,  3 84% 86%  1st 

4 
Percentage of adults supported at home who agreed that their health 
and social care services seemed to be well co-ordinated 

3, 9 73% 84%  3rd 

5 
Total percentage of adults receiving any care or support who rated it 
as excellent or good 

3 86% 84%  6th 

6 
Percentage of people with positive experience of the care provided by 
their GP practice 

3 89% 90%  2nd 

7 
Percentage of adults supported at home who agree that their services 
and support had an impact on improving or maintaining their quality 
of life 

4 85% 83%  7th 

8 
Total combined % carers who feel supported to continue in their 
caring role 

6 43% 41%  3rd 

9 Percentage of adults supported at home who agreed they felt safe 7 84% 87%  4th 
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NATIONAL CORE INDICATORS - Data Indicators 
Related 
National 
Outcome 

2016/17 2017/18 
RAG 

Status 

National 
Benchmark 

Rank 

11 
Premature mortality rate for people aged under 75yrs per 100,000 
persons 

1, 5 345  312.5  2nd 

12 Emergency admission rate (per 100,000 population) 1, 2, 4,  5 12,330 10,787  13th 

13 Emergency bed day rate (per 100,000 population) 2, 4, 7 125,189 109,384  14th 

14 Readmission to hospital within 28 days (per 1,000 population) 2, 4, 7, 9 82 73  3rd 

15 
Proportion of last 6 months of life spent at home or in a community 
setting 

2, 3, 9 87%    89%  15th 

16 Falls rate per 1,000 population aged 65+ 2, 4, 7, 9 21 22  23rd 

17 
Proportion of care services graded ‘good’ (4) or better in Care 
Inspectorate inspections  

3, 4, 7 86%    82%  28th 

18 Percentage of adults with intensive care needs receiving care at home 2 67%    67%  9th 

19 
Number of days people aged 75+ spend in hospital when they are 
ready to be discharged (per 1,000 population) 

2, 3, 4, 9 186 231  4th 

20 
Percentage of health and care resource spent on hospital stays where 
the patient was admitted in an emergency  

2, 4, 7, 9 23%    21%  7th 
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MINISTERIAL STEERING GROUP PERFORMANCE DATA 
Related 
National 
Outcome 

2015/16 2016/17 2017/18 
RAG 

Status 

Unplanned admissions 1, 2, 4,  5 11,737 11,308 10,392  

Unplanned bed days 2, 4, 7 83,115 83,151 78,945  

A&E attendances 1, 2, 9 27,122 27,289 27,719  

Delayed discharge bed days 2, 3, 4, 9 4,838 3,119 3,557  

Last 6 months of life 2, 3, 9 85.5% 87.1% 88.8%  

Balance of Care (% of population in community or institutional settings) 2, 4, 9 2.3% 2.3% N/A  

 

Detailed data and charts regarding the HSCP performance during 2017/18 can be found in the Quarter Performance Reports 
published with the HSCP Board papers on our website: 
https://www.eastdunbarton.gov.uk/health-and-social-care/health-and-social-care-services/east-dunbartonshire-health-and-social-
care  
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PART 3.  DELIVERING THE NATIONAL OUTCOMES 

 

 

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

 
 
 

WHAT WERE OUR 2017/18 STRATEGIC PRIORITIES FOR THIS OUTCOME  

 Supporting the population to adopt healthy lifestyles 

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

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

 Improve access to primary care services 

 

ACHIEVEMENTS IN RELATION TO 2017/18 PRIORITIES  

 A series of Cookery and Skills Development courses has been established for 
adults with learning disabilities to equip people with cookery, budgeting and 
shopping skills in preparedness for living a more independent life. 

 Developed an enhanced monitoring and weight management programme for 
adults with learning disabilities who are wheelchair users to monitor and support 
weight management and nutritional status.  This service has supported 25 
attendees since being established, removing barriers that prevent health equality 
for adults with learning disabilites.  The service also provided an opportuniy to 
identify other health issues and take preventative measures. 

 633 Alcohol Brief Interventions were carried out over the year, providing 
opportunity to highlight to people that their alcohol consumption was above 
recommended safe levels, and advise on reducing their alcohol intake.  

 287 local people attended a range of organised discussions and activities, with an 
emphasis on engaging with hard to reach groups, aimed at improving the public’s 
awareness and confidence to encourage an increase in uptake of cancer 
screeing.   

 A ‘smear test amnesty day’ project in partnership with Auchinairn Medical Practice 
encouraged 78  women to attend for a smear test with some being invited back for 
further consultations.  The women appreciated the more relaxed welcoming 
atmosphere and the opportunity to ask questions.  90% of women asked said that 
they would share their experience and encourage other women to attend 

 The Diabetes Nursing service continue to provide monthly group education for up 
to 10 newly diagnosed  type 2 diabetes as well as the provision of ongoing self 

Outcome 1 
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management.  A text and email support and advice is offered to people who are 
unable to attend clinics.  This increased support has encouraged 59.6% of clients 
to completed the ‘9 processes of care’ annual screeing and monitoring 
programme (GG&C =44.7%). 

 Developed a community safety checklist to support early identification of falls risk 
and management. 

 
 

Case Study 

Jen was more than 15 years overdue for her smear test.  She was so nervous that 
she hadn’t slept the previous night.   She was tearful in the waiting area and felt 
calmer after tea and chat with us.   After her test she came back to the waiting room 
feeling so relieved, really happy and determined not to miss future tests.   She said it 
was totally fine and couldn’t believe she had worried so much. 

 
 
 
 
 

  Staff presenting ‘Stress & Distress’ Poster at National NHS Conference, June 2017 
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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. 

