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10. Minute of Meeting of Inverclyde Integration Joint Board Audit Committee of 11
September 2018

11. Audit Scotland Reports — NHS in Scotland and Health & Social Care Integration:
Update on Progress
Report by Corporate Director (Chief Officer), Inverclyde Health & Social Care Partnership

The documentation relative to the following item has been treated as exempt information in
terms of the Local Government (Scotland) Act 1973 as amended, the nature of the exempt
information being that set out in paragraphs 6 and 9 of Part | of Schedule 7(A) of the Act.

12. Governance of HSCP Commissioned External Organisations
Report by Corporate Director (Chief Officer), Inverclyde Health & Social Care Partnership
providing an update on matters relating to the HSCP governance process for externally
commissioned Social Care Services
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https://www.inverclyde.gov.uk/meetings/committees/57

The papers for meetings of the 1JB Audit Committee can be viewed/downloaded at
https://www.inverclyde.gov.uk/meetings/committees/59

The papers for meetings of Inverclyde Council's Health & Social Care Committee can be
viewed/downloaded at https://www.inverclyde.gov.uk/meetings/committees/49
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Inverclyde Integration Joint Board

Tuesday 6 November 2018 at 2pm

Present: Councillors J Clocherty, E Robertson, L Quinn and L Rebecchi, Mr S Carr, Dr
D Lyons, Mr | Ritchie (for Mr A Cowan), Ms A Thompson (for Ms D McErlean), Dr H
MacDonald, Dr C Jones, Ms L Long, Ms S McAlees, Ms L Aird, Mr D White, Ms M Telfer
(for Mr H MacLeod), Mr | Bruce and Ms C Boyd.

Chair: Mr Carr presided.

In attendance: Ms D Gillespie, Head of Mental Health, Addictions & Homelessness, Ms
H Watson, Head of Strategy & Support Services, Mr A Stevenson, Head of Health &
Community Care, Mr A Brown, Service Manager (Assessment and Care), Ms G
Kilbane, Learning Disability Review, Implementation and Carers Act Lead, Ms E
Cummings, Programme Manager, Innovation/Primary Care Lead, Mr B Young, Health
Improvement Lead Officer, Ms V Pollock (for Head of Legal & Property Services) and
Ms S Lang (Legal & Property Services).

Prior to the commencement of business, the Chair extended his congratulations, on
behalf of the Board Members, to the Inverclyde Home 1% Team which had been
awarded the special judges’ award for “outstanding excellence” at the NHS staff
awards.

Apologies, Substitutions and Declarations of Interest
Apologies for absence were intimated as follows:

Mr A Cowan, with Mr | Ritchie acting as proxy;

Ms D McErlean, with Ms A Thompson acting as proxy;
Mr H MacLeod, with Ms M Telfer acting as proxy;

Ms S McLeod; and

Ms D McCrone

Mr Ritchie declared an interest in Agenda Item 8 (Update on Implementation of Primary
Care Improvement Plan and New General Medical Services (GMS) Contract 2018).

Membership of the Inverclyde Integration Joint Board

There was submitted a report by the Corporate Director (Chief Officer), Inverclyde
Health & Social Care Partnership (a) advising the Integration Joint Board (I1JB) of
changes to its voting and non-voting Membership arrangements and (2) requesting
confirmation of the re-appointment of Members to the 1JB.

Ms Pollock advised the Board of a change to the recommendations contained within the
report. She indicated that, following discussions, the Health Board had advised that Dr
Chris Jones was to remain a Member of the IJB as the non-voting Member representing
Non-GP Registered Medical Practitioners and she requested the IJB to agree to the
deletion of recommendation 3, as referred to in paragraphs 2.3 and 6 of the report, with
any references to Dr David Raeside within the report and appendix being now to Dr
Chris Jones.
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Decided:

(1) that the appointment by Inverclyde Council of Councillor Elizabeth Robertson as a
voting Member of the Inverclyde Integration Joint Board to replace Councillor Jim
MacLeod be noted,;

(2) that it be noted that Councillor John Crowther has been confirmed as the proxy
Member for Councillor Elizabeth Robertson for meetings of the Integration Joint Board;
(3) that the re-appointment of the four voting Members representing the Greater
Glasgow & Clyde NHS Board be noted;

(4) that the re-appointment for a further term of the following non-voting professional
advisory Members be noted:

Dr Hector MacDonald

Dr Deirdre McCormick

Dr Chris Jones;

(5) that the re-appointment of the non-voting stakeholder representative Members
set out in Appendix 1, Section C of the report be agreed;

(6) that the re-appointment of the additional non-voting Members set out in Appendix
1, Section D of the report be agreed; and

(7) that it be agreed that all references to Dr David Raeside within the report and
appendix should now be to Dr Chris Jones.

Dr Jones entered the meeting at this juncture.
Learning Disability (LD) Redesign — Progress Report, November 2018

There was submitted a report by the Corporate Director (Chief Officer), Inverclyde
Health & Social Care Partnership providing an update in relation to the progress of
Inverclyde HSCP’s Learning Disability (LD) Redesign.

The Board heard a presentation by Michael McLennan of The Advisory Group (TAG)
and Alice Paul of Your Voice on the communication and engagement process
undertaken in relation to the Learning Disability Redesign and both Mr McLennan and
Ms Paul answered a number of questions from Board Members in this regard.

Decided:

(1) that it be noted that the decommissioning of the McPherson Centre and the
interim move to the Fitzgerald Centre on 28 September 2018 took place as scheduled;
(2) that it be noted that the Health & Social Care Committee on 23 August 2018 had
declared the properties at Golf Road, Gourock and the McPherson Centre, Gourock,
when vacated in September 2018, surplus to requirements and had remitted it to the
Environment & Regeneration Committee to consider the marketing and disposal of the
properties;

(3) that the ongoing appraisal work relative to the identification of potential sites
within Inverclyde suitable for a community based resource hub for people with a
learning disability be noted; and

(4) that the priorities set out in the report in order to progress the redesign be noted.

LIAM —‘Let’s Introduce Anxiety Management’ for Children and Young People

There was submitted a report by the Corporate Director (Chief Officer), Inverclyde
Health & Social Care Partnership on the planned work to be carried out, following
training, by the Inverclyde School Nursing Team to support children and young people
aged 8-18 years in low intensity anxiety management through the ‘Let’s Introduce
Anxiety Management’ (LIAM), a cognitive behavioural therapy (CBT) informed
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intervention for mild to moderate anxiety.

Dr Rona Craig, Principal Clinical Psychologist, accompanied by Ms Arlene Polet, Team
Leader, Children and Families, addressed the Board in relation to the pilot project, the
first within NHS Greater Glasgow & Clyde and which will be undertaken as a multi-
agency approach including practitioners from Health, Barnardos and Education
Services. Dr Craig also advised the Board of the training which would be provided to
staff involved in the pilot which it was hoped eventually to roll out as a sustainable
model.

During the course of discussion on the item, Councillor Quinn suggested that it would
be useful for an online course to be developed for young people to enable them to
identify for themselves any possible signs of anxiety and Dr Craig confirmed that she
would give further consideration to this suggestion.

Decided:

(1) that the plans currently in place be noted and that approval be given to the
direction of travel set out in the report, it being noted that there is an intention to update
the Integration Joint Board following training, further planning and roll out; and

(2) that it be noted that this will support areas of the Scottish Government Mental
Health Strategy 2017-2027 recommendations and the NHS Greater Glasgow & Clyde
five year Mental Health Strategy around prevention.

Minute of Meeting of Inverclyde Integration Joint Board of 11 September 2018

There was submitted minute of the Inverclyde Integration Joint Board of 11 September
2018.

Decided: that the minute be agreed, subject to deletion of the reference to further
information and clarification in relation to the postcode statistics, at decision 3 of
paragraph 53 (NHS Greater Glasgow & Clyde Oral Health Directorate Report:
Inverclyde HSCP 2018) and substitution of the words “plan for spend” for “financial
return” at paragraph 63 (Five Year Mental Health Strategy).

Rolling Action List

There was submitted a rolling action list of items arising from previous decisions of the
Integration Joint Board.

Ms Long updated the Board in relation to a number of items included in the rolling
action list. It was noted in relation to the Sexual Health and Mental Health Strategies,
that these would be submitted to the Glasgow Integration Joint Board and that
information on dates, timescales and responsible officers would be included in the
rolling action list submitted to the next meeting of Inverclyde 1JB.

Decided: that the position in relation to the rolling action list be noted.

Financial Monitoring Report 2018/19 — Period to 31 August 2018, Period 5

There was submitted a report by the Corporate Director (Chief Officer), Inverclyde
Health & Social Care Partnership on the Revenue and Capital Budgets, other Income
Streams and the Earmarked Reserves position for the current year as at Period 5 to 31
August 2018.

There was also circulated to the Board, a letter from the Assistant Director of Finance,
Greater Glasgow & Clyde NHS Board updating the financial allocation following
confirmation of the additional Agenda for Change pay uplift funding and advising of the
recalculation of the 2018/19 Set Aside budget, following updated information received
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from the Information Services Division.

Decided:

(1) that the Period 5 position for 2018/19 as set out in Appendices 1-3 of the report
be noted and that the Chief Officer be authorised to raise the matter of the operational
and unplanned financial impacts resulting from the new recruitment procedure;

(2) that approval be given to the proposed budget realignments and virement as set
out in Appendix 4 and that officers be authorised to issue revised Directions to the
Council and/or Health Board as required on the basis of the revised figures set out in
Appendix 5;

(3) that the planned use of the Transformation Fund as set out in Appendix 6 be
noted,;

(4) that the planned use of the Integrated Care Fund and Delayed Discharge monies
set out in Appendix 7 be noted;

(5) that the current Capital position as set out in Appendix 8 be noted;

(6) that the current Earmarked Reserves position as set out in Appendix 9 be noted;
(7) that the Mental Health Action 15 Plan Summary as set out in Appendix 10 be
noted; and

(8) that the 2018/19 Devolved Budget Allocation Month 6 update from NHS Greater
Glasgow & Clyde be noted and that a further report be submitted to the January 2019
meeting of the Board on issues relating to Set Aside activities.

Update on Implementation of Primary Care Improvement Plan and New General
Medical Services (GMS) Contract 2018

There was submitted a report by the Corporate Director (Chief Officer), Inverclyde
Health & Social Care Partnership providing an update on the implementation of the new
GMS contract and associated Primary Care Improvement Plan.

Mr Ritchie declared a non-financial interest in this item as Chair of the Stakeholder
Reference Group for ‘Moving Forward Together'. He also formed the view that the
nature of his interest and of the item of business did not preclude his continued
presence in the Chamber or his participation in the decision-making process.

Decided:

(1) that the progress made in implementing the Primary Care Improvement Plan as
part of the new GMS contract be noted;

(2) that the Chief Officer be authorised to finalise discussion with the Scottish
Government to secure additional one-off funding to implement the Primary Care
Improvement Plan as described in paragraph 5.1 of the report; and

(3) that a fuller option appraisal report be submitted to the Integration Joint Board in
due course.

Inverclyde HSCP 2018/19 Winter Plan

There was submitted a report by the Corporate Director (Chief Officer), Inverclyde
Health & Social Care Partnership on the arrangements for winter planning for 2018/19.
Decided:

(1) that the collaborative work of the HSCP and NHS Greater Glasgow & Clyde
Health Board Acute Sector be noted;

(2) that approval be given to the Inverclyde HSCP Winter Plan 2018/19 as detailed in
the report for submission to the Scottish Government; and

(3) that it be noted that the Transformation Board has agreed to fund winter planning
and unscheduled care activities in anticipation of winter monies being released.
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Carers (Scotland) Act 2016 — October 2018 Update

There was submitted a report by the Corporate Director (Chief Officer), Inverclyde
Health & Social Care Partnership providing an update on local implementation of the
Carers (Scotland) Act 2016 and the financial commitments relating to Carer and Young
Carer Services across Inverclyde.

Decided:

(1) that the Inverclyde HSCP local eligibility criteria, based on illustrative examples,
be endorsed;

(2) that the draft Communication Strategy be endorsed;

(3) that the financial commitment to support carers across Inverclyde be noted; and
(4) that the ongoing work in relation to the Short Breaks Services Statement be
noted.

Inspection of Residential Children’s Services

There was submitted a report by the Corporate Director (Chief Officer), Inverclyde
Health & Social Care Partnership advising the Board of the outcome of the Care
Inspectorate unannounced inspection of the Kylemore Residential Childcare Service
completed on 17 August 2018. The report advised that the service had achieved a
grade of 6 (excellent) for Care and Support and 6 for Environment.

Decided:

(1) that the outcome of the inspection report be noted; and

(2) that the Board’'s congratulations for the grades achieved be conveyed to all of the
staff and young people involved.

Advice Service Biennial Report 2016/18

There was submitted a report by the Corporate Director (Chief Officer), Inverclyde
Health & Social Care Partnership on the activities of Inverclyde HSCP Advice Service,
highlighting the different ways in which social security benefit, money and debt advice
and assistance have been provided to the citizens of Inverclyde.

Decided: that the contents of the Advice Service Biennial Report for 2016/18 be noted.

Greenock Health and Care Centre Progress

There was submitted a report by the Corporate Director (Chief Officer), Inverclyde
Health & Social Care Partnership on the progress of the new Greenock Health and
Care Centre.

Ms Watson clarified that in relation to paragraph 2.1 of the report, funding for the
provision of the new Health and Care Centre was in the final stages of agreement.
Decided:

(1) that the progress to date in respect of the new Greenock Health and Care Centre
be noted; and

(2) that the Travel Plan associated with the new provision be submitted to the March
2019 meeting of the Board.

Chief Officer’s Report

There was submitted a report by the Corporate Director (Chief Officer), Inverclyde
Health & Social Care Partnership providing an update on a number of areas of work

02 MIN 11JB - 06 11 2018

79

80

81

82

83



84

29

INVERCLYDE INTEGRATION JOINT BOARD — 6 NOVEMBER 2018

underway across the Health & Social Care Partnership. These related to (a) Health and
Social Care Standards, (b) the HSCP Staff Awards, (c¢) the COSLA Awards, (d) Staff
Governance and (e) Inverclyde Secondary Schools Health and Wellbeing Survey.
Decided: that the report be noted.

Mr White left the meeting at this juncture.

It was agreed in terms of Section 50(A)(4) of the Local Government (Scotland) Act
1973 as amended, that the public and press be excluded from the meeting during
consideration of the following item on the grounds that the business involved the
likely disclosure of exempt information as defined in Paragraphs 6 and 9 of Part |
of Schedule 7(A) of the Act.

Governance of HSCP Commissioned External Organisations

There was submitted a report by the Corporate Director (Chief Officer), Inverclyde
Health & Social Care Partnership providing an update on matters relating to the HSCP
governance process for externally commissioned Social Care Services.

(Mr Bruce left the meeting during consideration of this item of business).

Decided:

(1) that the governance report for the period 21 July to 7 September 2018 be noted;
and

(2) that Members acknowledge that officers regard the control mechanisms in place
through the governance meetings as sufficiently robust to ensure ongoing quality and
safety and the fostering of a commissioning culture of continuous improvement.

02 MIN 11JB - 06 11 2018
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INVERCLYDE INTEGRATION JOINT BOARD

ROLLING ACTION LIST

Meeting Date and

. Action Responsible Officer Timescale Progress/Update/Outcome Status
Minute Reference
20 March 2018 Carers (Scotland) Act Allen Stevenson November 2018 Update report to November | Complete
(Para 20(2)) 2016 — Report to be 2018 1JB

submitted to May/June
2018 meeting providing
(a) case studies to
illustrate impact/risk
levels in connection with
eligibility criteria threshold
and (b) Communication
Strategy proposals

20 March 2018 Carers (Scotland) Act Allen Stevenson November 2018 Update report to November | Complete
(Para 20(3)) 2016 — Further update 2018 1JB
report to be submitted to
October 2018 meeting

15 May 2018 Early Action Systems Sharon McAlees November 2018 Update report to November | [JB January
(Para 35(2)) Change Fund Project — 2018 1JB

Progress (in 6 months’

time)
15 May 2018 Enhancing Children’s Sharon McAlees January 2019 Report to January 2019 IJB | Next IJB March
(Para 36(5)) Wellbeing — Support for

Inverclyde GIRFEC
Pathway — Update Report

€ ‘ON W31l YAN3IOV



15 May 2018 Out of Hours GP Service | Helen Watson November 2018 Workshops have taken March 1JB
(Para 37(4)) — (After Summer Recess) place and new pathways
developed. New process
being developed, draft
paper to be agreed by CO
across GGC.
15 May 2018 GMS Contract Allen Stevenson November 2018 Report to November 2018 Complete
(Para 37(5)) Implementation — Update 1JB
Report (November 2018
meeting)
15 May 2018 Learning Disability Day Allen Stevenson September 2018 Report to September 1JB Complete
(Para 38(3)) Services Estate 2018
Configuration - Update
Report (After Summer
Recess)
11 September 2018 | Oral Health — Further Helen Watson September 2019 New information in annual In progress
(Para 53(3)) Update Reports, report
particularly regarding
operational
responsibilities for HSCP
11 September 2018 | Sandyford Sexual Health | Helen Watson March 2019 Once agreed by Glasgow In progress
(Para 55(3)) Services — Update on 1JB
Direction of Travel
11 September 2018 | Mental Health Strategy Deborah Gillespie March 2019 Update report In progress
(Para 63(3)) Action 15 Plan and
Strategy Implementation
Plan (November 2018
meeting)
6 November 2018 Set Aside Activities Lesley Aird January 2019 January 2019 In progress
(Para 76(8)) (January 2019)
6 November 2018 Primary Care Allen Stevenson January 2019 Included in finance section In progress
(Para 77(3)) Improvement Plan and of 1JB report January 2019

new GMS Contract —
Fuller Option Appraisal
Report




6 November 2018
(Para 82(2))

Travel Plan associated
with new Greenock
Health and Care Centre
(March 2019)

Helen Watson

March 2019

Plan to be reviewed by
Planning Board

In progress
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H SC I AGENDA ITEM NO: 4

Report To: Inverclyde Integration Joint Board Date: 29 January 2019

Report By: Louise Long Report No: 1JB/04/2019/LA
Corporate Director (Chief Officer)
Inverclyde Health & Social Care
Partnership

Contact Officer: Lesley Aird Contact No: 01475 715381
Chief Financial Officer

Subject: FINANCIAL MONITORING REPORT 2018/19 - PERIOD TO 31
OCTOBER 2018, PERIOD 7

PURPOSE

The purpose of this report is to advise the Inverclyde Integration Joint Board (I1JB) of the
Revenue and Capital Budgets, other Income Streams and Earmarked Reserves position
for the current year with a detailed report as at Period 7 to 31 October 2018 and summary
update at the meeting to Period 9, 31 December.

SUMMARY

The detailed report outlines the financial position at Period 7 to end October 2018. The
current year end operating projection for the Partnership is a projected underspend of
£0.950m. The 1IB is expected to utilise a net £1.198m of its Earmarked Reserves in year
on previously agreed projects and spend, including the impact of any transfers to/from
reserves as a result of anticipated over and under spends. A verbal update on the any
significant changes to the current forecast position as at Period 9 to 31 December 2018
will be provided at the meeting.

At Period 7 there is a projected underspend of £0.520m on Social Care Services. The
main elements of the underspend are detailed within this report and attached appendices.

Health services are currently projected an underspend of £0.430m the main elements of
which are detailed in this report and attached appendices.

The Corporate Director (Chief Officer) and Heads of Service will continue to work to
mitigate any projected budget pressures and keep the overall 1JB budget in balance for the
remainder of the year. It is proposed that as in previous years any over or under spend is
taken from or added to 1JB reserves.

The report outlines the current projected spend for the Transformation Fund, Integrated
Care Fund and Delayed Discharges money.

The assets used by the 1JB and related capital budgets are held by the Council and Health
Board. Planned capital spend in relation to Partnership activity is budgeted as £1.364m for
2018/19 with an actual spend to date of £0.086m. There is projected slippage of £0.520m
being reported due to the delays experienced early achievement of 2019/20 savings and
projected cost reductions in the procurement of the Crosshill replacement project.

The 1JB holds a number of Earmarked and General Reserves; these are managed in line
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3.1

with the 1JB Reserves Policy. The total Earmarked Reserves available at the start of
2018/19 were £5.796m. To date at Period 7, £2.098m of new reserves are expected in
year, £1.160m has been spent, projected spend by the yearend is £3.235m.