 
 

WHAT WERE OUR 2017/18 STRATEGIC PRIORITIES FOR THIS OUTCOME  

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

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

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

 People with dementia have support and access to services 

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

 Work with the care home sector to develop an enhanced model  

 Develop condition specific strategies for people with:  

→ physical disability  
→ sensory impairment 
→ autism. 

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

 

ACHIEVEMENTS IN RELATION TO 2017/18 PRIORITIES  

 89 people were discharged from hospital into the HSCP Intermediate Care Unit 
during 2017/18, of which  17% returned to their own homes following a period of 
rehabilitation; 75% transferred to a suitable Care Home; 6% were readmitted to 
hospital and 2% died 

 During 2017/18, Homecare received 2,449 referrals and undertook 1,121,503 visits 
to support vulnerable people to remain as independent as they were able in their 
own homes.  

 Rapid Response Service has established a pathway between A&E and the 
Community Rehabilitation Team to provide next day response.  During 2017/18, 
the service prevented approximately 33% of referrals being admitted to hospital. 

 Establishing pathways across primary care, social work, health improvement, 
Home Care & Third Sector organisations to ensure those at risk are identified at an 
early stage and have access where required to a multi-factorial assessment and 
determine what actions are required to prevent and /or manage future falls.  

 Rolled out an agreed pathway between the Scottish Ambulance Service and 
Community Rehabilitation for referral of non injured fallers to prevent unnecessary 

Outcome 2 
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conveyance to hospital. 

 Introduction of ‘Take the Balance Challenge’ across the HSCP.  This tool allows 
participants to evaluate their own balance and strength.  If participants identify any 
issues in their balance the challenge recommends ‘The Super Six’.  These are 
exercises designed to build and sustain strength and balance going into later life.   

 Piloted a Young Onset Dementia Womens’ Group as it was identified that there 
was a higher proportion of young women with diagnosis of Young Onset Dementia.  
The group improved cognigition and level of function, social connections and 
quality of life outcomes for these women.  It also helped carers to find supports and 
delivered Psycho-education to improve resilience. 

 Post Diagnostic Support services continue to be developed utilising a mixed model 
with a team comprised of NHS and Alzheimer Scotland Link Workers.   

 District Nursing service undertook 52,582 visits to people with disablities, long term 
conditions, or who are frail, over the last year.  They also set up a local Bladder 
Health group to reduce unplanned catherter changes for people with disablities, 
and initial data suggest a 25% reduction in unplanned changes. 

 A robust pathway has been developed between primary and secondary care to 
improve pathways for people affected by cancer, and for people with cancer to 
have improved access to community support services.  Futher to the pathway 55 
people were offered a full Holistic Needs Assesment as a component of there 
ongoing Cancer review programme. 

 

Case Study 

Mrs A who had previously experienced two failed discharges after sustaining a head 
injury and several falls, was readmitted to hospital.  Following a further readmission, 
the hospital staff referred her to social work with concerns regarding her being able 
to return home.  Also, her husband was feeling very stressed as the sole carer and 
was not receiving support from social care services.  Mrs A was transferred to the 
intermediate care unit where an assessment identified that she would benefit from an 
environmental visit and physiotherapy review at home, including a review of 
equipment in the home that had previously been provided.   

Mrs A was discharged home from the intermediate care unit with a comprehensive 
care package including homecare provision, physiotherapy aid and a respite 
package for her husband.  She and her husband felt well supported by the 
intermediate care staff and were very grateful for the interventions from the whole 
team, and Mrs A has continued to remain at home seven months after discharge. 

 
 

Relative’s Comment 

“Our experience of the Intermediate Care Unit was very positive.  It afforded us the 
opportunity to establish the care needs of my grandmother following her stay in 
hospital.  We could investigate, in a safe environment, whether my grandmother 
could cope with moving from the nursing care provided in the hospital to the 
residential care offered in the Intermediate Care Unit and ultimately establish 
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whether she could cope at home with support”. 

 
 

Case Study  

Mrs B had stopped socialising and was going to cancel a planned holiday with family 
because of a chronic wound.  The District Nursing Service were visiting daily to 
provide wound management, and to support Mrs B to self manage her wound.  Mrs 
B’s wound improved with self management and the District Nurses reduced their 
visits to fortnightly.  As a result, Mrs B was able to go on holiday with her family and 
resume social activities. 
 
 
 
 
 
 
 
 

 

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

 
 
 

WHAT WERE OUR 2017/18 STRATEGIC PRIORITIES FOR THIS OUTCOME  

 Promote SDS as a positive option to develop creative solutions to support 
independence 

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

 Develop an effective and empowered service user and carer group 

 
 

ACHIEVEMENTS IN RELATION TO 2017/18 PRIORITIES  

 In 2017/18 there were 1,918 service users actively utilising SDS.  During 
2017/18, there was a 20.7% rise in people choosing option 3 (local authority 
arranged services), and a 14% rise in people choosing option 4, utilising a 
mixture of direct payment and local authority arranged services.  The 
percentage of service users choosing to utilise a single option of direct payment 
(option 1), or individual service fund (option 2), reduced by 1.5% and 8% 
respectively during the year.  

 People with palliative and end of life care needs have been supported to die in 
their preferred place of care and support them to remain in a homely setting.  
There were 220 deaths of patients on the Palliative Care register during 2017-
18 of which 89% had their preferred place of care achieved.  (74% at home or 
homely setting, 13% died in hospital, 13% in hospice).   

 District Nursing “How are we doing?” survey had 100% of respondents report 
that they agreed/strongly agreed the service gave them the care they needed, 
when they needed it and how they needed it.  Also 100% of carers of patients 
known to the service for end of life care agreed/strongly agreed that they got the 
help that was needed, when it was needed and how it was wanted.  Qualiatitive 
data demonstrates high levels of carer satisfaction. 

 Home Care provided satisfaction surveys to all service users receiving re-
ablement, complex and private provision, and received a 51% response rate.  
100% of respondents stated they were ‘satisfied’ or ‘very satisfied’ with the 
quality of service.  A freepost envelope is now being provided, to increase level 
of response rates. 

 Community Mental Health introduced improved assessment clinics for non 
discipline specific referrals, resulting in quicker access and treatment for service 
users. 

 Provided training for care home staff across East Dunbartonshire in the use of 

Outcome 3 
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the Scottish Palliative Action Register.(SPAR). Care Home Liaison service 
delivering ongoing support to care home staff around the early identification and 
the prevention of hospital admission for patients approaching end of life. 

 
 

Clients’ Comments  

“We were very impressed with the level of 
care from the homecare team. They made 
my mum’s recovery a lot easier (and 
peace of mind for me!) A big thank you all 
round.” 

“The help my husband received from your 
reablement carers after being discharged from 
Gartnavel Royal was, without doubt, the reason he 
improved so rapidly.” 

“I am writing to express our thanks to all the care 
team for the excellent care given to our mum over 
the last few months. The carer’s kindness, care, 
good humour and professionalism all made mum’s 
time back home a lot easier and was also greatly 
appreciated by all the family.” 

 
 
Stakeholder and Public Engagement Event 

A local Self Directed Support conference ‘My Own Story in East Dunbartonshire’ 
was held in March 2018, bringing together service users, carers, elected members, 
social work, health practitioners, senior managers, social care providers and 
voluntary organisations.  Conference attendees learned about: 

 The principles, values and Self Directed Support options;  

 The support available for our third sector partners;   

 Personal accounts from service users and carers who have experienced taking 
choice and control over how their social care support is delivered; 

 The positive impact, barriers and challenges that people experienced, and 
dispelling the SDS myths. 
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Health and social care services are centred on 
helping to maintain or improve the quality of 
life of people who use those services. 

 
 
 

WHAT WERE OUR 2017/18 STRATEGIC PRIORITIES FOR THIS OUTCOME  

 Build community capacity and develop volunteering opportunities to enhance 
peoples’ role in their community 

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

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

 Implement Keys to Life recommendations 

 

ACHIEVEMENTS IN RELATION TO 2017/18 PRIORITIES  

 Continued to embed the successful ‘Stress and Distress in Dementia’ approach 
to improve the management of client distress within care homes and reduce 
unscheduled care admissions.  Training has now been given to a second cohort 
of Consultant Psychiatrists, Care Home Managers, GPs, Social Work Hospital 
Assessment and Older People Social Workers.    

 Built local evidence to the benefits of social prescribing for patients and health 
professionsals  

 Re-engaged patients back into their community through increased partcipation in 
community activities and involvement in local services, groups and organisations.  

 Continued to support OPAL which provides single point of contact for people 
requiring advice or support from within their local community regarding, for 
example, long-term health conditions, support for carers, financial advice, or local 
groups.  During 2017/18, OPAL received 397 calls which led to people being 
signposted to an average 2.5 local support services.  

 Commenced review and redesign of Learning Disability services to create a 
service for service users that is modernised, sustainable and flexible, taking 
forward the recommendations in the Keys to Life.  

 Working to embed recovery outcomes focussed care planning within adult CMHT 
service delivery. 

 Development of the Supported Living Services Framework to improve recovery 
outcomes focus and consistency of approach across HSCP. 

 Re-launched and restructured the Mental Health Recovery Inclusion Group 

 Introduced formulation driven care plans, within Older People’s Mental Health, 
that are shared with all care givers and also acute services when there is an 
unscheduled admission, to provide person centred  information and improve care. 

Outcome 4 
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 East Dunbartonshire HSCP Local Area Coordination(LAC) service provides 
advice and direct support to adults affected by autism and they have a range of 
community based projects, often co-produced with the aim of being self 
sustaining in the future  They have also developed a number of new intititives in 
2017/18.   

 Care Home quality support meetings have been established to improve sharing of 
information between Adult and Mental Health Care Home Liaison Nurses, ED 
contract monitoring team and the Care Inspectorate. 

 Developed a pathway between Scottish Fire & Rescue and Scottish Ambulance 
Service  to refer people they identify as vulnerable to the Community Reabilitation 
Team. 

 Initiated local client access to a Consultant Psychiartist for those with addictions 
who would previously have been required to travel to Glasgow hospitals.  The 
Consultatnt is also available to support complex case reviews and multi agency 
meetings as well as one to one support. 

 Development of Specilaist post for Alcohol Care & Treatment Nurse who can 
offer home based detox which was previously a service gap in local services. 

 
 

Case Study  

An older man with significant long standing alcohol problems and possible alcohol 
related brain damage was refusing to engage with support services and had 
previoulsy defaulted on all appointments provided outwith East Dunbartonshire.  His 
wife was experiencing considerable carer stress which was affecting her physical 
and mental wellbeing.  With the introduction of local enhanced medical support, the 
Consultant was able to engage directly with this gentleman in East Dunbartonshire 
and this resulted in Mr D agreeing to required inpatient treatment.  Local medical 
support also ensured that Mr D accessed his treatment timeously, and that a range 
of supports for both Mr D and his wife were coordinated through the Drug and 
Alcohol service to enhance a positive outcome. 

 
 

Consultant Psychiartist Feedback on the ‘Formulation’ Care Plan 

 “I met Mrs E following an unscheduled admission to the ward from her Care Home, 
and due to the excellent work in her Stress and Distress formulation I actually felt like 
I knew her and was way ahead of the curve in her care and management.  Mrs E has 
expressive and receptive dysphasia and to get a formulation like this and the 
background info is tremendous.  When I spoke with her son and summarised what I 
understood of Mrs E, he was amazed that I could know her so well.  I explained this 
was due to the detailed information you he added to Mrs E’s story.  Thank you for the 
work you are doing and know that it greatly benefits both clients and colleagues”. 
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Health and social care services contribute to 
reducing health inequalities. 