RECOMMENDATIONS
It is recommended that the Integration Joint Board:

1. Notes the current Period 9 forecast position for 2018/19 and Period 7 detailed report
contained in (Appendices 1-3);

2. Approves the proposed budget realignments and virement (Appendix 4) and authorises
officers to issue revised directions to the Council and/or Health Board as required on
the basis of the revised figures enclosed (Appendix 5);

3. Notes the planned use of the Transformation Fund (Appendix 6)

4. Approves the planned investment of £150k match funding spend to save initiative from
the Transformation Fund for ADP, CORRA to move to a 7 day service within
Addictions;

5. Notes the planned use of the Integrated Care Fund and Delayed Discharge monies
(Appendix 7)

6. Notes the current capital position (Appendix 8);

7. Notes the current Earmarked Reserves position (Appendix 7).

Louise Long Lesley Aird
Corporate Director (Chief Officer) Chief Financial Officer
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From 1 April 2016 the Health Board and Council delegated functions and are making
payments to the IJB in respect of those functions as set out in the integration scheme. The
Health Board have also “set aside” an amount in respect of large hospital functions
covered by the integration scheme.

The 1JB Budget for 2018/19 was set on 18 June 2018. The table below summarises the
agreed budget and funding together with the projected operating outturn at 31 October:

Revised Projected
Budget Projected Over/(Unde
2018/19 Outturn r) Spend
£000 £000 £000
Social Work Services 64,781 64,261 (520)
Health Services 69,631 69,201 (430)
Set Aside 16,439 16,439 0
HSCP NET EXPENDITURE 150,850 149,900 (950)
FUNDED
BY
Transfer from / (to) Reserves 0 (950) (950)
NHS Contribution to the
1JB 102,788 102,788 0)
Council Contribution to the 1JB 48,062 48,062 0
HSCP OPERATING
SURPLUS/(DEFICIT) 150,850 149,900 (950)
Planned Use of Reserves (1,198) (1,198)
Annual Accounts CIES Position (1,198) (1,198) (950)

Updated Finance Position and Forecasting to Yearend

Timelines for Committee paper submission mean that, by necessity, finance reports are
often a couple of months old by the time they come to the 1JB. This creates potential
governance issues:

o If the Board is not seeing up to date financial forecasts and projections decision
making and financial governance is weakened, this is particularly important in the
second half of each financial year

e For the IJB month end and committee timelines mean that the October report
comes to 1JB late January and the December report mid-March

These will be addressed as follows:

e An updated finance summary detailing any significant changes to financial
forecasts from the report date to the current period will be provided as part of the
monitoring report presentation from the October report onwards

This will ensure that the Board still receives the full detailed finance pack but is also
updated on any substantive changes to the forecast position in between the pack date and
the meeting date.

SOCIAL WORK SERVICES

The projected outturn for social work services at 31 October 2018 is a £0.520m
underspend.
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The Social Work budget includes agreed savings of £1.555m. It is anticipated that this will
be delivered in full during the year and there is a projected over-recovery at Period 7 of
£0.269m which relates to Residential and Nursing beds.

Appendix 2 contains details of the Social Work outturn position. The main variances are
detailed below with further detail provided in Appendix 2A.
Underspends due to:

e A projected underspend of £0.070m within internal homecare due to vacancies,
which are patrtially offsetting the increased costs of external homecare below,

o A projected underspend of £0.122m within Learning Disabilities and £0.107m within
Addictions employee costs due to service reviews and early achievement of
2019/20 savings targets,

e A projected underspend of £0.069m within Children and Families employee costs
due to additional turnover savings being achieved,

o Projected underspends on client care packages in Day Services £0.045m and
Learning Disabilities £0.164m due to changes in care packages. This is preparation
for 19/20 saving of £0.174m from LD,

e A one-off income from an external provider of £0.110m.

Offset by:

e A projected overspend in external homecare of £0.148m due to increased hours as
more people are cared for in their own homes. This is an decrease of £0.057m
since the last Committee and relates to decreases in the number of client
packages,

o A projected under-recovery of Homelessness income of £0.085m based on current
Tenancy Agreements.

HEALTH SERVICES
The projected outturn for health services at 31 October 2018 is a £0.436m underspend.
The total budget pressure for Health was £0.657m which is being funded by savings.

Mental Health Inpatients

When it was originally established the IIB inherited a significant budget pressure related to
mental health inpatient services due to the high levels of special observations required in
that area. Work has been ongoing locally to minimise this pressure. In addition Mental
Health provision across GG&C is under review and it is anticipated that this, together with
local work, will address this budget pressure for this and future years.

At Period 7 the year to date overspend on Mental Health is £0.245m.

The service has successfully addressed elements of the historic overspend. This budget
will be closely monitored throughout the year and work will be done to ensure that the
underlying budget is sufficient for core service delivery going forward.

Prescribing

There was a risk sharing arrangement in place in respect of Prescribing budgets across all
six Health & Social Care Partnerships last financial year which has now ended. 2017/18
showed unprecedented pressures in relation to Prescribing budgets linked to short supply
issues. The risk share arrangement in place at that time meant that the Health Board
underwrote any overall overspends. Going forward the 1JB will be liable for the full costs.
To mitigate the risk associated with this, the 1JB agreed as part of its 2018/19 budget to
invest additional monies into prescribing. However, due to the volatile, externally
influenced nature of prescribing costs, this remains an area of potential financial risk going
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forward.

GP Prescribing is experiencing in year pressure due to increased premiums paid for drugs
that are on short supply. There is every likelihood that the short supply issues will continue
for the remainder of the financial year, therefore, we have estimated using our full
prescribing budget assuming that the current short supply issues are not resolved and no
further drugs go on short supply. It must be emphasised that GP Prescribing is an
extremely volatile area and a drug going on short supply can have significant financial
consequences.

However, there is an expectation that some money will be recoverable from Community
Pharmacists (CP) as the nationally set tariffs currently being paid for drugs are estimated
to generate profit margins to CPs in excess of the minimum amount agreed. This is based
on a survey of the first six months invoices paid by CPs. Should the estimate prove to be
accurate and the excess amounts due to HSCPs recovered (both are not guaranteed) this
could result in an overall underspend of £0.400m on Prescribing by the yearend. Any
overall underspend on prescribing will be added to the prescribing Earmarked Reserve to
cover in year pressures in future years linked to short supply etc. The prescribing position
will be closely monitored throughout the year.

Set Aside

e The Set Aside budget in essence is the amount “set aside” for each IJB’s
consumption of large hospital services.

o Initial Set Aside base budgets for each IJB were based on their historic use of
certain Acute Services including: A&E Inpatient and Outpatient, general medicine,
Rehab medicine, Respiratory medicine and geriatric medicine.

o Legislation sets out that Integration Authorities are responsible for the strategic
planning of hospital services most commonly associated with the emergency care
pathway along with primary and community health care and social care.

e The Set Aside functions and how they are used and managed going forward is
heavily tied in to the commissioning/market facilitation work that is ongoing

Work is ongoing detailing the Set Aside position within GG&C for each HSCP. Activity data
is now available in almost real time and will be converted to “bed days” over the next few
weeks. Budgets are being worked up based on this data. Further updates will be brought
to the IJB as available.

At the last 1JB an updated Funding letter from the Health Board was circulated which
include a reduced notional set aside budget for 2018/19, linked to reductions in local Set
Aside activity. This is subject of a separate report to this IJB meeting. Since then a further
funding letter has been received which reinstates the Set Aside budget to previous levels
and further work is ongoing to agree future arrangements for these budgets.

Primary Care Improvement Plan (PCIP)

Due to the success of the New Ways project Inverclyde is ahead of other HSCPs in
relation to some PCIP deliverables. This means that for some areas of key investment,
such as Pharmacology, Inverclyde is already providing a service which is in excess of the
initial start-up funding.

Rather than pull back on our current services the IJB was able to fund this gap in year 1
from carried forward New Ways monies held within 1JB Reserves but there was still a gap
in years 2 and 3 of £0.359m and £0.089m, respectively and a surplus £0.441m in year 4.
By year 3 the PCIP funding was due to catch up with where Inverclyde is now but that
meant for Year 2 and part of Year 3 Inverclyde would potentially have been underfunded
for the currently planned service.

Discussions have been ongoing with Scottish Government, the outcome of which is that
our PCIP funding will be re-phased to cover the shortfall in years 2 and 3 from year 4.
Discussions will continue to ensure that Inverclyde is able to access any additional funding
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available to further develop and grow this successful programme.

Forecast Underspend

The forecast underspend is based on the following:

e Delay in filling of vacancies £0.306m

0 £0.188m of which relates to delays in recruiting to new posts linked new monies
for Mental Health and ADP which will be carried forward in EMRs for these
projects

0 £0.118m relates to delays in backfilling vacancies linked to the new Financial
Improvement Plan (FIP) work. While this delivers an in year underspend it
creates operational difficulties within services so is not something we would be
keen to see continue.

e Anticipated delay in spend on the new Mental Health and ADP monies for
commissioned services £0.124m, this has been partially offset by in year
investment of £0.061m on replacement equipment for district nurses a new ECG
machine and equipment for one of our treatment rooms.

VIREMENT AND OTHER BUDGET MOVEMENTS

Appendix 4 details the virements and other budget movements that the IJB is requested to
note and approve. These changes have been reflected in this report. The Directions which
are issued to the Health Board and Council require to be updated in line with these
proposed budget changes. The updated Directions linked to these budget changes are
shown in Appendix 5. These require both the Council and Health Board to ensure that all
services are procured and delivered in line with Best Value principles.

TRANSFORMATION FUND, INTEGRATED CARE FUND & DELAYED DISCHARGE

Transformation Fund

The Transformation Fund was set up at the end of 2018/19. Spend against the plan is
done on a bids basis through the Transformation Board Appendix 6 details the current
agreed commitments against the fund. At Period 7 there is £0.385m committed and
£0.898m still available from the fund. Proposals with a total value in excess of £0.100m will
require the prior approval of the IJB.

Addiction Investment - a bid is proposed for £150k from the CORRA fund to support a 7
day service in Addictions to reduce A&E attendances and admissions and reduce pressure
longer term on Set Aside/Acute budgets. It is suggested that the bid to CORRA would be
stronger if £150k match funding from our Transformation Fund was available. This is a
short term pilot, longer term funding would be expected to come from Set Aside budgets or
future Alcohol Drugs Partnership funding. The IIB is asked to approve this Transformation
Fund investment, subject to a successful bid to CORRA.

Integrated Care Fund (ICF) and Delayed Discharge Funding (DD)

Appendix 7 details the current budget, projected outturn and actual spend to date for these
funds.
CURRENT CAPITAL POSITION - nil Variance

The Social Work capital budget is £2,320,000 over the life of the projects with £1,364,000
projected to be spent in 2018/19, comprising:

e £1,043,000 for the replacement of Crosshill Children’'s Home,
e £33,000 for the installation of the Hillend Sprinkler System,
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e £125,000 for the interim upgrade of the Fitzgerald Centre,

e £115,000 for the alterations to the Wellpark Centre, £58,000 for projects complete
on site.

There is projected slippage of £520,000 (38.12%) being reported due to the delays and
cost reductions experienced in the procurement of the Crosshill replacement project as
previously reported. Expenditure on all capital projects to 31st October is £86,000 (10.19%
of the revised budget). Appendix 4 details capital budgets.

Crosshill Children’s Home:

e The former Neil Street Children’s Home is in use as temporary decant
accommodation for the Crosshill residents who were decanted earlier this year.
¢ The demolition of the existing Crosshill building is complete.

e Contractor commenced on site in October with foundation and drainage works in
progress.

e The Contract Period is 39 calendar weeks with projected completion in July 2019.

Neil Street Children’'s Home replacement (Cardross):

As previously reported to Committee, it should be noted that additional funding may be
required in connection with the project and the extended contract period. This remains
subject to resolution of the extension of time claim and agreement of the final account for
the project, negotiations on which are on-going.

Hillend Centre Sprinkler System: Works were certified complete on 4th June.

Fitzgerald Centre Interim Upgrade:

e The works involve partial refurbishment and upgrading including personal care
areas of the building to facilitate the transfer of the McPherson Centre users.
¢ The works have now been completed.

Wellpark Centre Internal Alterations:

e The works involve the remodelling of part ground, first and second floors to
facilitate the co-location of Drugs Team staff and the Alcohol Services supporting
the development of a fully integrated Addictions Service.

e The Service has agreed to have the works undertaken in one phase and to decant

staff to provide vacant possession of the building for the works.

Decanting of staff has taken place and the service temporarily relocated.

Contractor currently on site and progressing the works.

Target programme is completion January 2019.

Additional costs of circa £17k will be funded from revenue through the

Transformation Fund

EARMARKED RESERVES

The 1B holds a number of Earmarked and General Reserves; these are managed in line
with the 1JB Reserves Policy. The total Earmarked Reserves available at the start of
2018/19 was £5.796m. To date at Period 7, £2.098m of new reserves are expected in
year, £1.160m has been spent, projected spend by the yearend is £3.235m. Appendix 9
has been updated to group all reserves under the following categories:

Scottish Government Funding - funding ring-fenced for specific initiatives

e Existing Projects/Commitments - many of these are for projects that span more
than 1 financial year

e Transformation Projects - non recurring funding to deliver transformational changes
Budget Smoothing/Contingency - moneys held as a contingency against one off
pressures in the 1IJBs more volatile budgets eg Children & Families Residential
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STATUTORY ACCOUNTS COMPREHENSIVE INCOME & EXPENDITURE STATEMENT
(CIES)

As part of a prior year audit of the 1JBs statutory accounts, Audit Scotland noted that the
IJB’s budget monitoring reports did not clearly set out the anticipated year-end position in
relation to the receipt or use of reserves in year and in particular their impact on the CIES
surplus or deficit position within the Statutory Accounts.

The creation and use of reserves during the year, while not impacting the operating
position, will impact the year-end CIES outturn. For 2018/19 it is anticipated that as a
portion of the brought forward £5.796m and any new Earmarked Reserves is used the
CIES will reflect a deficit. At Period 7, that CIES deficit is projected to be the same as the
projected movement in reserves detailed in Paragraph 10.1 above and Appendix 9.
IMPLICATIONS

FINANCE

All financial implications are discussed in detail within the report above.

One off Costs

Cost Centre | Budget Budget | Proposed Virement Other Comments
Heading | Years Spend this | From
Report
£000

N/A

Annually Recurring Costs / (Savings)

Cost Centre | Budget With Annual Net | Virement Other Comments
Heading | Effect Impact From
from £000

N/A

LEGAL

There are no specific legal implications arising from this report.

HUMAN RESOURCES

There are no specific human resources implications arising from this report.
EQUALITIES

There are no equality issues within this report.

Has an Equality Impact Assessment been carried out?

YES (see attached appendix)

\/ NO — This report does not introduce a new policy, function or
strategy or recommend a change to an existing policy,
function or strategy. Therefore, no Equality Impact
Assessment is required.




12.5 How does this report address our Equality Outcomes?

There are no Equalities Outcomes implications within this report.

Equalities Outcome Implications

People, including individuals from the above | None
protected characteristic groups, can access HSCP
services.

Discrimination faced by people covered by the | None
protected characteristics across HSCP services is
reduced if not eliminated.

People with protected characteristics feel safe within | None
their communities.

People with protected characteristics feel included in | None
the planning and developing of services.

HSCP staff understand the needs of people with | None
different protected characteristic and promote
diversity in the work that they do.

Opportunities to support Learning Disability service | None
users experiencing gender based violence are
maximised.

Positive attitudes towards the resettled refugee | None
community in Inverclyde are promoted.

12.6 CLINICAL OR CARE GOVERNANCE IMPLICATIONS
There are no governance issues within this report.
12.7 NATIONAL WELLBEING OUTCOMES
How does this report support delivery of the National Wellbeing Outcomes

There are no National Wellbeing Outcomes implications within this report.

National Wellbeing Outcome Implications

People are able to look after and improve their own | None
health and wellbeing and live in good health for
longer.

People, including those with disabilities or long term | None
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

People who use health and social care services | None
have positive experiences of those services, and
have their dignity respected.

Health and social care services are centred on | None
helping to maintain or improve the quality of life of
people who use those services.

Health and social care services contribute to None
reducing health inequalities.

People who provide unpaid care are supported to | None
look after their own health and wellbeing, including
reducing any negative impact of their caring role
on their own health and wellbeing.

People using health and social care services are | None
safe from harm.




People who work in health and social care services | None
feel engaged with the work they do and are
supported to continuously improve the information,
support, care and treatment they provide.
Resources are used effectively in the provision of | Effective financial

health and social care services. monitoring processes
ensure resources are

used in line with the
Strategic Plan to deliver
services efficiently

13.0 CONSULTATION

13.1 This report has been prepared by the 1JB Chief Financial Officer. The Chief Officer, the
Council’'s Chief Financial Officer and Director of Finance NHSGGC have been consulted.

14.0 BACKGROUND PAPERS

14.1 None.



INVERCLYDE HSCP

APPENDIX 1

REVENUE BUDGET 2018/19 PROJECTED POSITION

PERIOD 7: 1 April 2018 - 31 October 2018

Revised Projected Projected
Budget Budget Out-turn Over/(Under) | Percentage
SUBJECTIVE ANALYSIS 2018/19 | 2018/19 2018/19 Spend Variance
£000 £000 £000 £000
Employee Costs 48,830 48,967 48,369 (598) -1.2%
Property Costs 1,217 1,122 1,076 (46) -4.1%
Supplies & Services 68,368 72,393 72,199 (194) -0.3%
Prescribing 18,946 18,115 18,115 0 0.0%
Income (6,686) (6,185) (6,297) (112) 1.8%
HSCP NET DIRECT EXPENDITURE 130,675 134,412 133,462 (950) -3.8%
Set Aside 16,439 16,439 16,439 0 0.0%
HSCP NET TOTAL EXPENDITURE 147,114 150,850 149,900 (950) -0.6%
Revised Projected Projected
Budget Budget Out-turn Over/(Under) | Percentage
OBJECTIVE ANALYSIS 2018/19 | 2018/19 | 2018/19 Spend Variance
£000 £000 £000 £000

Strategy & Support Services 2,470 2,579 2,526 (52) -2.0%
Older Persons 28,348 27,443 27,470 27 0.1%
Learning Disabilities 10,584 11,445 11,193 (252) -2.2%
Mental Health - Communities 6,028 6,590 6,499 (91) -1.4%
Mental Health - Inpatient Services 8,341 8,356 8,493 137 1.6%
Children & Families 12,860 12,862 12,667 (195) -1.5%
Physical & Sensory 2,646 2,821 2,813 (8) -0.3%
Addiction / Substance Misuse 3,438 3,919 3,619 (300) -7.7%
Assessm_ent & Care Management / Health & 7,560 8.191 8.159 (32) -0.4%
Community Care
Support / Management / Admin 4,018 4,824 4,547 (277) -5.7%
Criminal Justice / Prison Service ** 0 0 0 0 0.0%
Homelessness 789 801 894 94 11.7%
Family Health Services 21,686 24,903 24,903 0 0.0%
Prescribing 19,163 18,545 18,545 0 0.0%
Change Fund 1,133 1,133 1,133 0 0.0%
Unidentified Savings 627 0 0 0 0.0%
Unallocated Funds 984 0 0 0 0.0%
HSCP NET DIRECT EXPENDITURE 130,675 134,412 133,462 (950) -0.7%
Set Aside 16,439 16,439 16,439 0 0.0%
HSCP NET TOTAL EXPENDITURE 147,114 150,850 149,900 (950) -0.6%
FUNDED BY
NHS Contribution to the 1IB 82,880 86,349 86,349 0 0.0%
NHS Contribution for Set Aside and Hosted Services 16,439 16,439 16,439 0 0.0%
Council Contribution to the 1JB 47,795 48,062 48,062 0 0.0%
Transfer from / (to) Reserves 0 0 (950) (950) 0.0%
HSCP NET INCOME 147,114 150,850 149,900 (950) -0.6%
HSCP OPERATING SURPLUS/(DEFICIT) 0 0) (0) 0 0.1%
Anticipated movement in reserves *** (2,847) (1,198) (1,198)
HSCP ANNUAL ACCOUNTS REPORTING (2,847) (1,198) (1,198)

SURPLUS/(DEFICIT)

** Fully funded from external income hence nil bottom line position.

***  See Reserves Analysis for full breakdown




SOCIAL CARE

APPENDIX 2

REVENUE BUDGET PROJECTED POSITION 2018/19

PERIOD 7: 1 April 2018 - 31 October 2018

Revised Projected Projected Percentage
2017/18 Budget Budget Out-turn | Over/(Under) | Variance
Actual SUBJECTIVE ANALYSIS 2018/19 2018/19 2018/19 Spend
£000 £000 £000 £000 £000
SOCIAL CARE
27,279|Employee Costs 26,461 27,390 27,097 (292) -1.1%
1,130]|Property costs 1,212 1,116 1,070 (46) -4.1%
1,042 |Supplies and Services 811 912 981 69 7.5%
371|Transport and Plant 380 380 388 7 1.9%
1,140|Administration Costs 739 774 801 27 3.5%
37,553|Payments to Other Bodies 39,002 39,437 39,264 (173) -0.4%
(16,201)|Resource Transfer (15,739) (16,719) (16,719) 0 0.0%
(6,828)|Income (5,071) (5,228) (5,340) (112) 2.1%
45,486 (SOCIAL CARE NET EXPENDITURE 47,795 48,062 47,542 (520) -1.1%
Revised Projected Projected Percentage
2017/18 Budget Budget Out-turn | Over/(Under) | Variance
Actual OBJECTIVE ANALYSIS 2018/19 2018/19 2018/19 Spend
£000 £000 £000 £000 £000
SOCIAL CARE
1,860|Strategy & Support Services 1,785 1,838 1,786 (52) -2.9%
26,868(Older Persons 28,348 27,443 27,470 27 0.1%
10,161 |Learning Disabilities 10,130 10,990 10,732 (258) -2.4%
3,542|Mental Health 2,934 3,495 3,359 (136) -3.9%
10,088 Children & Families 10,377 10,155 10,073 (82) -0.8%
2,659|Physical & Sensory 2,646 2,821 2,813 (8) -0.3%
1,706|Addiction / Substance Misuse 1,603 1,796 1,688 (108) -6.0%
2,079|Business Support 2,250 3,194 3,178 (16) -0.5%
1,796|Assessment & Care Management 1,688 2,248 2,268 20 0.9%
(38)|Criminal Justice / Scottish Prison Service 0 0 0 0 0.0%
(16,201)|Resource Transfer (15,739) (16,719) (16,719) 0 0.0%
Unallocated Funds 984 0 0 0 0.0%
966 |Homelessness 789 801 895 94 11.7%
45,486|SOCIAL CARE NET EXPENDITURE 47,795 48,062 47,542 (520) -1.1%
Revised Projected Projected Percentage
2017/18 Budget Budget Out-turn | Over/(Under) | Variance
Actual COUNCIL CONTRIBUTION TO THE IJB 2018/19 2018/19 2018/19 Spend
£000 £000 £000 £000 £000
47,321|Council Contribution to the 1JB 47,795 48,062 48,062 0 0.0%




APPENDIX 2A
SOCIAL CARE
PERIOD 7: 1 April 2018 - 31 October 2018

Extract from report to the Health & Social Care Committee

Children & Families: Projected £82,000 (0.8%) underspend

The projected underspend is £115,000 less than last reported to Committee and is primarily due to additional turnover. Employee costs
are projecting an underspend of £69,000. There are projected overspends in residential accommodation of £83,000 where there is a
requirement for certain staffing levels, are partially offset by additional turnover in other areas. Staffing in residential accommodation is a
continuing pressure area.