 

 

WHAT WERE OUR 2017/18 STRATEGIC PRIORITIES FOR THIS OUTCOME  

 Reflect health and social care priorities in the PLACE programme 

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

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

 Ameliorate the impact of welfare reform and poverty 

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

 Potential disadvantage to particular individuals and communities are identified and 
actioned 

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

 

ACHIEVEMENTS IN RELATION TO 2017/18 PRIORITIES  

 East Dunbartonshire Recovery Week in September 2017, led by the Alcohol and 
Drug Partnership with support from third sector partners and local groups, was  
community focussed and aimed to raise awareness, and reduce stigma and 
discrimination with regards to people who have experienced alcohol and drug 
issues.  There were an extensive range of inclusive events and activities such as  
a recovery football tournament; communitiy recovery cafes; coffee morning; 
community allotment;  family events, and a Recovery Walk led by the Scottish 
Recovery Consortium.  The event seeks to break down barriers and explore 
experiences of stigma experienced by those who have expereinced issues with 
alcohol or drugs and is an opportunity to identify challenges, share successes and 
draw upon lived-experience to set out a collective vision of how we will can work 
together to change stigma to respect. 

 Through a process of of shared responsibilities through establishing a referral 
pathway for HSCP teams, and partnership working the Income Maximisation 
Programme, the Health Improvement team have established a best practice model 
for addressing the issues assiociated with low income and poverty for service 
users with young children and/or with a disability and for our older service users.A 
total 270 referrals were made to the programme,resulting in a combined income 
gain of £758,000 (an average £2,806 per referral). 

 Began process of refreshing the PLACE plans to take account of Health & Social 
Care priorities and to specifically focus on tackling inequalities.  

Outcome 5 
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Empowering People  

As part of Recovery Month an East Dunbartonshire resident spoke at a national event 
which was supported by the Scottish Government and Scottish Recovery Consortium, 
‘Recovering Connections – Challenging Stigma to Respect’.  Their speech was a very 
powerful insight into the experiences and the supports they had received within East 
Dunbartonshire which had supported their recovery journey 

 

Empowering Communities 

The East Dunbartonshire HSCP Local Area Coordination(LAC) service provides 
advice and support to adults affected by autism through a range of community based 
projects.  One of the initiatives established in 2017/18 was the development of a 
community band, weekly songwriting sessions and group rehearsals, involving up to 
20 adults.  Initially set up by the LACs, in partnership with Drake Music Scotland as 
an opportunity for people with autism to develop their music skills, the Band is now a 
self-supporting group with its own funds and committee structure.  The Band has also 
produced a CD of original material, and was the opening act at last year’s Big Helix 
Picnic in Falkirk. 

 
 

 
Sharing Information at Staff Awards Event  
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People who provide unpaid care are supported to 
look after their own health and wellbeing, 
including to reduce any negative impact of their 
caring role on their own health and well-being. 
 

 

WHAT WERE OUR 2017/18 STRATEGIC PRIORITIES FOR THIS OUTCOME  

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

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

 

ACHIEVEMENTS IN RELATION TO 2017/18 PRIORITIES  

 Planned and prepared for the introduction of the Carers (Scotland) Act 2016 in 
partnership with the third sector and carers, including, the consultation and 
publication of the Eligibility Criteria for Carers, development of adult support plans 
and young carers statements, and staff awareness and development sessions 

 46 carer wellbeing reviews have been completed through the East Dunbartonshire 
Wellbeing Programme that supports carers and people with Long Term Conditions 
to improve their overall health and wellbeing through reducing isolation, enabling 
them to fulfil their caring role and to supporting them to live well in their own 
community.   

 Established an Autism Parents’ & Carers’ Forum that meets six times a year, and 
is primarily concerned with promoting mutual support and the exchange of 
experiences between families.  A particular focus is establishing links between 
parents of newly-diagnosed children with those already receiving services and are 
aware of services and supports available. 

 Supported Carers through the Pubic, Service User and Carer Group to actively 
participate in HSCP Board, Startegic Planning, and Locality Planning groups as 
well as consultations startegic plans and service developments 

 

Case Study 

Mrs L attended for a wellbeing review at Carers Link and it was identified that she 
was struggling with caring for her husband and the issues that surround the 
complexity of his long term condition.  As a result, she was not eating or drinking 
regularly, and was lonely because she could not get out and about.  Her stress was 
causing her to feel frustrated with her husband.   

Carers Link liaised with social services on behalf of Mrs L which resulted in her 
receiving support with personal care and food preparation for her husband, and 
arranged support from the Befriending Service to enable Mrs L to be out and about.  
Mrs L is now feeling supported, calm and less lonely. 

Outcome 6 
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People who use health and social care services 
are safe from harm. 
 

 
 
 

WHAT WERE OUR 2017/18 STRATEGIC PRIORITIES FOR THIS OUTCOME  

 People receive high quality care and are safe from harm 

 Implement an outcome focussed person centred approach to safe guarding 
adults 

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

 
 

ACHIEVEMENTS IN RELATION TO 2017/18 PRIORITIES   

 Five Care Homes in East Dunbartonshire HSCP, along with 4 other Health Boards, 
participated in a Health Improvement Scotland (HIS) pilot project to reduce the 
incidence of pressure ulcers in Care Homes.  The Scottish Patient Safety 
Programme (SPSP) in partnership with the Care Inspectorate and Scottish Care 
supported the teams to use a Quality Improvement approach to develop and test a 
range of tools to improve prevention, risk assessment, accurate identification and 
record keeping.  One Care Home in East Dunbartonshire was selected for a case 
study as part of the evaluation of the project and the findings demonstrated clearly 
the benefits of the project.  The Care Home staff embraced and led the changes 
that were implemented which has led to better outcomes for the residents. 

 Tissue viability meetings have been established with a tissue viablity link nurse 
representative from each care home to increase knowledge and support for 
carehome staff. 

 The risk for people with urinary catheters aquiring Catheter Associated Urinary 
Tract Infection has been reduced they have received insertion and maintenance 
care bundles.  Compliance is 100% for the insertion bundle and 99% for the 
maintenance bundle. 

 East Dunbartonshire HSCP, colleagues from Health Improvement Scotland and 
Living Well in Communities piloted the national tool for prevention of falls and 
fractures within 4 care homes in East Dunbartonshire.  Evaluation from the pilot 
shows that falls were reduced by between 50 & 62%.   

 There have been a number of actions and initiatives during 2017-18 to support 
vulnerable adults: 

o A Public Protection conference was held to explore improved joint working 
to better to protect people affected by sexual and gender-based violence 
across the lifespan.   

o Worked with Empowered Violence Against Women multi-agency partnership 

Outcome 7 
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to implement multi-agency risk assessment arrangements and reduce the 
risk of domestic abuse for women and children in East Dunbartonshire. 

o Developed a multi-agency process to support and protect young adults at 
risk of harm and exploitation, which was a recommendation of the 2017 
multi-agency case file audit. 

o Began to develop a policy for residential care staff that will support adults 
with learning disabilities to use social media safely  

o 13 HSCP staff have been trained to act as Appropriate Adults to improve 
access to justice for adults with learning disabilities or mental health 
conditions where they have been a victim or witness to a crime. 

o Continued  to embed the thresholds framework locally, with a seminar for 
care at home providers 

o Collaborated with NHSGGC to monitor and improve recording and reporting 
of incidents involving East Dunbartonshire residents who are receiving in-
patient services from Glasgow City HSCP. 

 Established a Blood Bourne Virus (BBV) Clinic within East Dunbartonshire Alcohol 
and Drug Service in response to the increasing numbers of adults contracting a 
BBV.  A local clinic enables a holistic harm reduction approach with a public 
protection focus in terms of education and the reduction of community transmission 
rates of BBV.  It also provides a more seamless support service to treating and 
removing HepC, Opiate Repalcement Therapy clincs, Recovery services and local 
support services.   

 Training package developed for ED Homecarers to increase the recognition and 
understand the risks associated with malnutrition. 

 The Care Inspectorate inspected, 8 services in East Dunbartonshire during 
2017/18, and the majority of findings were extremely positive, indicating the quality 
of services delivered.  Plans are in progress for areas identified as requiring some 
improvement.  The full inspection reports can be found on the Care Inspectorate 
web page:  http://www.careinspectorate.com/index.php/type-of-care 
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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. 

 
 
 

WHAT WERE OUR 2017/18 STRATEGIC PRIORITIES FOR THIS OUTCOME  

 Securing visibility of clinical and professional leadership in governance 
arrangements 

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

 Create a confident, competent integrated workforce 

 

ACHIEVEMENTS IN RELATION TO 2017/18 PRIORITIES  

 Home care have established a Quality Circle within their team to meaningfully 
involve all homecare staff in workplace and service improvement.  Staff have 
embraced the opportunity to influence practice, and being able to participate in the 
problem solving process that leads to improvement in the quality of service they 
provide.   

 Continuously improved our approach to Clinical & Care Governance in 2017/18 
and reviewed the membership of the group to ensure visible clinical and 
professional leadership.  

 The iMatter survey collected of staff views on their experience of working for the 
HSCP.  The response rate for participation was considerably higher than previous 
staff surveys with an overall return of 67%.  The HSCP achieved over 67% for all 
but one question, Monitor to Further Improve, which scored 60%, suggesting that 
staff do not feel as involved as they would like in decision that affect them.  The 
Employee Engagement Index (EEI), that rated how staff experience across the 
HSCP, was 78% which was above the Scottish average.   

 Workforce learning and development has continued to be a priority.  During 
2017/18 there was an 89% uptake of Personal Development Reviews (PDR) for 
social care staff and 66% uptake Knoweldge Skills Framework (KSF) reviews for 
health staff. 

 
  

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

 
 
 

WHAT WERE OUR 2017/18 STRATEGIC PRIORITIES FOR THIS OUTCOME  

 Develop a commissioning strategy that drives a delivery model that reflects best 
value and agreed strategic priorities 

 Develop a shared system of care and support 

 Agree described outcomes and link investment to them 

 

ACHIEVEMENTS IN RELATION TO 2017/18 PRIORITIES  

 The District Nurses have achieved an 86% compliance with the wound care 
formulary, (the GG&C average is 78%). 

 Completed a profile of the Localities with the Local Information Support Team to 
inform effective service delivery.  

 Significant improvments have been made with access to Clinical Portal for both 
Health & Social Care staff, to provide access to client information and improve 
shared care and support. 

 Care Home quality support meetings have been established to improve sharing of 
information between Adult and Mental Health Care Home Liaison Nurses, East 
Dunbartonshire contract monitoring team and the Care Inspectorate. 

 Staff sickness and absence has remained an issue, and managers have been 
focussed on providing appropriate supports to staff in order to improve and 
maximise attendance. 

 Appropriate skill mixing has been considered when suitable opportunities have 
arisen to maximise efficient use of staff and resources.  