Any over/ underspends on adoption, fostering, kinship, children’s external residential accommodation and continuing care are transferred
from/ to the Earmarked Reserve at the end of the year. These costs are not included in the above figures. At period 7 there is a projected
net overspend of £11,000 on children’s external residential accommodation, adoption, fostering and kinship and a projected net
underspend of £55,000 on continuing care which would be transferred to the earmarked reserve at the end of the financial year.

Older People: Projected £27,000 (0.11%) overspend
The projected overspend is £178,000 less than previously reported and comprises:

* A projected underspend on homecare employee costs of £70,000, a decrease in spend of £34,000 since last reported to Committee
mainly due to additional turnover savings,

* Projected underspends totalling £14,000 within employee costs in other Older People services due to additional turnover being
achieved, which is a decrease in spend of £44,000 since last reported,

* A projected overspend on external homecare of £148,000, a decrease in spend of £57,000 since the period 5 report to Committee.
This relates to a decrease in the number of client packages. The overspend is partially offset by an underspend in employee costs as
mentioned above,

* A projected underspend of £45,000 on Day Services current client numbers, a decrease in underspend of £15,000 since last reported.

* A projected over-recovery of income by £22,000 mainly due to a projected increase in Community Alarms income of £29,000.

Any over / underspends on residential & nursing accommodation are transferred from /to the Earmarked Reserve at the end of the year.
These costs are not included in the above figures. The balance on the reserve is £496,000. At period 7 there is a projected underspend of
£256,000 on residential & nursing accommodation which would be transferred to the Earmarked Reserve at the end of the year if it
continues.

Learning Disabilities: Projected £258,000 (3.49%) underspend

The projected underspend is £82,000 more than previously reported and comprises:
* A projected underspend of £122,000 on employee costs which is a decrease in spend of £42,000 since last reported due to additional
turnover savings. The projected underspend is inclusive of early achievement of 2019/20 budget savings.
» A £164,000 projected underspend on client commitments since last reported due to changes to packages. This is partly due to the full
year impact of package changes in 2017/18. This is an increase in underspend of £83,000.
» A £37,000 under-recovery of income from other Local Authorities which due to a reduction in the number of service users using day
centres within Inverclyde.

Physical & Sensory: Projected £8,000 (0.33%) underspend

The projected underspend is £6,000 more than previously reported and includes:
+ A £11,000 underspend on employee costs due to an over-recovery of turnover target, a decrease in spend of £39,000 since last
reported,
* A projected overspend of £20,000 on client package due to changes mostly within direct payments, an increase in spend of £7,000
since period 5,
* A projected over-recovery of £19,000 in service user income which is a decrease in income of £24,000 since last reported.

Assessment & Care Management: Projected £20,000 (1.02%) overspend
The projected overspend is £3,000 less than period 5 report to Committee and includes:
» A £27,000 underspend within employee costs due to additional turnover being achieved.
» A £17,000 projected overspend in external transport costs for transport to respite and hospital. This is a decrease in spend of £6,000
since last reported.
* A £24,000 projected overspend within Client Commitments resulting from an increase in client numbers.

Mental Health: Projected £136,000 (11.64%) underspend

The projected underspend is £26,000 more than the period 5 report to Committee and the movement relates to additional underspends
within client commitments due to changes in packages. A one-off income of £110,000 from an external provider was previously reported
to Committee.




Addictions: Projected £108,000 (11.12%) underspend

The projected underspend is £48,000 more than previously reported to Committee. The underspend mainly relates to additional turnover
on employee costs of £107,000 an increase in turnover being achieved of £37,000. The projected underspend is inclusive of posts taken
as part of 2019/20 budget savings.

Homelessness: Projected £93,000 (11.67%) overspend

The projected overspend is £80,000 more than previously reported and is mainly due to an under-recovery of Homelessness income of
£85,000 based on current Tenancy Agreements.

A fundamental review of the Homelessness service is ongoing. There will be a cost pressure arising from this review, and this is currently
being quantified and will be presented in a report to a future Health & Social Care committee.

Planning, Health Improvement & Commissioning: Projected £52,000 (2.94%) underspend
The projected underspend is £53,000 more than previously reported mainly due to:
* £167,000 overspend within employee costs, £191,000 of which is funded through grant income,
* £18,000 underspend within Welfare Reform and
* £220,000 projected additional income, £191,000 of grant income to fund employee costs and £29,000 for recharges.




HEALTH

REVENUE BUDGET PROJECTED POSITION 2018/19

PERIOD 7: 1 April 2018 - 31 October 2018

APPENDIX 3

2017/18 Revised Projected Projected | Percentage
Budget Budget Out-turn Over/(Under) | Variance
Actual SUBJECTIVE ANALYSIS 2018/19 2018/19 2018/19 Spend
£000 £000 £000 £000 £000
HEALTH
21,647 Employee Costs 22,369 21,577 21,271 (306) -1.4%
2|Property 5 6 6 0 0.0%
4,596 Supplies & Services 5,750 5,987 5,862 (124) -2.1%
23,731 |Family Health Services (net) 21,686 24,903 24,903 0 0.0%
18,817 |Prescribing (net) 18,946 18,115 18,115 0 0.0%
16,201 |Resource Transfer 15,739 16,719 16,719 0 0.0%
(1,865) [Income (1,615) (957) (957) 0 0.0%
83,129 (HEALTH NET DIRECT EXPENDITURE 82,880 86,350 85,920 (430) -0.5%
16,439|Set Aside 16,439 16,439 16,439 0 0.0%
99,568|HEALTH NET DIRECT EXPENDITURE 99,319 102,789 102,359 (430) -0.4%
2017/18 Revised Projected Projected | Percentage
Budget Budget Out-turn Over/(Under) | Variance
Aﬁf)tgg' OBJECTIVE ANALYSIS 2018/19 2018/19 2018/19 Spend
£000 £000 £000 £000
HEALTH
2,898 Children & Families 2,483 2,707 2,594 (113) -4.2%
5,976 |Health & Community Care 5,872 5,943 5,891 (52) -0.9%
1,728|Management & Admin 1,768 1,630 1,370 (261) -16.0%
492|Learning Disabilities 454 455 461 6 1.3%
1,683|Addictions 1,835 2,123 1,931 (192) -9.0%
2,263|Mental Health - Communities 3,094 3,095 3,140 45 1.4%
9,338|Mental Health - Inpatient Services 8,341 8,356 8,493 137 1.6%
731|Strategy & Support Services 685 741 741 0 0.0%
1,236[{Change Fund 1,133 1,133 1,133 0 0.0%
21,766 |Family Health Services 21,686 24,903 24,903 0 0.0%
18,817|Prescribing 19,163 18,545 18,545 0 0.0%
Unallocated Funds/(Savings) 627 0 0 0 0.0%
16,201 |Resource Transfer 15,739 16,719 16,719 0 0.0%
83,129 (HEALTH NET DIRECT EXPENDITURE 82,880 86,350 85,920 (430) -0.5%
16,439|Set Aside 16,439 16,439 16,439 0 0.0%
99,568[HEALTH NET DIRECT EXPENDITURE 99,319 102,789 102,359 (430) -0.4%
Revised Projected Projected | Percentage
22@;’;:3 HEALTH CONTRIBUTION TO THE 1JB Budget Budget Out-turn Over/(Under) | Variance
£000 2018/19 2018/19 2018/19 Spend
£000 £000 £000 £000
99,568|NHS Contribution to the IJB 99,319 102,789 102,789 0 0.0%




INVERCLYDE HEALTH & SOCIAL CARE PARTNERSHIP APPENDIX 3a
Health Savings 2018/19
2
5 TOTAL
= Saving
Ref HOS Team Saving Description Saving Description Detailed 88| WTE Value |Notes
. AHP - Reduction of OT posts within  |Reduction of 0.2wte Band 6 on return from mat
H19-001 |Mental Health MH Inpatients Adult Inpatients. leave, reduction of 0.04wte band 5. G 0.24 10,400 (On target
... |Remove 0.8wte B6 nursing post, replace vacant ) .
H19-002 [Mental Health Elderly Community Restructure of Team Lead post within 1wte Band 7 Nurse within Elderly Psych Nursing G 1.00 46,600 W'" be achieved
Elderly Psych Nursing. . in Mth 8
with 0.8wte
H19-003 [Mental Health Adult Community Removal of vacant posts. I;ss;tea\;racanues resulted in reduction of hours by G 0.60 23,500 [On target
Saving still to
. Reduce Support workers within . . . % realisgd.
H19-004 |Mental Health Adult Community CMHT Review linked with 5 year MH Strategy. A 3.00 76,500 [Covered in year
by overall
underspend
H1s-005 |Children's Services |Specialist Review of Spt_eech & Language Post holder retiring propose to replace on reduced G 0.46 14,000 |On target
Therapy Service hours and grade
Service was redesigned 2016. Linked to planned Savmg.stnl to
. . L Review of Specialist Childrens reduction in clincial staff. No clear plan on how this 2 reallsgd.
H19-006 |Children's Services |Specialist . . . . A 0.25 8,000 |Covered in year
Services Admin would be achieved. Team all fully utilised at present. by overall
May be able to reduce hours when someone leaves Y
underspend
H19-007 [Children's Services |Community Reduction in Childsmile service Ezggc;gz;? Childsmile service - reduce by 1wte A 1.00 26,550 [On target
H19-008 [Children's Services |Community Review of all C&F Support Workers [Reduction of 0.71wte Band 3 post A 0.71 17,200 |On target
Reduction in School Nursing Services - liked to
. , . . . . . whole system project - in Inverclyde 1 WTE already
H19-
9-009 [Children's Services |Community Review of School Nursing Services vacant would not be backfilled plus 0.3WTE G 1.30 61,000 ([On target
transferred to another team - would not backfill
Hio.010 |HEAh & Community Review of Speech & Language Reduction of 0.55wte Band 7 post A | 055 | 40500 |Wibeachieved
Community Servs Therapy Service in Mth 8
. Saving agreed with multi agency ICF Partnership
H19-011 Health & ICF Top slice Integrated Care Fund Board and in line with previous years' actions. One G 1.00 100,000 |On target

Community Servs

Funding

temp post now vacant to be removed




2
g TOTAL
28 Saving
> =
Ref HOS Team Saving Description Saving Description Detailed S 8| WTE Value |Notes
Saving still to
i be realised.
H19-012 e &. Learning Disabilities Relocatg et Would result in reducing by 0.7wte Band 6. A 0.70 32,000 |Covered in year
Community Servs Professionals to RehabTeam
by overall
underspend
Hio-013 |SUALQY & Support o, Remove vacant post from Health \yue \vouid result in removal of 1wte Band 6 G | 100 | 45100 |ontarget
Services Improvement Team
H19-014 |Management Management Additional income Addl_tlonal external income has now been agreed for G 0.00 133,000 |On target
services already funded by 1JB
. . Reduced costs of Clinical & Care governance post
H19-015 |Management Management Additional income now 50% funded by another HSCP G 0.00 22,600 [On target
TOTAL 11.8 634,350




Budget Movements 2018/19

Appendix 4

Approved Revised

Inverclyde HSCP Budget Movements Budget
Transfers
(to)/ from
Supplementary Earmarked
2018/19 Inflation Virement Budgets Reserves 2018/19

Service £000 £000 £000 £000 £000 £000
Children & Families 12,860 0 (56) 58 0 12,862
Criminal Justice 0 0 0 0 0 0
Older Persons 28,348 0 (1,671 766 0 27,443
Learning Disabilities 10,584 0 861 0 0 11,445
Physical & Sensory 2,646 0 175 0 0 2,821
Assessment & Care Management/
Health & Community Care 7,560 0 536 9% 0 8,191
Mental Health - Communities 6,028 0 562 0 0 6,590
Mental Health - In Patient Services 8,341 0 15 0 0 8,356
Addiction / Substance Misuse 3,438 0 200 281 0 3,919
Homelessness 789 0 12 0 0 801
Strategy & Support Services 2,470 0 53 56 0 2,579
Management, Admin & Business
Support 4,018 0 483 323 0 4.825
Family Health Services 21,686 0 379 2,838 0 24,904
Prescribing 19,163 0 61 (679) 0 18,545
Change Fund 1,133 0 0 0 0 1,133
Resource Transfer 0 0 0 0 0 0
Unallocated Funds/(Savings) * 1,611 0 (1,611) 0 0 0
Totals 130,675 0 0 3,738 0 134,413

* Unallocated Funds are budget pressure monies agreed as part of the budget which at the time of setting had not been
applied across services eg pay award etc




Virement Analysis

Increase  (Decrease)
Budget Budget
£000 £000
Reallocation of Unallocated Funds to Individual Services
Children & Families 180
Older Perso_ns - initial budget overstated, not in line with prior year figures, now realigned to (1,300)
correct services '
Learning Disabilities 599
Physical & Sensory 156
Assessment & Care Management/ Health & Community Care 547
Mental Health - Communities 561
Addiction / Substance Misuse 193
Homelessness 12
Strategy & Support Services 85
Management, Admin & Business Support 199
Family Health Services 379
Unallocated Funds/(Savings) * (1,611)
Social Care Budget Corrections/Tidy Ups
Children & Families 44
Older People (5)
Learning Disabilities (29)
Physical & Sensory 19
Assessment & Care Management/ Health & Community Care 5
Mental Health - Communities
Strategy & Support Services (44)
Management, Admin & Business Support
Social Care - Reallocation of Resource Transfer Income across budgets
Residential Nursing 79
Strategy & Support Services 35
Business Support (114)
Continuing Care Funding reallocation across services
Learning Disabilities - Payments to Other Bodies 280
Children & Families - Payments to Other Bodies (280)
Health - Reallocation of Pay Award Uplifts
Management Costs (24)
Addictions and MH Services 24
3,397 (3,397)




Supplementary Budget Movement Detail £000 £000
Children & Families 58
HV Growth posts NR p/y funding for Sept intake 58
Older People 766
Resource Transfer uplift 498

Living Wage Increases and Welfare Reform Funding returning to Council Corporate 268
Assessment & Care Management 95
NR SESP funding for Diabetes staff 95
Management & Admin 323
CAMPCHP69/81 Ehealth post additional funding 12
CAMCHP76 Additional Syrian Refugees funding 2
CAMCHP73 Additional Pay Award 309
Addictions 281
ADP Inverclyde new funding 281
Planning & Health Improvement 56
Syrian Refugee funding 6
NR SESP funding Eat Up 50
Prescribing (679)
Prescribing Income budget transfer and budget pressure contra entry (837)
GP Prescribing Crosscharge 2018/19 158
Resource Transfer 0
Veterans funding
Family Health Services 2,838
Uplift to confirmed 2018/19 budget 1,506
FHS Other Recharges 18-19 M7 556
Recurring Allocation HSCPs 18-19 777

3,738



APPENDIX 5

INVERCLYDE

Health and Social
Care Partnership

INVERCLYDE INTEGRATION JOINT BOARD

ISSUED UNDER S26-28 OF THE PUBLIC BODIES (JOINT WORKING)
(SCOTLAND) ACT 2014

DIRECTION

THE INVERCLYDE COUNCIL is hereby directed to deliver for the Inverclyde Integration
Joint Board (the IJB), the services noted below in pursuance of the functions noted below

and within the associated budget noted below.

Services will be provided in line with the IJB’s Strategic Plan and existing operational

arrangements pending future directions from the IJB. All services must be procured and
delivered in line with Best Value principles.

Services:

Functions:

All services listed in Annex 2, Part 2 of the Inverclyde Health and Social Care
Partnership Integration Scheme.

All functions listed in Annex 2, Part 1 of the Inverclyde Health and Social Care
Partnership Integration Scheme.

Budget
Associated Budget: OBJECTIVE ANALYSIS 2018/19
£000

SOCIAL CARE

Budget Strategy & Support Services
SUBJECTIVE ANALYSIS 2018/19 1,838
£000

SOCIAL CARE Older Persons 27,443
Employee Costs 27,390 Learning Disabilities 10,990
Property costs 1,116 Mental Health 3,495
Supplies and Services 912 Children & Families 10,155
Transport and Plant 380 Physical & Sensory 2,821
Administration Costs 774 Addiction / Substance Misuse 1,796
Payments to Other Bodies 39,437 Business Support 3,194
Income (incl Resource Transfer) (21,947) Assessment & Care Management 2,248
Criminal Justice / Scottish Prison 0
SOCIAL CARE NET EXPENDITURE 48,062 Change Fund 0
Homelessness 801
Unallocated Budget Changes 0
Resource Transfer (16,719)
SOCIAL CARE NET EXPENDITURE 48,062

This direction is effective from 29 January 2019.




INVERCLYDE

Health and Social
Care Partnership

INVERCLYDE INTEGRATION JOINT BOARD

ISSUED UNDER S26-28 OF THE PUBLIC BODIES (JOINT WORKING)
(SCOTLAND) ACT 2014

DIRECTION

GREATER GLASGOW & CLYDE NHS HEALTH BOARD is hereby directed to deliver for the
Inverclyde Integration Joint Board (the 1JB), the services noted below in pursuance of the
functions noted below and within the associated budget noted below.

Services will be provided in line with the IJB’s Strategic Plan and existing operational

arrangements pending future directions from the IJB. All services must be procured and
delivered in line with Best Value principles.

Services:

Functions:

All services listed in Annex 1, Part 2 of the Inverclyde Health and Social Care
Partnership Integration Scheme.

All functions listed in Annex 1, Part 1 of the Inverclyde Health and Social Care
Partnership Integration Scheme.