 

  

Outcome 9 
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Our children have the best possible start in life 
 

 
 
 

ACHIEVEMENTS IN RELATION TO 2017/18 PRIORITIES  

 The East Dunbartonshire Delivering for Children and Young People’s Partnership 
(DCYPP) directed the strategic planning, development and delivery of young 
people’s services, and set priorities the in Integrated Children’s Services Plan 2017-
2020 which would be delivered during 2017/18.  Those for which the HSCP has 
responsibility follow below. 

o Improving child health through supporting breastfeeding, promoting oral 
health and dental registration and parenting programmes  

o Evaluations for Pre 5 Immunisation geographical clinic implemented in 
Kirkintilloch from March 2018 reports above 90% service user satisfaction. 
Transformation programme will be fully implemented across the HSCP by 
December 2018. 

o The UNICEF re-accrediatation result was ‘excellent’ for the 20 standards 
relating to staff knowledge, none fell below the 80% threshold and a 
number of staff reached 100%.  Service user evaluation for breast feeding 
support was reported as ‘extremely positive’. The Children & Families team 
participated in the UNICEF Achieving Sustainability Gold Award process 
and are awaiting the outcome. 

o There was a 98% uptake of the 27- 30 month assessment achieved in 
2017-18, well above the 85% target. 

o Interventions that improve healthy development were targeted at children 
living in the most deprived communities of East Dunbartonshire, including 
Healthier Wealthier Children, Healthy Start, Oral Health initiatives, and 
second hand smoke reduction. 

 
 

Client Feedback 

“I am writing to express my thanks and appreciation to your health visiting team 
following the birth of my first child.  I was struggling with breast feeding but the level of 
care I received was of the highest quality.  I would also like to highlight the support I 
received at the breast feeding support group which allowed me to make new friends 
and gain invaluable advice from like-minded parents.  Please accept my gratitude for 
the support and care over the past 16 months.  As a result of your team’s skill and 
professionalism, I look back on my experience positively and owe that primarily to your 
team”. 

 
 
 

Outcome for 
Children (1) 
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Our young people are successful learners, 
confident individuals, effective contributors and 
responsible citizens 
 

 
 
 
 East Dunbartonshire Education services have the overarching responsibility for 

delivering on this outcome.  The HSCP support Education to ensure the delivery of 
Outcome 3 in the Local Outcome Improvement Plan to ensure children and young 
people are safe healthy and ready to learn, through our contribution to the 
implementation of the Integrated Children’s Services Plan 

 
 
 
 

 

 
We have improved the life chances for children, 
young people and families at risk 

 
 

ACHIEVEMENTS IN RELATION TO 2017/18 PRIORITIES  

 Significant improvement in relation to the number of Child Protection Case 
Conferences being held within 21 days of the Child Protection Investigation.  The 
target is 90% and in the last quarter he Children and Families Social Work Team 
reported 100%. 

 Designed and implemented a multi-agency Child Protection training programme 
which was positively evaluated by staff. 

 Following the Care Inspectorate’s inspection of the Fostering and Adoption 
Service, an action plan was agreed to ensure improvements in service delivery 
were maintained.  The action plan included strategy for the safe recruitment and 
retention of Foster Carers and Adopters, as well as a training plan and 
mechanisms for quality assurance. 

 Continued to analyse the balance of care and ensure vulnerable LAAC children 
have their needs met in appropriate placements which promote their wellbeing. 

 The Corporate Parenting Steering Group worked to implement an action plan that 
ensured Corporate Parenting responsibilities were realised.  Funding has been 
secured to develop a mentoring programme for Young People who have been 
previously Looked After. 

 
 
 
 
 

Outcome for 
Children (2) 

Outcome for 
Children (3) 
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Example of Good Practice 

A Child Protection Case Conference can be a very difficult and emotional experience 
for some parents as their parenting skills are under scrutiny and their circumstances 
are being analysed.  At every Case Conference the parent is asked to complete a short 
exit survey.  Despite some very challenging meetings the following feedback indicates 
that the staff involved are extremely skilled in the Child Protection task: 

 All parents and carers felt they were given the opportunity to express their views 
at the meeting. There were no comments. 

 All parents/carers felt that the decisions of the meeting were explained to them. 
There were no comments. 

 All parents/carers indicated that they were treated respectfully during the 
process. 

 
 

 

 

Children & Families Team representatives receiving a 2017 NHS Chairman’s Award 
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Community safety and public protection 
 

 
 

ACHIEVEMENTS IN RELATION TO 2017/18 PRIORITIES  

 Letter of recognition from Deputy Director, Community Justice, Scottish 
Government acknowledging that EDC had one of the highest rates successful 
community payback completions in Scotland (2016/7). Visit from Scottish 
Government representative to observe Criminal Justice Service and share our 
approach to this work.  

 Continue to provide service to the Parole Board for Scotland to assist members 
to compile Licence Conditions and make defensible decisions in relation to the 
release of the most serious offenders who are due to be considered for Parole or 
release at their earliest date of liberation.  During 2017/18 252 reports were 
submitted. 

 Continue to prioritise high risk offenders through partnership working with a 
range of agencies which contribute to the public protection agenda and work 
towards the community being a safer place to live and work.   

 
 
 

 

 
Reduction of offending 
 

 
 

ACHIEVEMENTS IN RELATION TO 2017/18 PRIORITIES  

 Continue to support the Courts in relation to the provision of Criminal Justice 
Social Work Reports with an average of 99% within timescale.  This assists 
Sheriffs and Judges as an aid to sentencing and implementing community 
payback orders aimed at reducing reoffending.  

 To enhance public protection, Criminal Justice staff have been trained to deliver 
the Moving Forward Making Changes specialist Programme.  This programme 
aligns with national best practice and is tailored to address the risks and needs 
of Registered Sex Offenders in an effort to reduce reoffending and create safer 
communities. 

 Within the year 2017/18, the total number of unpaid work hours completed by 
service users subject supervised work in East Dunbartonshire is 20,643 hours of 
unpaid work. This equates to just under £161,634 of unpaid work paid back for 
the benefit the ED community (based on National Minimum Wage). 