Budget
Associated Budget: OBJECTIVE ANALYSIS 2018/19
£000

HEALTH

Budget Children & Families
SUBJECTIVE ANALYSIS 2018/19 2,707
£000

HEALTH Health & Community Care 5,943
Employee Costs 21,577 Management & Admin 1,630
Property costs 6 Learning Disabilities 455
Supplies and Services 5,987 Addictions 2,123
Family Health Services (net) 24,903 Mental Health - Communities 3,095
Prescribing (net) 18,115 Mental Health - Inpatient Services 8,356
Resources Transfer 16,719 Strategy & Support Services 741
Unidentified Savings 0 Change Fund 1,133
Income (957) Family Health Services 24,903
HEALTH NET DIRECT EXPENDITURE 86,350 Prescribing 18,545
Set Aside 16,439 Unallocated Funds/(Savings) 0
NET EXPENDITURE INCLUDING SCF| 102,789 Resource Transfer 16,719
HEALTH NET DIRECT EXPENDITURE 86,350
Set Aside 16,439
NET EXPENDITURE INCLUDING SCF 102,789

This direction is effective from 29 January 2019.




INVERCLYDE HSCP

TRANSFORMATION FUND

PERIOD 7: 1 April 2018 - 31 October 2018

APPENDIX 6

Total Fund 1,283,000
Balance Committed to Date 385,180
Balance Still to be Committed 897,820
. . : Approved Date Agreed | Spend Balance to
PSS TTHE SISl IJB/TB Approved Funding | to date spend
CELSIS Project Children's Services 1JB 18/06/18 97,000 0 97,000
Infant Feeding Coordinator - FT 18 mths Children's Services TB 12/09/18 27,900 27,900
Agile Working - CLDT and Drug Addictions Teams HCC & MH B 12/09/18 32,500 32,500
ICIL - Joint Equipment Store Upgrade HCC 1JB 11/09/18 70,000 70,000
Better Conversations oD TB 12/09/18 16,100 16,100
Unscheduled Care Plan 2018/19 - Interim Funding till NHSGG&C HCC SMT/TB 19/09/18 68,040 68,040
Funds allocated
Wlnter Plan 201.8/19 - 7 month project - interim funding till NHSGG&C HCC SMT/TB 19/09/18 73,640 73.640
winter plan funding allocated
0

(el leolleo] o] o] (o] o} (o]




INTEGRATED CARE FUND & DELAYED DISCHARGE BUDGET 2018/19

INVERCLYDE HSCP

APPENDIX 7

PERIOD 7: 1 April 2018 - 31 October 2018

Integrated Care Fund (ICF)

Revised| Projected Variance YTD
By Organisation Budget outturn Actuals
HSCP Council 855,910 855,910 0 523,520
HSCP Council Third Sector 180,000 180,000 0 180,000
HSCP Health 194,140 194,140 0 116,740
Acute 95,000 95,000 0 0
1,325,050 1,325,050 0 820,260

Delayed Discharge (DD)
Revised| Projected Variance YTD
Summary of allocations Budget outturn Actuals
Council 796,030 796,030 0 151,620
Health 144,300 144,300 0 0
Acute 50,000 50,000 0 0
990,330 990,330 0 151,620




INVERCLYDE HSCP - CAPITAL BUDGET 2018/19

PERIOD 7: 1 April 2018 - 31 October 2018

APPENDIX 8

Project Name Esct:cts?ttal Asclt/usallllgo Aﬁ\g Regte ) % 20%20 2053}21 Ii/uet;rrg
2018/19 | 2017/18
£000 £000 £000 £000 £000 £000 £000 £000

SOCIAL CARE
Crosshill Children's Home Replacement 1,914 154 1,043 523 60 943 294 0
Hillend Sprinkler 46 13 33 33 25 0 0 0
Fitzgerald Centre interim upgrade 140 0 125 125 0 15 0 0
Wellpark Centre internal alterations 115 0 105 105 0 10 0 0
Completed on site 105 47 58 58 1 0 0 0
Social Care Total 2,320 214 1,364 844 86 968 294 0
HEALTH
Health Total 0 0 0 0 0 0 0 0
Grand Total HSCP 2,320 214 1,364 844 86 968 294 0




EARMARKED RESERVES POSITION STATEMENT

INVERCLYDE HSCP

PERIOD 7: 1 April 2018 - 31 October 2018

APPENDIX 9

Project Lead Officer/ b/t Fund New Total Projected | Amount to be [Lead Officer Update
Responsible Manager Funding | Realloc | Funding | Funding | YTD Actual Spend Earmarked for
2017/18 | 2018/19| 2018/19 | 2018/19 2018/19 2018/19 Future Years
£000 £000 £000 £000 £000 £000 £000
Scottish Government Funding 0 0 319 319 0 0 319
69 69 69|In year underspend will be carried forward earmarked for use on this SG
Mental Health Action 15 initiative
250 250 250 (In year underspend will be carried forward earmarked for use on this SG

ADP initiative

Existing Projects/Commitments 2,107 445 935 3,487 1,043 2,527 960

Self Directed Support Alan Brown 43 43 0 43| This supports the continuing promotion of SDS

Growth Fund - Loan Default |Helen Watson 26 26 1 25|Loans administered on behalf of DWP by the credit union and the Council has

Write Off responsibility for paying any unpaid debt. This requires to be kept until all loans
are repaid and no debts exist.

Integrated Care Fund Allen Stevenson 49 335 384 258 334 50| The Integrated Care Fund funding has been allocated to a number of projects,
including reablement, housing and third sector & community capacity projects.
Carry forward is a post which is no longer being funded.

Delayed Discharge Allen Stevenson 462 462 129 430 32 |Delayed Discharge funding has been allocated to specific projects, including
overnight home support and out of hours support. Carry forward is two posts
which are one year until June 19.

Veterans Officer Funding Helen Watson 15 15 15 0|Council's contribution to a three year post hosted by East Renfrewshire Council
on behalf of Inverclyde, Renfrewshire and East Renfrewshire Councils. Final
year of project.

CJA Preparatory Work Sharon McAlees 69 69 30 69 0|Post for one year to address the changes in Community Justice.

Welfare Reform - CHCP Andrina Hunter 22 22 13 22 0|Costs for case management system to be incurred over three years, 2018/19
being the final year.

Swift Replacement Helen Watson 76 76 31 45|One year post from September 18 to progress replacement client information

Programme system for SWIFT plus upgrade costs.

LD - Integrated Team Leader |Allen Stevenson 66 66 31 56 10(Two year post to develop the learning disability services integration agenda.

LD Review Alan Best 329 329 110 153 176|Funding for one grade L post for two years and 3 grade H/I posts for two years.
One off spend incurred in 18/19 on community engagement to address the LD
service review.

Continuing Care Sharon McAlees 152 111 500 763 351 412|To address new continuing care legislation issues arising from inspection.
There will be costs of £187k transferred from Learning Disabilities at the year
end. The outturn includes £187k to fund 4 continuing care clients in LD who
moved from C&F.

Service Reviews Louise Long 264 172) 92 4 25 67 |Funding for two posts in 18/19 to carry out service reviews. Posts are being
interviewed September 18.

Dementia Friendly Properties |Deborah Gillepsie 0 100 100 0 100 |Dementia friendly properties. Dementia Strategy still being developed.

Primary Care Support Allen Stevenson 468 468 468 468 0[New Ways and other Primary Care Improvement funds carried forward for use

in 2018/19




Project Lead Officer/ b/t Fund New Total Projected | Amount to be [Lead Officer Update
Responsible Manager | Funding |Realloc| Funding | Funding | YTD Actual | Spend Earmarked for
2017/18 | 2018/19| 2018/19 | 2018/19 2018/19 2018/19 Euture Years
£000 £000 £000 £000 £000 £000 £000
Patient/Client Coordinator Helen Watson 55 (55) 0 0 0|Post holder left during 2017/18 and is not being replaced. EMR rolled into
Role 2 yr FT Transformation Fund Budget
Contribution to Partner Capital|Lesley Aird 340 232 572 572 0|Funding to support capital projects linked to HSCP service delivery: Fitzgerald,
Projects Wellpark, PGHC & Crosshill
Transformation Projects 1,771 (213) 631 2,189 0 290 1,899
Transformation Fund Louise Long 1,461 (213) 631 1,879 290 1,589 [Funding will be allocated for transformation projects on a bids basis controlled
through the Transformation Board. Additional in year funds linked to anticipated
Health & Social Care underspends
Mental Health Transformation [Louise Long 310 310 0 310|Anticipated that this will be required to fund in year budget pressures and
additional one off costs linked to MH service redesign. Funding will be
allocated from the fund on a bids basis controlled through the Transformation
Board
Budget Smoothing/Contingency 1,918 (232) 152 1,838 117 418 1,420
C&F Adoption, Fostering Sharon McAlees 1,112 (232) 880 117 418 462 [This reserve is used to smooth the spend on children's residential
Residential Budget Smoothing accommodation, adoption and fostering costs over the years.
Residential & Nursing Allen Stevenson 496 152 648 0 648|This reserve is used to smooth the spend on nursing and residential care beds
Placements across the years.
Prescribing Lesley Aird 310 310 0 310|This is a smoothing reserve build up by underspends in volatile budgets to
offset overspends in those budgets in future years
TOTAL 5,796 0 2,037 7,834 1,160 3,235 4,599
b/f Funding 5,796
Earmark to be carried forward 4,599
Projected Movement in Reserves (1,198)

Funding Reallocations

Capital - Agreed through previous 1JB papers to fund £0.232m for Crosshill Childrens Home from the Adoption & Fostering EMR
Service Reviews - Realigning Service Review and Transformation Fund (TF) Budgets in line with previous papers re the LD Review £0.329m for LD Review ( £0.172m Service Reviews + £0.157m TF)
Continuing Care - transfer of £0.111m from Transformation Fund to Service to Continuing Care Fund
Patient/Client Coordinator role FT 2 years - post fell vacant - project being delivered elsewhere, rmaining funding rolled into Transformation Fund £0.055m
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Health and Social
Care Partnership

INVERCLYDE

H SC I AGENDA ITEM NO: 5

Report To: Inverclyde Integration Joint Board Date: 29 January 2019

Report By: Louise Long Report No: 1JB/05/2019/LA
Corporate Director, (Chief Officer)
Inverclyde Health & Social Care
Partnership

Contact Officer Lesley Aird Contact No: 01475 715381
Chief Financial Officer

Subject: SET ASIDE BUDGETS

PURPOSE

The purpose of this report is to provide additional information to the Board on
Unscheduled Care/Set Aside Budgets and their application.

SUMMARY

At its November 2018 meeting, the IJB discussed the funding letter from NHSGG&C and
in particular the reduction in the notional Set Aside budget. It was agreed that a further
report would come to this meeting on issues relating to set aside activities. Since then a
further funding update has been received confirming that our notional Set Aside budget
for 2018/19 is being maintained at £16.439m.

RECOMMENDATIONS
It is recommended that the Integration Joint Board
1. notes the report, and the updated funding letter from NHSGG&C and

2. instructs the Chief Officer and Chief Financial Officer to continue discussions with
NHSGG&C on set aside budget resource transfer protocols.

Louise Long Lesley Aird
Corporate Director (Chief Officer) Chief Financial Officer
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BACKGROUND

Since the 1JB was formed in 2016/17 it has had a notional “set aside” budget. The value
of this was initially based on activity data from 2014/15. For the past 3 years the budget
has remained static at £16.439m and at year-end the actuals have been reported as in
line with budget. In October, the Health Board issued an in year funding update letter and
the Set Aside amount had been uplifted to reflect the 2017/18 and 2018/19 funding uplifts
but reduced based on reduced activity to a final figure of £16.211m. In December the
Health Board issued a further letter confirming that the 2018/19 notional Set Aside for
Inverclyde would be maintained at £16.439m.

The 1JB was advised that discussions were ongoing with the Health Board about the Set
Aside budget and the IJB requested a follow up report to its January 2019 meeting.
EXPLANATION OF THE SET ASIDE CALCULATION

The set aside budget is a mathematical calculation which is designed to estimate the
consumption of Acute unscheduled care services by the HSCP.

HSCP set aside budgets are recalculated annually based on information released by
ISD. The 2018/19 budgets are based on a 3 year rolling average for each HSCP's
activity for the in scope specialities and this activity is then costed using Cost Book
expenditure.

As the ISD budgets are based on 2016/17 activity, the total set aside budget is
reallocated in proportion to the 3 year rolling average activity for each HSCP.

Services included in the calculation

Activity in relation to all unscheduled care is included in the overall Set Aside activity
calculations. This is driven primarily from Accident and Emergency attendances and
admissions and occupied bed days resulting from these.

Inverclyde’s Set Aside Budget

The notional Budget 2016/17 to 2018/19 was £16.439m (based on 2014/15 ISD data).
The in year allocation letter in 2018/19 from the Health Board reduced this to £16.211m
(based on 2016/17 data from ISD including the uplifts for 2017/18 and 2018/19). The
meant a net decrease of £0.228m in the notional budget.

Financial Improvement Plan

The Health Board, like all public sector bodies, has been undertaking a number of
savings exercises over the past few years over all services including Acute and Set Aside
functions within that. The most recent and significant of these is the recent FIP work.
Savings targets of £62.1m for 2017/18 and £67.0m for 2018/19 were agreed against
Acute Services and of these £6.279m for 2017/18 and £10.830m for 2018/19 relate to
Set Aside Services.

A significant amount of further work will be required to agree a methodology for allocating
these Set Aside savings to individual 1JBs. The nature of the savings means this
allocation cannot be a straight pro rata to each 1JB as some savings will be more or less
applicable to each. For example, one of the FIP savings relates to improved delayed
discharge performance. Inverclyde is already performing well in this area compared to a
number of the other HSCP s so there is no target set against Inverclyde for this particular
issue therefore any share of the financial saving should not be levied against Inverclyde
either. The mechanisms for this will need to be agreed through the existing Set Aside
group, on which there are representatives from each 1JB and it is likely that national
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guidance will be required to ensure consistency across Scotland.

Set Aside Progress to Date and Timeframe

Currently, each 1JB has been using a notional sum for Set Aside within their accounts
derived from previous datasets provided by ISD.

The mechanism by which the set aside budget would be implemented has not been
described or agreed either locally or nationally. Nationally a pilot is being set up in
Lanarkshire to look at implementing the roll out of Set Aside to 1JBs. The results of that
pilot are expected to inform and guide similar works in other Health Boards but at this
stage there is no known timescale for completion of this work.

Within GG&C a group was set up early in 2017/18 to look at implementing the statutory
guidance. This group comprised representatives of the following groups: Health Board
Finance, IJB Chief Finance Officers, Scottish Government representatives plus
Information Services and Planning staff.

Since October 2018 there have been monthly meetings between the Health Board
Finance Team, the 6 1JB CFOs and 6 IJB Planning reps together with Paul Leak from
Scottish Government and ISD reps to move this forward within GG&C.

The focus to date has been around agreeing the data to be used to better understand the
baseline bed capacity used by Integration Authority residents. That element of the work is
now almost complete and we have finalised datasets covering the last 2 full financial
years since the opening of the Queen Elizabeth University Hospital. There is a
requirement to have the datasets from 2014/15 onwards to enable the 3 year rolling
average calculations to take place. That data is now being collated.

Once the full datasets have been agreed these will be used to calculate the baseline
sums for set aside to identify an appropriate tariff (cost per bed day). The datasets have
been developed to ensure that regular, up-to-date information can easily be provided on
a monthly basis to monitor performance against plan once the new arrangements are
agreed and in place.

Agreeing a methodology for quantifying the resource release from set aside budgets
linked to projected changes in bed capacity is more complex. This will be developed on
the basis of manageable change i.e if an 1B is able to free up 6 beds that may not create
a saving as 6 beds would not be enough to close a ward. In such a scenario, plans will
need to be considered across a number of the IJBs and agreements reached on a level
of change which can reasonably be expected to release genuine cost reductions and/or
shifts in service/care. There is an added problem as such changes will undoubtedly
require a transitional period during which dual running costs will be inevitable as we move
from current arrangements to new ones which will be problematic in the current financial
climate. In terms of developing 13Bs will be required to collaborate in their planning work
with others such as NHS Board and other 1JBs.

The datasets have been developed to ensure that regular, up-to-date information can
easily be provided on a monthly basis to monitor performance against plan once the new
arrangements are agreed and in place.

An accountability framework will require to be drawn up to clarify the relevant risk sharing
arrangements when we get to that stage which will require to be agreed by the 6 1JBs,
informed by the joined-up commissioning plans.

NEXT STEPS

Any reduction in the notional budget based on reduced set aside activity with no agreed
resource transfer potentially acts as a disincentive to IJBs to manage or reduce their set
aside activity. The Chief Officer and Chief Financial Officer have been in discussion with
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the Health Board about potential changes in the notional Set Aside budget and the
implications of this for Inverclyde and other 1JBs within GG&C.

Going forward, those discussions will continue with a view to come to an agreement on a
resource transfer package within agreed parameters if 1IJBs can demonstrate planned
and consistent activity changes which reduce demand and cost pressures on the Acute
service. However, there had been an increase in activity across GG&C.

Latest activity figures show that Inverclyde’s unscheduled care (Set Aside) usage is
decreasing but has not been replicated across other partnerships. This decrease is
expected to continue as the impact of our Primary Care work and other local measures
continue to have a positive impact on shifting the balance of care. It is therefore vital that
a resource transfer model is agreed to ensure that the shift is funded.

While Set Aside budgets remain notional, the costs that Inverclyde is incurring with its
enhanced primary care support, Step Up beds and other initiatives which are reducing
demand on Set Aside services are real. The saving to acute services linked to these
changes is also real. Inverclyde is looking for an agreement with the Health Board that
some of the actual savings generated will be transferred to the 1JB to fund the initiatives
that are delivering the savings. Discussions with Health colleagues will continue to move
toward delivering this in 2019/20.

IMPLICATIONS
FINANCE
There are no direct financial implications arising from this report.

One off Costs

Cost Centre | Budget Budget | Proposed Virement Other Comments
Heading | Years Spend this From
Report £000

N/A

Annually Recurring Costs / (Savings)

Cost Centre | Budget With Annual Net | Virement Other Comments
Heading | Effect Impact From
from £000

N/A

LEGAL

There are no specific legal implications arising from this report.

HUMAN RESOURCES

There are no specific human resources implications arising from this report.

EQUALITIES



7.4 There are no equality issues within this report.

Has an Equality Impact Assessment been carried out?

YES (see attached appendix)

\/ NO — This report does not introduce a new policy, function or strategy or
recommend a change to an existing policy, function or strategy. Therefore,
no Equality Impact Assessment is required.

7.5 How does this report address our Equality Outcomes?

There are no Equalities Outcomes implications within this report.

Equalities Outcome Implications

People, including individuals from the above | None
protected characteristic groups, can access HSCP
services.

Discrimination faced by people covered by the | None
protected characteristics across HSCP services is
reduced if not eliminated.

People with protected characteristics feel safe within | None
their communities.

People with protected characteristics feel included in | None
the planning and developing of services.

HSCP staff understand the needs of people with | None
different protected characteristic and promote
diversity in the work that they do.

Opportunities to support Learning Disability service | None
users experiencing gender based violence are
maximised.

Positive attitudes towards the resettled refugee | None
community in Inverclyde are promoted.

7.6 CLINICAL OR CARE GOVERNANCE IMPLICATIONS
There are no clinical or care governance issues within this report.
7.7 NATIONAL WELLBEING OUTCOMES
How does this report support delivery of the National Wellbeing Outcomes

There are no National Wellbeing Outcomes implications within this report.

National Wellbeing Outcome Implications

People are able to look after and improve their own | None
health and wellbeing and live in good health for
longer.

People, including those with disabilities or long term | None
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

People who use health and social care services | None
have positive experiences of those services, and
have their dignity respected.
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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.

None

Health and social care services contribute to
reducing health inequalities.

None

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

None

People using health and social care services are
safe from harm.

None

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.

None

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

None

CONSULTATION

This report has been prepared by the 1JB Chief Financial Officer in consultation with the
Chief Officer and the Health Board's Director of Finance.

BACKGROUND PAPERS

None.
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INVERCLYDE

Health and Social AGENDA ITEM NO: 6
Care Partnership

Report To: Inverclyde Integration Joint Board Date: 29January 2019

Report By: Louise Long Report No: 1IJB/02/2019/HW
Corporate Director, (Chief Officer)
Inverclyde Health and Social Care
Partnership (HSCP)

Contact Officer: Helen Watson Contact No: 01475 715285
Head of Service ,
Strategic and Support Services

Subject: INVERCLYDE 1IJB RECORDS MANAGEMENT PLAN

PURPOSE

IJBs are required to submit a Records Management Plan (RMP) to the Keeper of the
Records of Scotland. The RMP sets out how Inverclyde 1JB’s records will be created and
managed in line with national policy. This is a responsibility which all public bodies must
fulfil.

SUMMARY

The RMP will be submitted for agreement by the Keeper of the Records of Scotland under
Section 1 of the Public Records (Scotland) Act 2011 by 28" February 2019.
RECOMMENDATIONS

The Integration Joint Board is asked to approve the content of the attached RMP and

accompanying Memorandum of Understanding and give approval that this can now be
formally submitted to the Keeper of the Records of Scotland.

Integration Joint Board Members are asked to consider if they require or would like further
General Data Protection Regulation (GDPR) training, and advise the Chief Officer, who will
then make arrangements for training that will meet specific requirements.

Louise Long
Corporate Director, (Chief Officer)
Inverclyde HSCP



4.0 BACKGROUND

4.1

4.2

Legislation

The IJB is obliged to submit and maintain a Records Management Plan (RMP) as defined
in and in accordance with Part 1 of the Public Records (Scotland) Act 2011. The Act
requires named public authorities to submit a RMP to be agreed by the Keeper of the
Records of Scotland.

Every authority to which this Part applies must:

e prepare a plan (a "records management plan") setting out proper arrangements for
the management of the authority's public records,

e submit the plan to the Keeper for agreement, and

e ensure that its public records are managed in accordance with the plan as agreed
with the Keeper.

An authority's records management plan must:

o identify the individual who is responsible for management of the authority's public
records, and

o (if different) identify the individual who is responsible for ensuring compliance with
the plan,

¢ Include provision about the procedures to be followed in managing the authority's
public records, maintaining the security of information contained in the authority's
public records, and the archiving and destruction or other disposal of the authority's
public records.

Content of the Records Management Plan (RMP) and Memorandum of
Understanding (MoU)

NHS Greater Glasgow and Inverclyde Council already have agreed RMPs in place. 1JBs
were added to the Act's schedule by the Public Bodies (Joint Working) (Scotland) Act
2014.

Formal notification was received in September 2018 from National Records Scotland that
the Keeper was inviting Inverclyde 1JB to submit its RMP by 5™ January 2019. We wrote to
the Keeper to request an extension to allow the RMP to come to the 1IJB members for
approval. The Keeper has agreed to extend the invitation to 28" February 2019.

The attached RMP and Memorandum of Understanding (MoU) set out the arrangements
for the management of the 1JB’s records and the relationship with NHS Greater Glasgow
and Inverclyde Council’'s respective RMPs.

As the 1JB does not hold any personal information about either patients/clients or staff, the
RMP relates to the 1JB committees and groups (Integration Joint Board, Audit Committee
and Strategic Planning Group) and plans and policies such as the Annual Performance
Report, Integration Scheme and the Strategic Plan. All of this information is already in the
public domain via the 1IJB and Health and Social Care pages on Inverclyde Council’s
website:-

https://www.inverclyde.gov.uk/meetings/committees/57
https://www.inverclyde.gov.uk/health-and-social-care

Inverclyde Council's Business Classification Scheme is used to organise the 1JB’s records,
as all 1JB records are currently managed and stored by Inverclyde Council. In terms of
evidence that the 1JB meets the requirements of each element of the RMP, links to NHS
Greater Glasgow and Inverclyde’s Council's RMPs are used where appropriate. This
follows the advice given by National Records of Scotland, which provided guidance and
support throughout the drafting of the RMP and MoU.


https://www.inverclyde.gov.uk/meetings/committees/57
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Inverclyde 1B is committed to being organised internally, as well as ensuring its records
are readily available externally via the 1JB’s pages on Inverclyde Council’s website.

The RMP and MoU will be submitted for agreement by the Keeper of the Records of
Scotland under Section 1 of the Public Records (Scotland) Act 2011.

IMPLICATIONS
POLICY

Information underpins the 1JB’s over-arching strategic objectives and helps it meet its
strategic outcomes.

Information supports it to:

* Demonstrate accountability.

* Provide evidence of actions and decisions.
* Assist with the smooth running of business.
* Help build organisational knowledge.

Good recordkeeping practices lead to greater productivity as less time is taken to locate
information. Well managed records will help the IJB with:

e Better decisions based on complete information.
e Smarter and smoother work practices.

* Consistent and collaborative workgroup practices.
* Better resource management.

e Support for research and development.

* Preservation of vital and historical records

FINANCE
Financial Implications:

There are no financial implications arising from this report.
One off Costs

Cost Centre | Budget | Budget | Proposed Virement | Other Comments
Heading | Years Spend this | From
Report
£000

N/A

Annually Recurring Costs/ (Savings)

Cost Centre | Budget | With Annual Net | Virement Other Comments
Heading | Effect | Impact From (If
from £000 Applicable)

N/A

LEGAL
There are no legal issues within this report.
HUMAN RESOURCES

There are no human resources issues within this report.
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5.7

EQUALITIES

Has an Equality Impact Assessment been carried out?

YES

X NO — This report does not introduce a new policy, function

or strategy or recommend a change to an existing
policy, function or strategy. Therefore, no Equality
Impact Assessment is required.

How does this report address our Equality Outcomes?

Equalities Outcome

Implications

People, including individuals from the above
protected characteristic groups, can access
HSCP services.

None

Discrimination faced by people covered by the
protected characteristics across HSCP services
is reduced if not eliminated.

None

People with protected characteristics feel safe
within their communities.

None

People with protected characteristics feel
included in the planning and developing of
services.

None

HSCP staff understand the needs of people
with different protected characteristic and
promote diversity in the work that they do.

None

Opportunities to support Learning Disability
service users experiencing gender based
violence are maximised.

None

Positive attitudes towards the resettled refugee

community in Inverclyde are promoted.

None

CLINICAL OR CARE GOVERNANCE IMPLICATIONS

There are no clinical or care governance implications arising from this report.

NATIONAL WELLBEING OUTCOMES

How does this report support delivery of the National Wellbeing Outcomes?

National Wellbeing Outcome

Implications

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

None

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

None

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

None

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

None




6.0

6.1

Health and social care services contribute to None
reducing health inequalities.

People who provide unpaid care are supported to | None
look after their own health and wellbeing, including
reducing any negative impact of their caring role on

their own health and wellbeing.

People using health and social care services are safe | None
from harm.

People who work in health and social care services None
feel engaged with the work they do and are

supported to continuously improve the information,

support, care and treatment they provide.

Resources are used effectively in the provision of None
health and social care services.

CONSULTATION

This report has been prepared by the Chief Officer, Inverclyde Health and Social Care
Partnership (HSCP), in consultation with the Senior Management Team and colleagues
from the Council’s Legal Services and Committee Administration Services.

BACKGROUND PAPERS

None.



APPENDIX

INVERCLYDE

Health and Social
Care Partnership

Inverclyde Health and Social Care Integration Joint Board
Records Management Plan

Submitted in accordance with the Public Records (Scotland) Act 2011

This plan is fully endorsed by the Chief Officer of Inverclyde Integration Joint Board who
will ensure compliance with the Public Records (Scotland) Act 2011 through the
corporate implementation of this Records Management Plan.

Signed by:

Louise Long, Chief Officer, Inverclyde Integration Joint Board

Document Control Information

Revision Date Revision Description
1.0 14/01/2019 | Submitted to Inverclyde Integration Joint Board
Final version submitted to Keeper of Records of
Scotland

Inverclyde Integration Joint Board Records Management Plan
Version 1.0

This document is subject to change control
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Records Management Plan
Summary

This Records Management Plan (RMP) conforms to the model Records
Management Plan as set out by the Keeper of the Records of Scotland, in
accordance with the provisions of the Public Records (Scotland) Act 2011. This RMP
covers Inverclyde Integration Joint Board, referred to as ‘the 1JB’ throughout.

The RMP outlines and evidences the 1JB’s policies and procedures regarding the
creation, use, management and disposal of the public records it creates and uses in
pursuance of its statutory functions.

In line with the model plan, the IJB’s RMP addresses 14 elements:
Element 1: Senior management responsibility

Element 2: Records manager responsibility

Element 3: Records management policy statement

Element 4: Business classification

Element 5: Retention schedule

Element 6: Destruction arrangements

Element 7: Archiving and transfer arrangements

Element 8: Information security

Element 9: Data protection

Element 10: Business continuity and vital records

Element 11: Audit trail

Element 12: Competency framework for records management staff
Element 13: Assessment and review

Element 14: Shared Information

The 1JB is fully committed to compliance with the requirements of the Public Records
(Scotland) Act, 2011 which came into force on the 1st January 2013. The 1JB will
therefore follow procedures that aim to ensure that all of its officers, employees of
constituent authorities supporting its work, contractors, agents, consultants and other
trusted third parties who create public records on behalf of the authority, or manage
public records held by the authority, are fully aware of and abide by this plan’s
arrangements.



About the Public Records (Scotland) Act 2011

The Public Records (Scotland) Act 2011 (the Act) came fully into force in January
2013. The Act requires names public authorities to submit a Records Management
Plan (RMP) to be agreed by the Keeper of the Records of Scotland. Integration Joint
Boards were added to the Act's schedule by the Public Bodies (Joint Working)
(Scotland) Act 2014. This document is the Records Management Plan of Inverclyde
Integration Joint Board.

This RMP sets out and evidences proper arrangements for the management of the
IJB’s public records and is submitted for agreement by the Keeper of the Records of
Scotland under Section 1 of the Public Records (Scotland) Act 2011. It will be
reviewed by the IJB annually.

http://www.nas.qgov.uk/recordKeeping/publicRecordsActintroduction.asp

http://www.scottish.parliament.uk/parliamentarybusiness/Bills/22476.aspx

About Integration Joint Boards

The integration of health and social care is part of the Scottish Government's
programme of reform to improve care and support for those who use health and
social care services. It is one of the Scottish Government’s top priorities.

The Public Bodies (Joint Working) (Scotland) Act 2014 provides the legislative
framework for the integration of health and social care services in Scotland.

It will put in place:

e Nationally agreed outcomes, which will apply across health and social care, in
service planning by Integration Joint Boards and service delivery by NHS
Boards and Local Authorities.

e A requirement on NHS Boards and Local Authorities to integrate health and
social care budgets.

e A requirement on Partnerships to strengthen the role of clinicians and care
professionals, along with the third and independent sectors, in the planning
and delivery of services.

About Inverclyde Integration Joint Board

The Inverclyde Integration Joint Board was established under the Public Bodies
(Joint Working) Scotland Act 2014. It was established by Parliamentary Order on 27
June 2015 following approval of the Inverclyde Integration Scheme by the Scottish
Ministers.

From 1 April 2016, the IJB became responsible for the strategic planning and
oversight of delivery of health and social care functions delegated to it by Greater
Glasgow and Clyde NHS Board (“the NHS Board”) and Inverclyde Council (“the
Council”).


http://www.nas.gov.uk/recordKeeping/publicRecordsActIntroduction.asp
http://www.scottish.parliament.uk/parliamentarybusiness/Bills/22476.aspx

These include adult social care services, children’s services, criminal justice
services and adult health community and some hospital services. The area
covered by the 1JB is coterminous with the Inverclyde Local Authority area.

The IJB is a body corporate (a separate legal entity). The parties to the IIJB are the
Council and the NHS Board. The parties agreed the Integration Scheme for
Inverclyde, which sets out the delegation of functions by the Council and the NHS
Board to the IJB. The IIB is commonly referred to as the Inverclyde Health and
Social Care Partnership (HSCP) — this is the public facing aspect of the IJB. The IJB
consists of eight voting members appointed in equal number by the NHS Board and
the Council, with a number of representative, non-voting members who are drawn
from the third sector, independent sector, staff, carers and service users. The 1JB is
advised by a number of professionals including the Chief Officer, Clinical Director,
Chief Nurse and Chief Social Work Officer.

The 1JB’s key functions are to:

e Prepare a Plan for integrated functions that is in accordance with national and
local outcomes and integration principles.

e Allocate the integrated budget in accordance with the Plan.

e Oversee the delivery of services that are within the scope of the Partnership.

Information underpins the 1JB’s over-arching strategic objective and helps it meet its
strategic outcomes. Its information supports it to:

Demonstrate accountability.

Provide evidence of actions and decisions.
Assist with the smooth running of business.
Help build organisational knowledge.

Good recordkeeping practices lead to greater productivity as less time is taken to
locate information. Well managed records will help the 1JB make:

Better decisions based on complete information.
Smarter and smoother work practices.

Consistent and collaborative workgroup practices.
Better resource management.

Support for research and development.
Preservation of vital and historical records.

In addition we are more accountable to the public now than ever before through
the increased awareness of openness and transparency within government.
Knowledge and information management is now formally recognised as a
function of government similar to finance, IT and communications. It is expected
that the Board is fully committed to creating, managing, disclosing, protecting
and disposing of information effectively and legally.



Review

Section 5 (1) of the Act requires authorities to keep their plans under review to
ensure its arrangements remain fit for purpose.

RMP Principles
What does the Records Management Plan cover?

Records management covers records of all formats and media. This includes paper
and computer records; cassette, video and CD records. Records management is
needed throughout the lifecycle of a record, and the process begins when the
decision to create the record is taken.

Why is records management important?

Records are vital for the effective functioning of the 1JB: they support the decision-
making; document its aims, policies and activities; and ensure that legal,
administrative and audit requirements are met.

For records to perform their various functions, some form of management is needed.
Management includes control over what is created, development of effective and
efficient filing systems to store records, and procedures for retention of records.

Records management principles

Security — Records will be secure from unauthorised or inadvertent alteration or
erasure, that access and disclosure will be properly controlled and audit trails will
track all use and changes. Records will be held in a robust format which remains
readable for as long as records are required.

Accountability — Adequate records are maintained to account fully and transparently
for all actions and decisions in particular:

- To protect legal and other rights of staff or those affected by those actions
- To facilitate audit or examination
- To provide credible and authoritative evidence

Quality — Records are complete and accurate and the information they contain is
reliable and its authenticity can be guaranteed.

Accessibility — Records and the information within them can be efficiently retrieved
by those with a legitimate right of access, for as long as the records are held by the
organisation.

Retention and disposal — There are consistent and documented retention and
disposal procedures, including provision for permanent preservation of archival
records.




Training — that all staff are informed of their record-keeping responsibilities through
appropriate training and guidance and if required further support as necessary.
Inverclyde IJB Records Management Plan

The context of this plan is that most records including employment, service user and
internal policies and procedures will continue to be managed within the parent body
organisations, i.e. the NHS Board and the Council. Therefore, the RMP relates to
records held directly by the 1JB and records produced as part of a delegated function
as such will be covered by the respective Record Management Plans of the NHS
Board and the Council.

As such, this RMP relates to the IJB committees (Integration Joint Board, 1JB
Audit Committee and Strategic Planning Group) and plans and policies such
as the Annual Performance Report, the Integration Scheme and the Strategic
Plan. All of this information is already in the public domain via the 1IJB and
Health and Social Care pages on the Inverclyde Council Website.

https://www.inverclyde.gov.uk/meetings/committees/57
https://www.inverclyde.gov.uk/health-and-social-care

The Inverclyde IJB Records Management Plan (RMP) is effective from 29" January
2019. The plan will be continuously reviewed and updated. Reports will be
submitted annually to the Information Governance Steering Group, before formal
presentation to the Integration Joint Board.


https://www.inverclyde.gov.uk/meetings/committees/57

RMP Element Description

Element 1: Senior management responsibility:
Section 1(2)(a)(i) of the Act specifically requires a RMP
to identify the individual responsible for the
management of the authority’s public records. An
authority’'s RMP must name and provide the job title of
the senior manager who accepts overall responsibility
for the RMP that has been submitted.

It is vital that the RMP submitted by an authority has
the approval and support of that authority’s senior
management team. Where an authority has already
appointed a Senior Information Risk Owner, or similar
person, they should consider making that person
responsible for the records management programme. It
is essential that the authority identifies and seeks the
agreement of a senior post-holder to take overall
responsibility for records management. That person is
unlikely to have a day-to-day role in implementing the
RMP, although they are not prohibited from doing so.

As evidence, the RMP could include, for example, a
covering letter signed by the senior post-holder. In this
letter the responsible person named should indicate
that they endorse the authority’s record management
policy (See Element 3).

Read further explanation and guidance about element
1-
http://www.nas.gov.uk/recordKeeping/PRSA/guidance
Elementl.asp

Inverclyde Integration Joint Board (1JB)
Compliance Statement

The Chief Officer, Louise Long has senior
responsibility for all aspects of the 1JB’s
Records Management, and is the corporate
owner of this document.

The Chief Officer is also the 1JB’s Senior
Information Risk Owner (SIRO).

The Chief Officer Chairs the Senior
Management Team, which has strategic
responsibility for the Health and Social Care
Partnership.

Evidence

Job profile and objectives of
Chief Officer

Board Records Management
Policy, which identifies roles and
responsibilities.

Roles and responsibilities of the
SIRO

Senior management
responsibility for Records
Management within Inverclyde
Council covered by the Records
Management Plan lies with:

Louise Long

Chief Officer, Inverclyde HSCP
Municipal Buildings

Clyde Square

Greenock


http://www.nas.gov.uk/recordKeeping/PRSA/guidanceElement1.asp
http://www.nas.gov.uk/recordKeeping/PRSA/guidanceElement1.asp

RMP Element Description

Element 2: Records manager responsibility:

Section 1(2) (a)(ii) of the Act specifically requires a RMP to identify
the individual responsible for ensuring the authority complies with its
plan. An authority’'s RMP must name and provide the job title of the
person responsible for the day-to-day operation of activities
described in the elements in the authority’'s RMP. This person
should be the Keeper's initial point of contact for records
management issues. It is essential that an individual has overall
day-to-day responsibility for the implementation of an authority’s
RMP. There may already be a designated person who carries out
this role. If not, the authority will need to make an appointment. As
with element 1 above, the RMP must name an individual rather than
simply a job title. It should be noted that staff changes will not
invalidate any submitted plan provided that the all records
management responsibilities are transferred to the incoming post
holder and relevant training is undertaken. This individual might not
work directly for the scheduled authority. It is possible that an
authority may contract out their records management service. If this
is the case an authority may not be in a position to provide the name
of those responsible for the day-to-day operation of this element.
The authority must give details of the arrangements in place and
name the body appointed to carry out the records management
function on its behalf. It may be the case that an authority’s records
management programme has been developed by a third party. It is
the person operating the programme on a day-to-day basis whose
name should be submitted.

Read further explanation and guidance about element 2 -
http://www.nas.gov.uk/recordKeeping/PRSA/guidanceElement2.asp

Inverclyde Integration Joint
Board (IJB) Compliance

Statement
The Operational Officers
responsible for records

management are:

NHS GG&C
To support business
continuity, the NHS’

Operational Officer will have
a Inverclyde Council log-in
and access to the 1JB’s
records

Inverclyde HSCP - Jeanette
Hawthorn

Each are able to access and
manage 1JB information on a
daily basis

Responsibilities include:

e Managing the IJB’s
records;

¢ Reviewing and
implementing operational
policies and procedures in
line with the RMP;

e Ensuring relevant health
and social care staff have
records management
training

Evidence

The MoU accompanying this
document nominates each of these
roles within the partner bodies of
NHS GG&C and Inverclyde
Council, as the leads with
operational responsibility.

Job descriptions for each role are
included as evidence to
demonstrate that the named
individuals have the skills required
and can access all IJB records.

The MoU sets out that the 1JB’s
records are created and managed
by the constituent body, Inverclyde
Council. Itindicates that the CO is
satisfied that the constituent body
has appropriate records
management arrangements in
place.

The MoU confirms that the partner
authority, Inverclyde Council
creates, holds and manages into
disposal all the 1JB’s records


http://www.nas.gov.uk/recordKeeping/PRSA/guidanceElement2.asp

RMP Element Description

Element 3: Records management policy

statement:

The Keeper expects each authority’s plan to
include a records management policy
statement. The policy statement should
describe how the authority creates and
manages authentic, reliable and useable
records, capable of supporting business
functions and activities for as long as they
are required. The policy statement should
be made available to all staff, at all levels in
the authority. The statement will properly
reflect the business functions of the public
authority. The Keeper will expect
authorities with a wide range of functions
operating in a complex legislative
environment to develop a fuller statement
than a smaller authority. The records
management statement should define the
legislative, regulatory and best practice
framework, within which the authority
operates and give an overview of the
records management processes and
systems within the authority and describe
how these support the authority in carrying
out its business effectively. For electronic
records the statement should describe how
metadata is created and maintained. It
should be clear that the authority
understands what is required to operate an
effective records management system
which embraces records in all formats.

The records management statement should

Inverclyde Integration Joint Board (1JB)
Compliance Statement

Inverclyde Council and NHS GG&C work in
partnership, governed by the Inverclyde Integration
Joint Board (1JB).