 

Outcome for 
Justice (1) 

Outcome for 
Justice (2) 
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Social inclusion to support desistance 
from offending 

 
 
 

ACHIEVEMENTS IN RELATION TO 2017/18 PRIORITIES  

 Re-established and reinvigorated the Community Justice Partnership to meet the 
objectives in the Community Justice Outcome Improvement plan to create safer 
and stronger communities. The move towards Community Justice promotes local 
accountability, inclusion and safer communities. 

 Engaged in a national study pilot with regards to Adverse Childhood Experiences 
(ACES) and the impact this had in supporting therapeutic change and 
compliance with service users subject to community payback orders.  This ties in 
with the Community Justice agenda and is sponsored by Community Justice 
Scotland. 

 
 

Example of Good Practice 

Criminal justice Unpaid Work has provided ground maintenance support at 
Kelvinbank Resource Centre for many years.  This has included building a sensory 
garden for those accessing the service.  Gardening is a highly therapeutic activity for 
service users of the Centre and during 2017/18 the Unpaid Work team have cleaned 
up and restored a greenhouse for service users to use to grow plants, and they are 
currently undertaking a garden clean-up to allow for the creation of a Garden Club 
for the service users.  Other work has included painting rooms in the Resource 
Centre to make them more presentable for the service users.   

Within a criminal justice focus group, service users subject to Unpaid Work have 
stated that they are willing and motivated to undertake this type of work as they can 
really see the difference they are making in terms of the progress and the benefit to 
people with disabilities.   

 
 
 
 
 
 
 
 
 
  

Outcome for 
Justice (3) 
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PART 4.  LOCALITY PLANNING  

 
The Public Bodies (Joint Working) (Scotland) Act 2014 specifies that Health and 
Social Care Partnerships set up two or more localities to enable service planning at a 
locally relevant level.  Localities aren't hard lines on a map, rather they represent 
natural communities within the partnership area.  The East Dunbartonshire Health 
and Social Care Partnership has agreed an East and a West locality.  Each locality 
has a Locality Planning Group with a wide range of participation.  The Locality 
Planning Groups inform the work of the Strategic Planning Group which in turn 
informs the work of the Health and Social Care Partnership Board.  
 
 

 
 
 
 

ACHIEVEMENTS IN RELATION TO 2017/18 PRIORITIES  

 Recently secured accomodation and established a Men’s Shed project in 
Bearsden of which over 40 men have become members  The Men’s Shed 
provides opportunities to reduce social isolation for men living in the community 
and replicats the well established East Locality Men’s Shed. Our localities are 
sharing information and ideas and learning from each other 

 Improved the wellbeing of service users through supporting them to access non-
clinical sources of support within the community.  This led to a reduction of 
inappropriate GP consultations.  The development of this project came as a 
result of the locality group identifying that there was a significant amount of GP 
consultation time spent with people whose support needs were not best met by 
seeing a GP.  These people are now enabled to access different and more 
appropriate forms of support by ‘wellbeing workers’.  The outcomes for these 
people are better than they were before and GP time is freed up for other 
patients.  

 Supported the further development of Dementia Friendly Communities 

 Established links with local cancer prevention group to improved coordinated 
services 

 Contributed to the consultations on the Learning Disability Strategy, and Eligibility 
Criteria for Carers, and contributed to the setting of priorities for the HSCP 
Strategic Plan 2018-21. 

 

HSCP BoardStrategic 
Planning Group

West Locality 
Planning Group

East Locality 
Planning Group
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 Discussions informed the redesign of day care services from a traditional model 
towards a model focused on linking individuals into local services. 

 Developed effective links with the Community Planning Partnership and the work 
they are doing around place plans for specific areas. This work will develop 
further in the coming year.  

 Both locality planning groups began a review of their effectiveness and agreed to 
develop a revised terms of reference 

 

GP Feedback on Wellbeing Reviews 

 “I have literally just finished speaking to one of your clients who was saying how life 
changing your involvement has been.....I can say universally that every patient you 
have seen has needed little or no contact time with me since as a result of your 
support” 
 

 
 

 

Engaging in prioirity setting with Locality Group members 
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PART 5.  FINANCE 

 

HSCP BOARD’S POSITION AT 31 MARCH 2018 

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 
2017/18 from each of the partnership bodies were:- 

 

HSCP Board Budgets 2017/18 (from the 1st April 2017 to the 31st March 2018) 

HSCP Board Health Budget £82,340,000 

HSCP Board Social Work 
Budget Adult Services 

£39,383,000 

HSCP Board Social Work 
Budget Children & Criminal 
Justice Services 

£11,297,000 

HSCP Board Social Work 
Budget Other 

£ 1,230,000 

Set Aside – Share of 
Prescribed Acute functions 

£17,381,000 

TOTAL £151,631,000 

 
 
 
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 
(£0.5m), integrated care funding (£0.7m) and Social Care funding (£6.1m). 

The Health Budget includes an element relating to Oral Health Services (£10.1m) 
which is a service hosted by East Dunbartonshire HSCP and delivered across the 
other five partnership areas within Greater Glasgow & Clyde (GG&C). 

 The full extent of this budget is reflected in these 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 Physiotherapy, Podiatry, and Continence Care etc.  
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The extent to which these services (incl Oral Health) are consumed by the 
population of East Dunbartonshire is reflected below:-  

 

2016/17  2017/18 
£000  £000 

   
524 
61 
506 
408 
379 
656 
91 

1,546 
 

948 
153 
176 

2,374 
4,610 

 

MSK Physio 
Retinal Screening 

Podiatry 
Primary Care Support 

Continence 
Sexual Health 

Learning Disability 
Mental Health Services 

Oral Health 
Addiction 

Prison Healthcare 
Healthcare in Police Custody 

General Psychiatry 
Old Age Psychiatry 

 

356 
66 
535 
317 
342 
631 
0 

1,135 
831 
939 
161 
189 

2,339 
1,927 

   
12,432 Total Cost of Services consumed within East Dunbartonshire 9,768 

 

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. 