Inverclyde 1JB is responsible for the strategic
planning of health and care services for the
population of Inverclyde.

The context of this plan is that most records including
employment, service user and internal policies and
procedures will continue to be managed in the
constituent body organisations, i.e. Inverclyde
Council and NHS GG&C and as such will be covered
by their respective record management plans.

The records covered by this plan constitute 1JB
business in terms of:

e |JB Meetings agendas and papers, including
Directions

e |JB Strategies and Policies, including the
Annual Report, Strategic Plan and Delivery
Plan

Evidence

NHS GG&C:

http://live.nhsggc.org.uk/media/2432

88/nhsggc-rmp-v21-july-2017.pdf

https://www.inverclyde.gov.uk/meeti
ngs/committees/57

https://www.inverclyde.gov.uk/health

-and-social-care



http://live.nhsggc.org.uk/media/243288/nhsggc-rmp-v21-july-2017.pdf
http://live.nhsggc.org.uk/media/243288/nhsggc-rmp-v21-july-2017.pdf
https://www.inverclyde.gov.uk/health-and-social-care
https://www.inverclyde.gov.uk/health-and-social-care

include a description of the mechanism for
records management issues being
disseminated through the authority and
confirmation that regular reporting on these
issues is made to the main governance
bodies. The statement should have senior
management approval and evidence, such
as a minute of the management board
recording its approval, submitted to the
Keeper. The other elements in the RMP,
listed below, will help provide the Keeper
with evidence that the authority is fulfilling
its policy.

Read further explanation and guidance
about element 3 —
http://www.nas.gov.uk/recordKeeping/PRSA
/guidanceElement3.asp

RMP Element Description

Element 4: Business classification

The Keeper expects an authority to have
properly considered business classification
mechanisms and its RMP should therefore
reflect the functions of the authority by
means of a business classification scheme
or similar.

A Dbusiness classification scheme usually
takes the form of a hierarchical model or
structure diagram. It records, at a given
point in time, the informational assets the
business creates and maintains, and in
which function or service area they are held.
As authorities change the scheme should

Inverclyde Integration Joint Board (1JB)
Compliance Statement

As the 1JB has only been in operation since 1% April
2016, the type and volume of record keeping specific
to the 1IB is evolving rapidly.

The [JB will follow the corporate Business
Classification Scheme (BCS) adopted by Inverclyde
Council which identifies its high-level functions and
activities. These functions cut across the divisional
structures of the Council, enabling the BCS to remain
relevant in the event of structural changes to the
organisation. Inverclyde Council's BCS has been
updated to include 1JB records.

The BCS is a localised version of the model BCS

Evidence

Inverclyde Council has produced a
guidance document for BCS.


http://www.nas.gov.uk/recordKeeping/PRSA/guidanceElement3.asp
http://www.nas.gov.uk/recordKeeping/PRSA/guidanceElement3.asp

be regularly reviewed and updated.

A business classification scheme allows an
authority to map its functions and provides a
structure for operating a disposal schedule
effectively.

Some authorities will have completed this
exercise already, but others may not.
Creating the first business classification
scheme can be a time-consuming process,
particularly if an authority is complex, as it
involves an information audit to be
undertaken. It will necessarily involve the
cooperation and collaboration of several
colleagues and management within the
authority, but without it the authority cannot
show that it has a full understanding or
effective control of the information it keeps.

Although each authority is managed
uniquely there is an opportunity for
colleagues, particularly within the same
sector, to share knowledge and experience
to prevent duplication of effort.

All of the records an authority creates
should be managed within a single
business classification scheme, even if it is
using more than one record system to
manage its records. An authority will need
to demonstrate that its  business
classification scheme can be applied to the
record systems which it operates.

Read further explanation and guidance
about element 4 -
http://www.nas.gov.uk/recordKeeping/PRSA
/quidanceElement4.asp

published by the Scottish Council on Archives for use
by all Scottish local authorities.

This has been discussed and agreed as a sensible
approach by NHS GG&C and Inverclyde Council.

IJB records are part of the Committee Management
System and as such have permanent retention
status.
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RMP Element Description

Element 5: Retention schedules

Section 1(2) (b)(iii) of the Act specifically
requires a RMP to include provision about
the archiving and destruction or other
disposal of the authority’s public records.

An authority’s RMP must demonstrate the
existence of and adherence to corporate
records  retention procedures. The
procedures should incorporate retention
schedules and should detail the procedures
that the authority follows to ensure records
are routinely assigned disposal dates, that
they are subsequently destroyed by a
secure mechanism (see element 6) at the
appropriate time, or preserved permanently
by transfer to an approved repository or
digital preservation programme (See
element 7).

The principal reasons for creating retention

schedules are:

e to ensure records are kept for as long as
they are needed and then disposed of
appropriately

e to ensure all legitimate considerations
and future uses are considered in
reaching the final decision.

e to provide clarity as to which records are
still held by an authority and which have
been deliberately destroyed.

“Disposal” in this context does not

Inverclyde Integration Joint Board (1JB)
Compliance Statement

A retention schedule is a list of records for which pre-
determined disposal dates have been established.

The 1IJB must, however, be able to demonstrate it
remains responsible for its records under the
constituent bodies’ schedule. It must be able to
demonstrate that disposal periods set against its
records under the partner schedule were taken by
the Board, in collaboration with the partner body.
The partner body’s retention policies and procedures
(and records manager(s)) will assist the Board in
making business-based disposal decisions against
its records. These must take into consideration the
|JB’s statutory obligations.

Evidence

NHS GG&C

NHS GG&C Record Management
Plan includes Retention and
Destruction of Records Policy.
NHS Code of Practice

http://www.gov.scot/Publications/2
012/01/10143104/0

Retention and Destruction of
Records Guidance

www.nhhsqggc.org.uk/media/236728
[record-retention-quidance-v2-03-
08-2015.docx

NHS Greater Glasgow & Clyde
Archive Policy

wwwww.nhsggc.org.uk/media/236
727/nhsggc-archive-policy-july-
2014.docx

Inverclyde Council

e Policy and Resources
Committee - 24 March 2015

11


http://www.gov.scot/Publications/2012/01/10143104/0
http://www.gov.scot/Publications/2012/01/10143104/0
http://www.nhsggc.org.uk/media/236728/record-retention-guidance-v2-03-08-2015.docx
http://www.nhsggc.org.uk/media/236728/record-retention-guidance-v2-03-08-2015.docx
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necessarily mean destruction. It includes
any action taken at the agreed disposal or
review date including migration to another
format and transfer to a permanent archive.
A retention schedule is an important tool for
proper records management. Authorities
who do not yet have a full retention
schedule in place should show evidence
that the importance of such a schedule is
acknowledged by the senior person
responsible for records management in an
authority (see element 1). This might be
done as part of the policy document
(element 3). It should also be made clear
that the authority has a retention schedule
in development.

An authority’s RMP must demonstrate the
principle that retention rules are consistently
applied across all of an authority’s record
systems.

Read further explanation and guidance
about element 5 -
http://www.nas.gov.uk/recordKeeping/PRSA
/quidanceElement5.asp

RMP Element Description

Element 6: Destruction arrangements
Section 1(2) (b)(iii) of the Act specifically
requires a RMP to include provision about
the archiving and destruction, or other
disposal, of an authority’s public records.

Inverclyde Integration Joint Board (1JB)
Compliance Statement

It is not always cost-effective or practical for an
authority to securely destroy records in-house. Many
authorities engage a contractor to destroy records
and ensure the process is supervised and
documented.

Evidence

NHS GG&C

NHS Greater Glasgow & Clyde
Management Plan includes
Retention and Destruction of
Records Policy
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An authority’'s RMP must demonstrate that
proper destruction arrangements are in
place.

A retention schedule, on its own, will not be
considered adequate proof of disposal for
the Keeper to agree a RMP. It must be
linked with details of an authority’s
destruction arrangements. These should
demonstrate security precautions
appropriate to the sensitivity of the records.
Disposal arrangements must also ensure
that all copies of a record — wherever stored
— are identified and destroyed.

Read further explanation and guidance
about element

6 http://www.nas.gov.uk/recordKeeping/PR
SA/guidanceElement6.asp

RMP Element Description

Element 7: Archiving and transfer
arrangements

Section 1(2)(b)(iii) of the Act specifically
requires a RMP to make provision about the
archiving and destruction, or other disposal, of
an authority’s public records.

An authority’s RMP must detail its archiving
and transfer arrangements and ensure that
records of enduring value are deposited in an
appropriate archive repository. The RMP will
detail how custody of the records will transfer

As such, the destruction of IJB records, in all
formats, will be undertaken by Inverclyde Council.

All 1JB Records will be held electronically on
Inverclyde Council’'s system so no hard copies will
require destruction.

At this stage there is only a limited volume of records
specific to the 1JB.

Inverclyde Integration Joint Board (1JB)
Compliance Statement

All 1JB Records will be held electronically on
Inverclyde Council’'s system so no hard copies will
be archived.

At this stage there is only a limited volume of
records specific to the 1JB.

http://www.staffnet.ggc.scot.nhs
.uk/Corporate%20Services/eHe
alth/PoliciesandProcedures/Doc
uments/PROCEDURE%20FOR
%20RETENTION%20AND%20

DESTRUCTION%20(Nov%202

018).pdf

Inverclyde Council:

Inverclyde Corporate Retention
Schedule:

https://www.inverclyde.gov.uk/asset

s/attach/3723/Policy%20for%20the

%20Retention%20and%20Disposal

%200f%20Documents%20and%20

Records%20Paper%20and%20Ele

ctronic%201.2.pdf

Evidence

The agreed arrangement between
the NHS Board and Inverclyde
Council for 1JB records to be
included in the archiving and
transferring arrangements
established by Inverclyde Council.

https://www.inverclyde.gov.uk/asset
s/attach/3723/Policy%20for%20the
%20Retention%20and%20Disposal
%200f%20Documents%20and%20
Records%20Paper%20and%20Ele
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http://www.staffnet.ggc.scot.nhs.uk/Corporate%20Services/eHealth/PoliciesandProcedures/Documents/PROCEDURE%20FOR%20RETENTION%20AND%20DESTRUCTION%20(Nov%202018).pdf
http://www.staffnet.ggc.scot.nhs.uk/Corporate%20Services/eHealth/PoliciesandProcedures/Documents/PROCEDURE%20FOR%20RETENTION%20AND%20DESTRUCTION%20(Nov%202018).pdf
http://www.staffnet.ggc.scot.nhs.uk/Corporate%20Services/eHealth/PoliciesandProcedures/Documents/PROCEDURE%20FOR%20RETENTION%20AND%20DESTRUCTION%20(Nov%202018).pdf
http://www.staffnet.ggc.scot.nhs.uk/Corporate%20Services/eHealth/PoliciesandProcedures/Documents/PROCEDURE%20FOR%20RETENTION%20AND%20DESTRUCTION%20(Nov%202018).pdf
http://www.staffnet.ggc.scot.nhs.uk/Corporate%20Services/eHealth/PoliciesandProcedures/Documents/PROCEDURE%20FOR%20RETENTION%20AND%20DESTRUCTION%20(Nov%202018).pdf
http://www.staffnet.ggc.scot.nhs.uk/Corporate%20Services/eHealth/PoliciesandProcedures/Documents/PROCEDURE%20FOR%20RETENTION%20AND%20DESTRUCTION%20(Nov%202018).pdf
https://www.inverclyde.gov.uk/assets/attach/3723/Policy%20for%20the%20Retention%20and%20Disposal%20of%20Documents%20and%20Records%20Paper%20and%20Electronic%201.2.pdf
https://www.inverclyde.gov.uk/assets/attach/3723/Policy%20for%20the%20Retention%20and%20Disposal%20of%20Documents%20and%20Records%20Paper%20and%20Electronic%201.2.pdf
https://www.inverclyde.gov.uk/assets/attach/3723/Policy%20for%20the%20Retention%20and%20Disposal%20of%20Documents%20and%20Records%20Paper%20and%20Electronic%201.2.pdf
https://www.inverclyde.gov.uk/assets/attach/3723/Policy%20for%20the%20Retention%20and%20Disposal%20of%20Documents%20and%20Records%20Paper%20and%20Electronic%201.2.pdf
https://www.inverclyde.gov.uk/assets/attach/3723/Policy%20for%20the%20Retention%20and%20Disposal%20of%20Documents%20and%20Records%20Paper%20and%20Electronic%201.2.pdf
https://www.inverclyde.gov.uk/assets/attach/3723/Policy%20for%20the%20Retention%20and%20Disposal%20of%20Documents%20and%20Records%20Paper%20and%20Electronic%201.2.pdf
https://www.inverclyde.gov.uk/assets/attach/3723/Policy%20for%20the%20Retention%20and%20Disposal%20of%20Documents%20and%20Records%20Paper%20and%20Electronic%201.2.pdf
https://www.inverclyde.gov.uk/assets/attach/3723/Policy%20for%20the%20Retention%20and%20Disposal%20of%20Documents%20and%20Records%20Paper%20and%20Electronic%201.2.pdf
https://www.inverclyde.gov.uk/assets/attach/3723/Policy%20for%20the%20Retention%20and%20Disposal%20of%20Documents%20and%20Records%20Paper%20and%20Electronic%201.2.pdf
https://www.inverclyde.gov.uk/assets/attach/3723/Policy%20for%20the%20Retention%20and%20Disposal%20of%20Documents%20and%20Records%20Paper%20and%20Electronic%201.2.pdf
https://www.inverclyde.gov.uk/assets/attach/3723/Policy%20for%20the%20Retention%20and%20Disposal%20of%20Documents%20and%20Records%20Paper%20and%20Electronic%201.2.pdf

from the operational side of the authority to
either an in-house archive, if that facility exists,
or another suitable repository, which must be
named. The person responsible for the archive
should also be cited.

Some records continue to have value beyond
their active business use and may be selected
for permanent preservation. The authority’s
RMP must show that it has a mechanism in
place for dealing with records identified as
being suitable for permanent preservation.
This mechanism will be informed by the
authority’s retention schedule which should
identify records of enduring corporate and
legal value. An authority should also consider
how records of historical, cultural and research
value will be identified if this has not already
been done in the retention schedule. The
format/media in which they are to be
permanently maintained should be noted as
this  will determine  the  appropriate
management regime.

Read further explanation and guidance about
element 7
http://www.nas.gov.uk/recordKeeping/PRSA/g
uidanceElement7.asp

ctronic%201.2.pd
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RMP Element Description

Element 8: Information Security

Section 1(2) (b)(ii)) of the Act specifically
requires a RMP to make provision about
the archiving and destruction or other
disposal of the authority’s public records.

An authority’s RMP must make provision for
the proper level of security for its public
records.

All public authorities produce records that
are sensitive. An authority’'s RMP must
therefore include evidence that the authority
has procedures in place to adequately
protect its records. Information security
procedures would normally acknowledge
data protection and freedom of information
obligations as well as any specific
legislation or regulatory framework that may
apply to the retention and security of
records.

The security procedures must put in place
adequate controls to prevent unauthorised
access, destruction, alteration or removal of
records. The procedures will allocate
information security responsibilities within
the authority to ensure organisational
accountability and will also outline the
mechanism by which appropriate security
classifications are linked to its business
classification scheme.

RMP Element Description

Inverclyde Integration Joint Board (IJB) Compliance
Statement

Information security is the process by which an authority
protects its records and ensures they remain available. It
is the means by which an authority guards against
unauthorised access and provides for the integrity of the
records. Robust information security measures are an
acknowledgement that records represent a risk as well as
an asset. A public authority should have procedures in
place to assess and contain that risk.

The 1IB will rely on NHS GG&C and Inverclyde Council
arrangements in terms of systems, devices, information
sharing platforms etc.

All staff will remain employees of either NHS GG&C or
Inverclyde Council. As such they will be subject to the
policies and procedures of their employer, i.e. NHSGG&C
Information Security Policy or Inverclyde’s Security
policies.

Inverclyde Integration Joint Board (1JB)
Compliance Statement

Evidence
NHS GGC Information Security
Policy
NHS GGC Policies:
NHSGGC IT Security Policy

http://www.nhsgqgc.org.uk/media/2
36731/it-security-policy.pdf

Inverclyde Council:

e Inverclyde Council
Information Governance
Steering Group Remit

e Data Protection Breach-

Management Protocol

Data Protection Policy

ICT Strategy

FOI Policy

Staff Awareness — Online

Training

Information Security Poster

Major Incident Process

Clear Desk Policy

Child Protection Policy

Adult Protection

Procedures

e Acceptable Use of
Information Systems Policy
2.0

Evidence
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Element 9: Data protection

The Keeper will expect an authority's RMP to
indicate compliance with its data protection
obligations. This might be a high level statement of
public responsibility and fair processing.

If an authority holds and process information about
stakeholders, clients, employees or suppliers, it is
legally obliged to protect that information. Under the
Data Protection Act, an authority must only collect
information needed for a specific business purpose,
it must keep it secure and ensure it remains
relevant and up to date. The authority must also
only hold as much information as is needed for
business purposes and only for as long as it is
needed. The person who is the subject of the
information must be afforded access to it on
request.

Read further explanation and guidance about
element 9
http://www.nas.gov.uk/recordKeeping/PRSA/quidan
ceElement9.asp

Element 9: Data protection (continued)

The Information Commissioner has
confirmed that the IJB can be a data
controller albeit that it will not hold any
personal records of service users/patients.

The IJB is a public body which is subject
to the Freedom of Information (Scotland)
Act 2002 and has its own Publication
Scheme and FOI policy. Most requests
will be addressed directly by the parent
bodies.

The GDPR and Data Protection Act 2018
came into force in 2018 which increased
the rights of individuals and increased
fines for data breaches.

IJB Complaints- Jeanette Hawthorn is

first point of contact

IJB records are properly managed for the
purposes of Data Protection

ICO Registration Details

Inverclyde 1JB is not registered as a
Data Controller on the ICO website.

Board data controller/data processer
policies and procedures- FOlI,
complaints, subject access requests

Inverclyde Council’s Privacy Policy is
available on
website https://www.inverclyde.gov.uk/p

rivacy
NHS GG&C Data Protection Policy

http://www.staffnet.ggc.scot.nhs.uk/Acut
e/Diagnostics/All%20Laboratory%20Med
icine/Mortuary%20Services/SGPatholog
y/Documents/17%20Feb%2024%20Conf
identiality%20and%20Data%20Protectio
Nn%20Policy%20V2%201.pdf

Council’'s Compliance with Data
Protection

GDPR Introduction Training to Extended
Corporate Management Team: 8", 15™
and 22"% May 2018 — Appendix 1

GDPR Introduction Training to Elected
Members: 25" and 30" April and 22™
August 2018 — Appendix 2
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http://www.staffnet.ggc.scot.nhs.uk/Acute/Diagnostics/All%20Laboratory%20Medicine/Mortuary%20Services/SGPathology/Documents/17%20Feb%2024%20Confidentiality%20and%20Data%20Protection%20Policy%20V2%201.pdf

Data Protection Impact Assessment
Training: 28™ September 2018 —
Appendix 3

Data Breach Training to HSCP Staff: 28"
August 2018 — Appendix 4

Access Limited to Internal Users

GDPR Employee Guide available on the
Intranet:

http://icon/GetAsset.aspx?id=fAAXADAA
OAA1ADYATABSAEYAYOBsSAHMAZQOB
SAHWAMABSAA?2

Data Protection Breach Management
Protocol:

http://icon/GetAsset.aspx?id=fAAXADAA
MwA2ADOQAfABSAEYAYOBsSAHMAZOB
SAHWAMABSAA?2

Mandatory e-learning GDPR module
available on Brightwave:

https://tracking.brightwave.co.uk/LNT/Inv
erclyde/Login.aspx?ts=63678316136477
1846

Screenshot of Information Governance
Page — Appendix 5.

Screenshot of e-learning GDPR module
— Appendix 6.
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Screenshot of Information Security and
Governance e-learning modules —
Appendix 7.
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RMP Element Description

Element 10: Business continuity and vital records
The Keeper will expect an authority’s RMP to indicate
arrangements in support of records vital to business
continuity. Certain records held by authorities are
vital to their function. These might include insurance
details, current contract information, master
personnel files, case files, etc. The RMP will support
reasonable procedures for these records to be
accessible in the event of an emergency affecting
their premises or systems.

Authorities should therefore have appropriate
business continuity plans ensuring that the critical
business activities referred to in their vital records will
be able to continue in the event of a disaster. How
each authority does this is for them to determine in
light of their business needs, but the plan should
point to it.

Read further explanation and guidance about
element 10 -
http://www.nas.gov.uk/recordKeeping/PRSA/guidanc
eElement10.asp

Inverclyde Integration Joint Board (1JB)
Compliance Statement

A business continuity and vital records plan serves as
the main resource for the preparation for, response to,
and recovery from, an emergency that might affect
any number of crucial functions in an authority.

The 1JB’s records will be subject to the policies and
procedures of the partner bodies in relation to
business continuity.

The MoU sets out that the IJB’s records are managed
in accordance with Inverclyde Council’'s Business
Continuity and vital records arrangements.

All  services will continue to be provided or
commissioned directly by NHS GG&C or Inverclyde
Council. As such there is no direct requirement for the
IJB to have its own arrangements for business
continuity of vital records.

Both NHS GG&C and Inverclyde Council have
adequate business continuity arrangements to ensure
the sustainability of health and social care services for
which the 1B has overall responsibility.

Evidence

NHS GG&C

Business Continuity
Management Strategy 2015

www.nhsqggc.org.uk/media/23
6564/strateqy-bcp-april-2015-
v1-3-final-pdf.pdf

NHS GG&C Major Incident
Plan December 2015

http://www.nhsggc.org.uk/med
ia/239298/nhsggc-major-
incident-plan-2015-2-
sanitized.pdf

Inverclyde Council:
IC Evidence

ICT Major Incident Process
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RMP Element Description

Element 11: Audit trail

The Keeper will expect an authority’s RMP to provide
evidence that the authority maintains a complete and
accurate representation of all changes that occur in
relation to a particular record. For the purpose of this
plan ‘changes’ can be taken to include movement of
a record even if the information content is unaffected.
Audit trail information must be kept for at least as
long as the record to which it relates.

This audit trail can be held separately from or as an
integral part of the record. It may be generated
automatically, or it may be created manually.

Read further explanation and guidance about
element 11 -
http://www.nas.gov.uk/recordKeeping/PRSA/guidanc
eElementll.asp

RMP Element Description

Element 12: Competency framework for records
management staff

The Keeper will expect an authority’s RMP to detail a
competency framework for person(s) designated as
responsible for the day-to-day operation of activities
described in the elements in the authority’'s RMP. It is
important that authorities understand that records
management is best implemented by a person or
persons possessing the relevant skills.

A competency framework outlining what the authority
considers are the vital skills and experiences needed
to carry out the task is an important part of any

Inverclyde Integration Joint Board (1JB)
Compliance Statement

An audit trail is a sequence of steps
documenting the movement and/or editing of
a record resulting from activities by
individuals, systems or other entities.

The 1JB’s records are created by NHS GG&C
and Inverclyde Council and are managed via
Inverclyde Council.

Personal records, policies and procedures
and all other corporate records will be
accessed by employees through the parent
bodies information systems. As the 1JB
develops its own internal and external
information systems consideration will be
given to the need for audit trail arrangements.

Inverclyde Integration Joint Board (1JB)
Compliance Statement

A competency framework lists the core
competencies and the key knowledge and
skills required by a records manager. It can be
used as a basis for developing job
specifications, identifying training needs, and
assessing performance.

The 1IB will rely upon the records manager of
the partner body for compliance under this
element.

Evidence

The MoU sets out the 1JB’s Audit Tralil
arrangements

Evidence

The Board’s plan must refer to the
Competency framework arrangements
and evidence under the agreed
partner body plan.

NHS GG&C

NHS — via Learnpro — e-learning
training available

Inverclyde Council:
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http://www.nas.gov.uk/recordKeeping/PRSA/guidanceElement11.asp
http://www.nas.gov.uk/recordKeeping/PRSA/guidanceElement11.asp

records management system. If the authority
appoints an existing non-records professional
member of staff to undertake this task, the framework
will provide the beginnings of a training programme
for that person.

The individual carrying out day-to-day records
management for an authority might not work for that
authority directly. It is possible that the records
management function is undertaken by a separate
legal entity set up to provide functions on behalf of
the authority, for example an arm’s length body or a
contractor. Under these circumstances the authority
must satisfy itself that the supplier supports and
continues to provide a robust records management
service to the authority.

RMP Element Description

Element 13: Assessment and review
Section 1(5) (i)(a) of the Act says that an authority
must keep its RMP under review.

An authority’s RMP must describe the procedures in
place to regularly review it in the future.

It is important that an authority’'s RMP is regularly
reviewed to ensure that it remains fit for purpose. It is
therefore vital that a mechanism exists for this to
happen automatically as part of an authority’s internal
records management processes.

A statement to support the authority’s commitment to
keep its RMP under review must appear in the RMP
detailing how it will accomplish this task.

Read further explanation and guidance about
element
13 http://www.nas.gov.uk/recordKeeping/PRSA/quida

Training for records management staff will
remain the responsibility of the employing
bodies NHS GG&C and Inverclyde Council.

Inverclyde Integration Joint Board (1JB)
Compliance Statement

The 1JB relies on the partner authority to
ensure that the systems, policies and
procedures that govern its records are being
regularly assessed.

This record management plan will be
reviewed and updated through the Information
Governance Steering Group. During the first
year any gaps in this plan will be identified as
iIssues arise and solutions agreed.

Information Classification Policy
Business Classification Scheme

Mandatory Information Governance
training for all employees

Data Protection Officer

Evidence

NHS GG&C:

Remits of the identified groups

http://www.nhsggc.org.uk/media/2365
80/ceon-whole-system-directors-group-
remit-jan-2016-2.docx

http://www.nhsggc.org.uk/media/2365
81/ig-steering-group-remit.doc

http://www.nhsggc.org.uk/media/2390
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http://www.nhsggc.org.uk/media/239085/element-13-rm-learn-pro-module-screen-shot.docx

nceElementl3.asp

RMP Element Description

Element 14: Shared Information

The Keeper will expect an authority’s RMP to reflect
its procedures for sharing information. Authorities
who share, or are planning to share, information
must provide evidence that they have considered
the implications of information sharing on good
records management.

Information sharing protocols act as high level
statements of principles on sharing and associated
issues, and provide general guidance to staff on
sharing information or disclosing it to another party.
It may therefore be necessary for an authority’s
RMP to include reference to information sharing
protocols that govern how the authority will
exchange information with others and make
provision for appropriate governance procedures.

Specifically the Keeper will expect assurances that
an authority’s information sharing procedures are

Inverclyde Integration Joint Board (1JB)
Compliance Statement

Under certain conditions, information given in
confidence may be shared. Most commonly
this relates to personal information, but it can

also happen with confidential corporate
records.
The 1JB may well be sharing data or

information with its partner bodies that must be
managed in accordance with the guidance
issued by the Information Commissioner under
the Data Protection Act 2018 and the GDPR.

The Act regards records created by a third
party under contract to a public body to deliver
a statutory function of that authority as public
for the purposes of the Act. This means that
authorities in such a relationship must be
satisfied that public records being created on

85/element-13-rm-learn-pro-module-
screen-shot.docx

IC EVIDENCE

Information Governance Steering
Group Terms of Reference —
Appendix 8.

Screenshot of Records Management
Module — Appendix 9.

Evidence

Caldicott Report

http://www.imi.org.uk/file/download/37
07/CaldicottGuardianManualScotland-
June2012.pdf

Information Sharing Protocol between
NHSGGC and Local Authorities

http://www.nhsggc.org.uk/media/2367
48/124-nhsgqgc-protocol-for-sharing-
information.pdf

SCI (Scottish Care Information)
Access Protocol

Information Sharing Protocol training —
e-learning module covering the
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http://www.nhsggc.org.uk/media/236748/124-nhsggc-protocol-for-sharing-information.pdf

clear about the purpose of record sharing which will
normally be based on professional obligations. The
Keeper will also expect to see a statement
regarding the security of transfer of information, or
records, between authorities whatever the format.

Element 14 (continued)

its behalf are managed in line with its RMP. It
must be satisfied that the third party provider
has robust records management arrangements
in place. However, it is unlikely that this is
relevant to the 1JB.

sharing of information

www.nhhsgagc.org.uk/media/236749/info

rmation-sharing-protocol.docx

Information Sharing template for use
by the NHS, Local Authorities and the
Integrated Joint Boards

Scottish Prison Service

http://www.nhsggc.org.uk/media/2365
82/information-sharing-protocol-nhs-
scotland-and-spsl.pdf

Sharing Data with Third Parties

http://www.nhsggc.org.uk/media/2388
19/data-processing-agreement-it-dept-
use.doc

IC Evidence

Greater Glasgow and Clyde Protocol
ICT Acceptable Use Policy
UK Government Data sharing Guide

https://www.gov.uk/government/upload

s/system/uploads/attachment data/file
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/307156/data-sharing-quide-april-
14.pdf

ICO Data Sharing Code of
Practice  https://ico.org.uk/media/for-
organisations/documents/2664/leaders
hip-data-protection-checklist.pdf

Social work Information Sharing
Mandate

HSCP Information Sharing Protocol -
An information sharing protocol has
been agreed between NHS GGC and
Inverclyde Council to enable the safe
and effective sharing of information.

24


https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/307156/data-sharing-guide-april-14.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/307156/data-sharing-guide-april-14.pdf
https://ico.org.uk/media/for-organisations/documents/2664/leadership-data-protection-checklist.pdf
https://ico.org.uk/media/for-organisations/documents/2664/leadership-data-protection-checklist.pdf
https://ico.org.uk/media/for-organisations/documents/2664/leadership-data-protection-checklist.pdf

Overarching Memorandum of Understanding (MoU)

Between

Inverclyde Integration Joint Board

Inverclyde Council

And

Greater Glasgow & Clyde Health Board

In relation to the 1JB’s Records Management Plan

DRAFT:
Ratification Date

Review Date



Contents

1 Parties, SCOPE aNd PUIMPOSE ..ot sre e e 1
1.1 Name and details of the parties who agree to share information .................... 1
1.2 INETOAUCTION ...t bbbttt bbbt eneene s 1
R T O] 01 TP PO T PP PR TUPRP 2
1.4 PUIPOSE...iiiiiiieieiieeeee ettt
1.5 Records Management 2
1.5 Parties’ RESPONSIDITIES.......ccoiiieiieiiie e a e 2

2 Corporate ReSPONSIDIITY ..ooiiieiiceciccee e 3

3 Sign-off and responSIiDIITIES ..o 3
3.1 Name of Accountable Officer(s), etC. .....cccvuriiiiiiiiii e 3
3.2 Leads for Records Management...........ccoiieieiieiienie e 3
G RC T Y [0 [ = 0 = USSR 4

34 SIGN Off bbbt be s 5



1. PARTIES, SCOPE AND PURPOSE

1.1 Name and details of the parties

Legal name of parties Short name Head Office address ICO
of the party Registration
Inverclyde Integration Joint "JB" Hector McNeil House
Board Cathcart Square, Greenock, PA15
4Ly
Inverclyde Council "Council" Municipal Buildings, Cathcart

Square, Greenock, PA154 LY

Greater Glasgow & Clyde "Board" JB Russell
Health Board Gartnavel General Hospital

Glasgow G12 OXN

1.2 Introduction

The Public Bodies (Joint Working) (Scotland) Act 2014 was passed by the Scottish Parliament
in February 2014 and came into force on 1%t April 2016 and provides the framework for the
integration of health and social care services in Scotland. Roles and responsibilities of 1JBs,
including the need for a Records Management Plan are set out
here: https://www.gov.scot/Publications/2015/09/8274/2

Inverclyde 1B operates as a body corporate (a separate legal entity), acting independently of
Greater Glasgow & Clyde Health Board and Inverclyde Council.

Each of the Parties listed above are obliged to submit and maintain a Records Management
Plan as defined in and in accordance with the Public Records (Scotland) Act 2011.

The Act requires named public authorities to submit a Records Management Plan (RMP) to
be agreed by the Keeper of the Records of Scotland. Greater Glasgow & Clyde Health Board
and Inverclyde Council already have agreed Record Management Plans in place. IJBs were
added to the Act’s schedule by the Public Bodies (Joint Working) (Scotland) Act 2014 and
this Memorandum of Understanding sets out how each of these RMPs relate to each other.

1.3 Context

The majority of records including employment, service user and internal policies and
procedures will continue to be managed in the parent body organisations, i.e. Inverclyde
Council (the Council) and Greater Glasgow & Clyde Health Board (the Board) and as such will
be covered by their respective record management plans.



https://www.gov.scot/Publications/2015/09/8274/2

The records covered by the 1JB’s records management plan constitute 1B business in terms

of:
e |JB Meetings and related committees- agendas and papers, including Directions,
Audit and Risk Committee and Strategic Planning
e |JB Strategies and Policies, including the Annual Report, Strategic Plan and Delivery
Plan
1.4 Purpose

This Memorandum of Understanding sets out the agreement between the 1JB and the
Council and the Board on how the process of depositing, storing and accessing the 1JB’s
records of enduring value will operate.

1.5 Records Management

The Parties acknowledge and agree that the responsibility for creating and maintaining the
1JB’s records will be delegated to the Council.

The 1JB will follow the corporate Business Classification Scheme (BCS) adopted by the
Council and the Council’s BCS has been updated to include 1JB records. This has been
discussed and agreed as a sensible approach by the Board and the Council.

As such, the 1JB’s Records Management Plan evidences compliance via referencing both the
Council’s and the Board’s Records Management Plans.

1.6 Parties’ Responsibilities

All of the 1JB’s records will be subject to the policies and procedures of the Council. The
nominated officers within the Council and the Board will have operational responsibility and
are able to access these policies and procedures, as well as undergo appropriate training,
e.g. Data Protection, Information Security, etc.

IJB records are part of the Committee Management System and as such have permanent
retention status, which comply with statutory obligations set out under the Public Records
(Scotland) Act 2011 and all other relevant legislation. The IJB’s records are managed in
accordance with the Council’s Business Continuity and vital records arrangements. The
Council’s Audit Trail arrangements will ensure that records are retrievable and offer
certainty around version control. The 1JB will rely on the Council to ensure that the systems,
policies and procedures that govern its records are being regularly assessed. An annual
review will be undertaken by a group nominated by the IJB to ensure this is being done
effectively.



2. CORPORATE RESPONSIBILITY

Corporate Responsibility

The 1JB’s Chief Officer has senior responsibility for all aspects of the IIB’s Records
Management and is also the 1JB’s “Senior Information Risk Owner (“SIRO). The Chief Officer
is content that all IJB Records will be managed by Inverclyde Council in line with Council
policies and this is facilitated by this Memorandum of Understanding. In addition, the 1JB’s
Chief Officer is satisfied that the Council and the Board have appropriate records
management arrangements in place and that each has already been approved by the
Keeper.

3. SIGN-OFF AND RESPONSIBILITIES

3.1 Name of Accountable Officer, etc.
The Accountable Officers for the Parties are:

Accountable Officer Name Post title Organisation

Louise Long Chief Officer Inverclyde Integration Joint
Board

Aubrey Fawcett Chief Executive Inverclyde Council

Jane Grant Chief Executive Greater Glasgow & Clyde Health
Board

3.2 Leads for Records Management
The lead for Records Management at each of the Parties is:

Name Post title Organisation

Jeanette Business Support Manager Inverclyde Health & Social Care
Partnership

Hawthorn

TBC Inverclyde Council

TBC Greater Glasgow & Clyde Health
Board




3.3 Signatories

The following individuals (being authorised signatories) will sign this Memorandum of Understanding
on behalf of the Parties:

Name of Party Inverclyde Integration Joint Board
Authorised signatories Title /Name Louise Long
Role Chief Officer
Head Office address Hector McNeil House, Cathcart Square, Greenock
Name of Party Inverclyde Council
Authorised signatories Title /Name Aubrey Fawcett
Role Chief Executive
Head Office address Inverclyde Council Municipal Buildings, Cathcart Square,
Greenock
Name of Party Greater Glasgow & Clyde Health Board
Authorised signatories Title /Name tbhc
Role
Head Office address




3.4 Sign off

"We the undersigned agree to the details recorded in this Overarching Memorandum of
Understanding; are satisfied that our representatives have carried out the necessary work to ensure
that the 1JB complies with the Public Records (Scotland) Act 2011. The 1JB will submit and
maintain a Records Management Plan to the Keeper. We agree to review this document on an
annual basis.

SIENATUIE..coiieeeeecr e SIENATUIE ..o e

For and on behalf of Inverclyde Integration Joint | For and on behalf of Inverclyde Council
Board

Name Louise Long Name Aubrey Fawcett
Date Date
SIZNATUIE...civiiiiiiiiiiiicrr e

For and on behalf of Greater Glasgow & Clyde
Health Board

Name Jane Grant
Date
Review Date:




INVERCLYDE

H S‘ P AGENDA ITEM NO: 7
Health and Social
Care Partnership

Report To: Inverclyde Integration Joint Date: 29 January 2019
Board

Report By: Louise Long Report No:
Corporate Director (Chief 1JB/01/2019/SMcA
Officer)

Inverclyde Health & Social Care
Partnership

Contact Officer: Sharon McAlees Contact No: 01475 715282
Head of Children’s Services &
Criminal Justice

Subject: Big Lottery: Women’s Project Update

1.0 PURPOSE

1.1 The purpose of this report is to update the Inverclyde Integration Joint Board on
progress in the Women'’s Project.

2.0 SUMMARY

2.1 On 8" March 2018, Inverclyde HSCP was advised that it had been successful in a bid
to the Big Lottery Early Action Systems Change Fund in the category for Women and
Criminal Justice.

2.2 Inverclyde HSCP is the only area from across Scotland that was successful in the
category of Women and Criminal Justice.

2.3 The purpose behind the Early Action Systems Change is to help make a fundamental
shift towards effective early intervention in Scotland.

2.4 The Inverclyde HSCP Women’'s Project aims to achieve a step change in the
response to women in the criminal justice system. It seeks to build this response
around the women themselves and the community, with the ambition of providing
women with the support they need at a time and in a way that is right for them.

3.0 RECOMMENDATIONS
3.1 Itis recommended that the Integration Joint Board:

a. Notes the content of the report and approves the strategic direction presented
in taking forward the Women'’s Project.

b. Requests a further report that updates how the HSCP is progressing with the
project.

Cc. Remits the report to the Women’s Forum for its consideration.

Louise Long
(Corporate Director) Chief Officer



4.0

4.1

4.2

4.3

4.4

4.5

4.6

4.7

4.8

4.9

BACKGROUND

The Commission on Women Offenders (2012) championed the establishment of
Women’'s Centres, aimed at improving consistent access to a range of specific
services focused on the needs of women. To date, these are located in large cities.
There is a need to use learning from existing models of Women'’s Centres and develop
a model that fits the needs of women in a small Local Authority setting.

Conversations with women involved in the criminal justice system in Inverclyde
suggest that women have high levels of vulnerability and complex needs, as opposed
to presenting a high risk of harm to others. The current intervention cycle can be one
driven by crisis. In contrast, a more progressive approach would focus on early help.

This suggests that a broader conversation is needed, one which is not limited solely by
a focus on justice. Indeed it points to a radical shift being required to the lens applied
to women in the justice system to one that encompasses a public health perspective
and requires a whole systems approach.

Following a competitive assessment and application process, the HSCP was advised
on 8" March 2018 that its application for £607,250, with an additional £75,000 test of
change monies had been successful.

The funding secured covers a five year period and is split into two parts. The first is
awarded to develop and research a plan for service redesign and the second part is
awarded to begin transition and implementation and is conditional on developing a
viable and adequately funded design for services. The Women’s Project will employ
three staff: a project manager, a community worker and a data analyst to provide
additional capacity to bring about this whole system change.

Following the award decision a project Steering Group has been established. This
includes:

CVS Inverclyde representation;

Turning Point Scotland representation;

Your Voice representation;

Alcohol and Drug Partnership representation;
Community Justice Partnership representation;
HSCP representation.

To date, the Steering Group has developed Terms of Reference and agreed the
guiding principles for the project. A development session was also held that provided
an opportunity to brain-storm ideas across the key stages of the project. In addition,
the Steering Group has agreed job descriptions and job specifications. Agreement has
also been reached for the HSCP to host the Project Manager and Data Analyst posts
while Turning Point Scotland will host the Community Worker post.

Currently the Steering Group is focusing on developing a Delivery Plan. This will be
submitted to the Big Lottery on or before November 2018. There has also been a
meeting with the Big Lottery on 11" September 2018 to clarify expectations around the
content of the Delivery Plan. On approval, funding will be released and the recruitment
process can begin.

There are six distinct phases for the project. These include:

Phase 1 — Recruitment of staff and establishing project.