Work has progressed over the year to develop a more accurate costing framework 
for unscheduled care services to make this allocation more real reflective of 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 £17.4m. 

These remain notional budgets and are 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. 

 

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 2020/21. The EU referendum result 
on the 23rd June 2016 created some further uncertainty and risk for the future for all 
public sector organisations and this continues with negotiations ongoing. 

The Partnership, through the development of an updated strategic plan, has 
prepared 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 
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appropriate action to maintain budgets within expected levels of funding and to 
maximise opportunities for delivery of the Strategic Plan through the use of 
earmarked reserves. 

Additional funding of £107m (ED Share - £1.8m) has been provided to Health and 
Social Care Partnerships during 2017/18 to support providers to pay the living wage 
to care workers and has provided 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 11% 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 40% 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 has been 
significant during 17/18 as a result of a number of drugs continuing to be on short 
supply resulting in significant increase in prices. This will be particularly relevant 
for the partnership into 2018/19 with the cessation of the risk sharing 
arrangement across GG&C where the risks and cost pressures will have to be 
managed within the partnership. 

 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. 

FINANCIAL PERFORMANCE 2017/18 

The partnership’s performance is presented in the Annual Accounts 2017/18 and 
shows a surplus on budget of £947k on the partnership funding available for 2017/18 
due largely to monies allocated throughout the year for specific purposes. 

This has been the subject of regular reporting throughout the financial year and 
relates to a favourable position for primary care services within the Oral Health 
Directorate due, largely, to staff turnover and vacancies across the service. There 
were also additional monies allocated late in the year to support the development of 
GP Clusters as part of the Primary Care Transformation Fund which have been 
earmarked within reserves with planned expenditure during 2018/19. 
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There was a small under spend position in relation to NHS Community budgets as 
a result of some residual capacity within delayed discharge funding and planned 
savings generated from staff turnover to mitigate pressures on prescribing which 
were not required in year. There were some pressures in respect of these 
challenging turnover savings in some areas such as alcohol & drug services, adult 
community services and elderly mental health services which has offset the year 
end position. 
 
In terms of the functions delegated in respect of Social Work Services - there was 
significant pressure in relation to Adult and Children’s Social Work services of £2.1m 
during the year which required the application of general reserves to deliver a 
breakeven position for the year.  

These arose as a result of continued pressures on residential and fostering 
placements for children due to a combination of additional demands and restrictions 
on placements within our in-house residential provision with places held in the 
expectation that a number of Asylum Seeking children will be placed within East 
Dunbartonshire. This was offset to some extent through vacancy management within 
Children’s SW Services. 

 
In addition, pressures continue on Adult Social work budgets as a result of demand 
from children transitioning into adult learning disability and mental health services, 
challenging savings targets for these areas in anticipation of the outcome of a 
review of learning disability and mental health services and continued pressure on 
care at home services for older people. 
 
The overall surplus generated during 2017/18 will further the Partnership’s 
earmarked reserves for specific initiatives, service re-design and transformation in 
furtherance of the priorities set out in the Strategic Plan and the need to maximise 
efficiencies across the partnership to manage these pressures going forward. The 
general reserves position, which has previously provided some resilience for 
financial pressures and any slippage in savings targets, is expected to be eradicated 
in achieving a balanced budget for 2018/19. The level of partnership reserves is now 
£4.1m. 

The HSCP continues to face significant financial pressures from demographic growth 
particularly amongst the elderly population placing demand on care at home and 
residential services, pressures in relation to increasing numbers of children 
transitioning into adult services generating demand and increased cost pressures 
across a range of adult social care services. This will be compounded during 
2018/19 due to the cessation of the risk sharing arrangement across GG&C for 
prescribing, the anticipated demand from carers with the implementation of the 
Carers Act and the extension in entitlement to free personal care for those aged 
under 65 years old.  

Both partner organisations continue to face significant financial challenge.  

The NHS Greater Glasgow & Clyde Health Board has savings of +£70m to secure 
during 2018/19, largely within Acute Services, with a number of initiatives underway 
to deliver on this challenge. This assumes a breakeven position for HSCP’s across 
GG&C. The settlement for 2018/19 provided uplift in funding of 1.5% in respect of 
payroll and contractual inflationary pressures with additional monies expected as a 
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consequence of the Barnett formula whereby increased investment to support pay 
increases nationally for health services in England has a consequential impact for 
grant funding to Scotland. The significant area of risk moving forward will be in 
relation to ongoing prescribing pressures arising from certain drugs on short supply 
pushing up the cost per drug and increasing demand within community services. 

East Dunbartonshire Council is also facing significant challenges with £13.6m to 
close the funding gap during 2018/19 (of which pressures for Social Work account 
for £5.6m of this gap). This will predominantly be 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 £4.6m of savings to be delivered during 
2018/19. This will require a level of bridging through the use of partnership reserves 
to balance the budget for 2018/19 in the expectation that further efficiencies will be 
identified to address the gap in future years. This will present a level of risk to the 
partnership as there will be no resilience to meet in year pressures and this will 
require close monitoring and early engagement with the constituent bodies 
throughout 2018/19.  

In total the level of savings on Partnership budgets to be delivered is £5m for 
2018/19 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 2018/19 in the form of Integration Funding (ED - £0.7m), 
Delayed Discharge Funding (ED - £510k) and Social Care Funding (ED - £7.4m, an 
increase of £1.3m from 2017/18). The latter is aimed at increasing the living wage 
across the care home, care at home and housing support sectors, supporting 
implementation of the Cares Act and the extension of entitlement to free personal 
care to those under the age of 65. 

 
 
 