Phase 2 — Research and patrticipation of women to gain in-depth understanding of
their lived experience of the criminal justice system and how this can be improved.
Phase 3 — Pulling together key findings from Phase 2 and constructing hypotheses
and new models of support for women. Following stakeholder engagement,
consensus will be reached on identifying one large test of change or a range of
smaller tests of change.



5.0

5.1

51.1

5.2

5.3

5.4

Phase 4 — Piloting test(s) of change.

Phase 5 - Implementation of what has worked well in the tests of change.
Phase 6 — Evaluation of whole project and sustainability planning.

IMPLICATIONS

FINANCE

Cost Centre

Budget
Heading

Budget
Years

Proposed
Spend this
Report
£000

Virement From

Other
Comments

N/A

Annually Recurring Costs / (Savings)

Cost Centre

Budget
Heading

With
Effect
from

Annual Net
Impact
£000

Virement
From

Other Comments

N/A

Projects are expected to aim at realising a shift in their organisational expenditure from

acute services to early action approaches of somewhere in the region of 5%.

LEGAL

There are no specific legal implications in respect of this report.

HUMAN RESOURCES

The grant will fully fund the three posts identified in the submission. Finance
colleagues have been involved in the costings of these, and the posts themselves will

be temporary in nature.

EQUALITIES

Has an Equality Impact Assessment been carried out?

YES

NO — This report does not introduce a new policy, function or
strategy or recommend a change to an existing policy,
function or strategy.

Assessment is required.

Therefore, no Equality Impact

5.4.1 How does this report address our Equality Outcomes?

The Women'’s Project offer opportunities to make a positive contribution in all aspects

of the equality outcomes and design delivery of services that are gender specific.

Equalities Outcome Implications
People, including individuals from the above | None
protected characteristic groups, can access HSCP

services.

Discrimination faced by people covered by the | None
protected characteristics across HSCP services is

reduced if not eliminated.




People with protected characteristics feel safe within | None
their communities.
People with protected characteristics feel included in | None
the planning and developing of services.
HSCP staff understand the needs of people with | None
different protected characteristic and promote
diversity in the work that they do.

Opportunities to support Learning Disability service | None
users experiencing gender based violence are
maximised.

Positive attitudes towards the resettled refugee | None
community in Inverclyde are promoted.

CLINICAL OR CARE GOVERNANCE IMPLICATIONS

There are no clinical or care governance implications arising from this report.
NATIONAL WELLBEING OUTCOMES

How does this report support delivery of the National Wellbeing Outcomes?

The Women'’s Project will offer opportunities to consider all of the national wellbeing
outcomes in relation to women involved in the criminal justice system.

National Wellbeing Outcome Implications
People are able to look after and improve their own | None

health and wellbeing and live in good health for
longer.

People, including those with disabilities or long term | None
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

People who use health and social care services | None
have positive experiences of those services, and
have their dignity respected.

Health and social care services are centred on | None
helping to maintain or improve the quality of life of
people who use those services.

Health and social care services contribute to None
reducing health inequalities.
People who provide unpaid care are supported to | None
look after their own health and wellbeing, including
reducing any negative impact of their caring role
on their own health and wellbeing.

People using health and social care services are | None
safe from harm.
People who work in health and social care services | None
feel engaged with the work they do and are
supported to continuously improve the information,
support, care and treatment they provide.
Resources are used effectively in the provision of | None
health and social care services.

CONSULTATION

The report has been prepared by the Chief Officer of Inverclyde Health and Social
Care Partnership (HSCP) after due consideration with relevant senior officers in the
HSCP.



7.0 BACKGROUND PAPERS

7.1 None



INVERCLYDE

H SC P AGENDA ITEM NO: 9
Health and Social
Care Partnership

Report To: Inverclyde Integration Joint Date: 29 January 2019
Board
Report By: Louise Long, Corporate Director Report No: VP/LP/017/19

(Chief Officer), Inverclyde Health
& Social Care Partnership

Contact Officer:  Vicky Pollock Contact No: 01475 712180
Subject: Inverclyde Integration Joint Board — Membership Update
1.0 PURPOSE

1.1 The purpose of this report is to update the Inverclyde Integration Joint Board (“IJB”) on a recent
non-voting membership matter.

2.0 SUMMARY

2.1 The Public Bodies (Joint Working) (Integration Joint Boards) (Scotland) Order 2014 sets out the
arrangements for the membership of all Integration Joint Boards.

2.2 On 7 November 2017, the IJB noted that Drew White had been confirmed as the proxy member
for the Council staff representative on the IJB. Due to the imminent retirement of Drew White, it
has been necessary to appoint a replacement proxy to attend meetings on behalf of the Council
staff representative to cover a further period of extended absence.

2.3 This report sets out the revised non-voting membership arrangements for the 1JB.
3.0 RECOMMENDATIONS
3.1 It is recommended that the Inverclyde Integration Joint Board notes that Gemma Eardley has

been confirmed as the replacement proxy member for Robyn Garcha, Council Staff
Representative, non-voting member for meetings of the Integration Joint Board.

Louise Long
Corporate Director (Chief Officer)
Inverclyde HSCP



4.0

4.1

4.2

4.3

4.4

5.0

5.1

6.0

6.1

6.2

6.3

6.4

6.4.1

BACKGROUND

The Public Bodies (Joint Working) (Integration Joint Boards) (Scotland) Order 2014 (“the
Order”) sets out the arrangements for the membership of all Integration Joint Boards.

On 7 November 2017, the 1JB noted that Drew White had been confirmed as the proxy member
for the Council staff representative on the 1JB. He is due to retire in April 2019 and Robyn
Garcha, the existing Council staff representative on the 1JB, due to a further period of extended
absence, will be unable to attend meetings of the 1JB for the next 12 months.

In terms of the Order and the IJB’s Standing Orders, if a non-voting member is unable to attend
a meeting of the 1JB, that non-voting member may arrange for a suitably experienced proxy to
attend the meeting.

Robyn Garcha has confirmed that she wishes to continue as a non-voting member of the 1JB
and that her named proxy to replace Drew White to cover attendance at IJB meetings for a
further period of extended absence is Gemma Eardley.

PROPOSALS

It is proposed that the 1JB agree the revised 1JB non-voting membership arrangements as set
out in Appendix 1 Section C.

IMPLICATIONS
Finance
None.

Financial Implications:

One Off Costs
Cost Centre | Budget Budget | Proposed Virement | Other Comments
Heading | Years Spend this From
Report
N/A N/A N/A N/A N/A N/A
Annually Recurring Costs/ (Savings)
Cost Centre | Budget With Annual Net | Virement Other Comments
Heading | Effect Impact From (f
from Applicable)
N/A N/A N/A N/A N/A N/A

Legal

The membership of the 1JB is set out in the Public Bodies (Joint Working) (Integration Joint
Boards) (Scotland) Order 2014.

Human Resources

None.

Equalities

There are no equality issues within this report.

Has an Equality Impact Assessment been carried out?



YES (see attached appendix)

X NO — This report does not introduce a new policy, function or strategy
or recommend a change to an existing policy, function or
strategy.  Therefore, no Equality Impact Assessment is
required.

6.4.2 How does this report address our Equality Outcomes

There are no Equalities Outcomes implications within this report.

Equalities Outcome Implications

People, including individuals from the above protected | None
characteristic groups, can access HSCP services.

Discrimination faced by people covered by the protected | None
characteristics across HSCP services is reduced if not
eliminated.

People with protected characteristics feel safe within their | None
communities.

People with protected characteristics feel included in the | None
planning and developing of services.

HSCP staff understand the needs of people with different | None
protected characteristic and promote diversity in the work
that they do.

Opportunities to support Learning Disability service users | None
experiencing gender based violence are maximised.

Positive attitudes towards the resettled refugee community | None
in Inverclyde are promoted.

Clinical or Care Governance

6.5 There are no clinical or care governance issues within this report.
National Wellbeing Outcomes

6.6 How does this report support delivery of the National Wellbeing Outcomes

There are no National Wellbeing Outcomes implications within this report.

National Wellbeing Outcome Implications

People are able to look after and improve their own health | None
and wellbeing and live in good health for longer.

People, including those with disabilities or long term | None
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

People who use health and social care services have | None
positive experiences of those services, and have their
dignity respected.

Health and social care services are centred on helping to | None
maintain or improve the quality of life of people who use
those services.

Health and social care services contribute to reducing None
health inequalities.

People who provide unpaid care are supported to look | None
after their own health and wellbeing, including reducing
any negative impact of their caring role on their own
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health and wellbeing.

People using health and social care services are safe | None
from harm.

People who work in health and social care services feel None
engaged with the work they do and are supported to
continuously improve the information, support, care and
treatment they provide.

Resources are used effectively in the provision of health | None
and social care services.

CONSULTATIONS
The Corporate Director (Chief Officer) has been consulted in the preparation of this report.
BACKGROUND PAPERS

N/A




APPENDIX 1

Inverclyde Integration Joint Board Membership as at January 2019

SECTION A. VOTING MEMBERS

Proxies (Voting Members)

Inverclyde Council

Councillor Jim Clocherty (Vice
Chair)

Councillor Luciano Rebecchi
Councillor Lynne Quinn

Councillor Elizabeth Robertson

Councillor Robert Moran

Councillor Gerry Dorrian
Councillor Ronnie Ahlfeld

Councillor John Crowther

Greater Glasgow and Clyde
NHS Board

Mr Simon Carr (Chair)
Dr Donald Lyons
Mr Alan Cowan

Ms Dorothy McErlean

SECTION B. NON-VOTING PROFESSIONAL ADVISORY MEMBERS

Chief Officer of the 1JB

Louise Long

Chief Social
Inverclyde Council

Worker of

Sharon McAlees

Chief Finance Officer

Lesley Aird

Registered Medical Practitioner
who is a registered GP

Inverclyde Health & Social Care
Partnership Clinical Director

Dr Hector MacDonald

Registered Nurse

Professional Nurse Advisor

Deirdre McCormick

Registered Medical Practitioner
who is not a registered GP

Dr Chris Jones

SECTION C. NON-VOTING STAKEHOLDER REPRESENTATIVE MEMBERS

A staff representative (Council)

Ms Robyn Garcha

Proxy — Ms Gemma Eardley

A staff
Board)

representative (NHS

Ms Diana McCrone

A third sector representative

Mr lan Bruce
Manager CVS and Chief
Executive  Inverclyde  Third

Sector Interface




A service user

Mr Hamish MacLeod

Inverclyde Health and Social
Care  Partnership  Advisory
Group

Proxy - Ms Margaret Telfer

A carer representative

Ms Christina Boyd

SECTION D. ADDITIONAL NON-VOTING MEMBERS

Representative of Inverclyde
Housing Association Forum

Ms Sandra McLeod, Director of
Housing & Customer Services,
River Clyde Homes
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AGENDA ITEM NO: 10
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INVERCLYDE INTEGRATION JOINT BOARD AUDIT COMMITTEE — 11 SEPTEMBER 2018

Inverclyde Integration Joint Board Audit Committee

Tuesday 11 September 2018 at 1pm

Present: Councillors L Quinn and L Rebecchi, Mr A Cowan, Dr D Lyons, Mr | Bruce and
Ms D McCrone.

Chair: Councillor Rebecchi presided.

In attendance: Ms L Long, Corporate Director (Chief Officer), Inverclyde Health &
Social Care Partnership, Ms L Aird, Chief Financial Officer, HSCP, Ms S McAlees, Head
of Children’s Services & Criminal Justice, Ms A Priestman, Chief Internal Auditor, Ms V
Pollock (for Head of Legal & Property Services) and Ms S Lang (Legal & Property
Services).

In attendance also: Mr T Yule, Audit Scotland.
Apologies, Substitutions and Declarations of Interest
No apologies for absence or declarations of interest were intimated.

Minute of Meeting of Inverclyde Integration Joint Board Audit Committee of 20
March 2018

There was submitted minute of the meeting of the Inverclyde Integration Joint Board
(13B) Audit Committee of 20 March 2018.
Decided: that the minute be agreed.

Annual Report to the 1JB and Controller of Audit for the Financial Year Ended 31
March 2018

There was submitted a report by the Corporate Director (Chief Officer), Inverclyde
Health & Social Care Partnership appending the Annual Report and Auditors’ Letter to
the Committee for the financial year ended 31 March 2018 which had been prepared by
the 1JB’s external auditors, Audit Scotland.

Mr T Yule of Audit Scotland was present and spoke in relation to the report.

(Councillor Quinn entered the meeting during consideration of this item of business).
Decided:

(1) that the Committee endorse the contents of the Annual Report to the 1JB and
Controller of Audit for the financial year ended 31 March 2018;

(2) that the Chair, Chief Officer and Chief Financial Officer be authorised to accept
and sign the final 2017/18 Accounts on behalf of the 1JB; and

(3) that the Committee endorse the letter of representation in Appendix 2 of the
Annual Report and approve the signing of this by the Chief Financial Officer.

Internal Audit Progress Report — 26 February to 17 August 2018
There was submitted a report by the Corporate Director (Chief Officer), Inverclyde

Health & Social Care Partnership on the progress made by Internal Audit during the
period 26 February to 17 August 2018.

10 MIN 11IB (AUDIT) - 11 09 2018
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INVERCLYDE INTEGRATION JOINT BOARD AUDIT COMMITTEE — 11 SEPTEMBER 2018

Decided: that the Committee note the progress made by Internal Audit during the
period 26 February to 17 August 2018.

Internal Audit Annual Report and Assurance Statement 2017/2018

There was submitted a report by the Corporate Director (Chief Officer), Inverclyde
Health & Social Care Partnership appending the Internal Audit Annual Report and
Assurance Statement for 2017/2018 which forms part of the 1JB’s Annual Governance
Statement.
Decided: that approval be given to the Internal Audit Annual Report and Assurance
Statement.

Internal Audit — Annual Plan 2018/2019

There was submitted a report by the Corporate Director (Chief Officer), Inverclyde
Health & Social Care Partnership appending the Internal Audit Annual Plan for
2018/2019 for approval.

Decided: that approval be given to the Internal Audit Annual Plan 2018/2019.

IJB Risk Management Update

There was submitted a report by the Corporate Director (Chief Officer), Inverclyde
Health & Social Care Partnership providing an update on the status of the 1JB Strategic
Risk Register.

Decided:

(1) that the Committee note the contents of the report;

(2) that the Committee note the high/red risks contained in other HSCP Risk
Registers detailed in the report;

(3) that the Committee agree that a development session be arranged for the 1JB to
review the current Risk Register and that the updated register be reported to the 1JB for
approval by January 2019; and

(4) that the Committee agree that, going forward, the 1JB Strategic Risk Register be
reviewed annually with a six monthly update being submitted reflecting all red/very high
risks.

10 MIN 11IB (AUDIT) - 11 09 2018
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Health and Social
Care Partnership

INVERCLYDE

H SC I AGENDA ITEM NO: 11

Report To: Inverclyde Integration Joint Board Date: 29January 2019

Report By: Louise Long Report No: 1JB/03/2019/LA
Corporate Director, (Chief Officer)
Inverclyde Health & Social Care
Partnership

Contact Officer Helen Watson Contact No: 01475 715381
Head of Service Strategy and
Support Services
Inverclyde Health and Care
Partnership

Subject: AUDIT SCOTLAND REPORTS - NHS IN SCOTLAND AND HEALTH
& SOCIAL CARE INTEGRATION: UPDATE ON PROGRESS

PURPOSE

The purpose of this report is to share the recent Audit Scotland reports on “NHS in
Scotland” and “Health & Social Care Integration: Update on Progress” with the Inverclyde
Integration Joint Board (IJB) and advise of the key areas relevant to the 1JB.

SUMMARY

Audit Scotland published their report “NHS in Scotland” in October 2018 and their report
“Health & Social Care Integration: Update on Progress” in November 2018. These reports
highlighted a number of key findings and recommendations for the Scottish Government,
Health Boards and Integration Authorities. The full reports are enclosed as appendices to
this report.

RECOMMENDATIONS
It is recommended that the Integration Joint Board
1. Notes the Audit Scotland reports and the Inverclyde position in relation to the reports

key messages.
2. Agrees that the Action Plan is monitored through the 1JB Audit Committee.

Louise Long
Corporate Director (Chief Officer)
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BACKGROUND

The Scottish Government set out how it wants healthcare and the health of the Scottish
population to change in its 2020 Vision. The aim is that everyone should live longer,
healthier lives at home or in a homely setting. The “NHS in Scotland” report sets out
immediate actions required to deliver this vision, identifies the financial and performance
position of the NHS in Scotland and sets out what needs to change to ensure the NHS
continues to meet the needs of the Scottish people. The full report is enclosed in
Appendix A.

The “Health & Social Care Integration: Update on Progress” report was published in
November 2018. The report examines the effectiveness of governance arrangements in
integration authorities. The full report is enclosed in Appendix B.

KEY MESSAGES AND RECOMMENDATIONS
Key messages from the NHS in Scotland report:

1. The NHS needs to move away from short term fire-fighting to long term fundamental
change.

2. The NHS in Scotland is not in a financially sustainable position.

3. Pressure on the NHS is increasing while performance against the eight key national
performance targets continues to decline.

4. Decisive action is required to ensure the NHS is fit to meet the people’s needs in the
future.

5. Effective leadership is critical. More information is needed about how new forms of
care will work, what they will cost and the difference they will make to people’s lives.

Recommendations from the NHS in Scotland report:

The Scottish Government should:

e develop a robust and transparent financial management system for managing and
monitoring NHS boards’ new year-end flexibility and three-year break-even
arrangement.

e ensure NHS governance arrangements are clear and robust with explicit roles and
responsibilities and clear lines of accountability at each planning level.

e report publicly on the progress of the Health and Social Care Delivery Plan.

The Scottish Government, in partnership with NHS boards, should:

e strengthen board-level governance arrangements, including developing an improved
national approach to induction, training, and assessment for non-executive directors.

¢ identify why NHS leadership posts are difficult to fill and develop ways to address this.

The Scottish Government, in partnership with NHS boards and integration authorities,

should:

o develop a national capital investment strategy to ensure capital funding is strategically
prioritised.

e continue to develop a comprehensive approach to workforce planning.

e provide a clear breakdown of transitional and future costs to meet projected demand
through additional recruitment and training.

The Scottish Government, NHS boards and integration authorities should:

e work together to develop a clearer understanding of demand for services, and
capacity and activity trends within primary and secondary care and use this to inform
medium to long-term service and workforce planning.

e publish clear and easy to understand information on how the health funding system
works, including how much funding was provided, what it was spent on, and the



impact it has on people’s lives.

put NHS staff, local communities, and the public at the heart of change and involve
them in planning and implementing changes to how services are accessed and
delivered.

5.3 Key messages from the Health and Social Care Integration: Update on Progress report:

1.

Integration Authorities (IAs) are operating in an extremely challenging environment.
They have started to introduce more collaborative ways of delivering services and
have made improvements in several areas, including reducing unplanned hospital
activity and delays in discharging people from hospital. People at the end of their lives
are also spending more time at home or in a homely setting, rather than in hospital.
These improvements are welcome and show that integration can work within the
current legislative framework, but there is much more to be done.

Financial planning is not integrated, long term or focused on providing the best
outcomes for people who need support. Financial pressures across health and care
services make it difficult for 1As to achieve meaningful change. IAs were designed to
control some services provided by acute hospitals and their related budgets. This key
part of the legislation has not been enacted in most areas.

Strategic planning needs to improve and several significant barriers must be
overcome to speed up change. These include: a lack of collaborative leadership and
strategic capacity; a high turnover in IA leadership teams; disagreement over
governance arrangements; and an inability or unwillingness to safely share data with
staff and the public. Local areas that are effectively tackling these issues are making
better progress.

Significant changes are required in the way that health and care services are
delivered. Appropriate leadership capacity must be in place and all partners need to
be signed up to, and engaged with, the reforms. Partners also need to improve how
they share learning from successful integration approaches across Scotland. At both
a national and local level, all partners need to work together to be more honest and
open about the changes that are needed to sustain health and care services in
Scotland.

5.4 Recommendations from the Health and Social Care Integration: Update on Progress
report:

The Scottish Government should:

ensure that there is a consistent commitment to integration across government
departments and in policy affecting health and social care integration.

commit to continued additional pump-priming funds to facilitate local priorities and
new ways of working which progress integration.

The Scottish Government and COSLA should:

ensure that there is appropriate leadership capacity in place to support integration.
increase opportunities for joint leadership development across the health and care
system to help leaders to work more collaboratively.

urgently resolve difficulties with the ‘set-aside’ aspect of the Act.

support councillors and NHS board members who are also Integration Joint Board
members to understand, manage and reduce potential conflicts with other roles.
monitor how effectively resources provided are being used and share data and
performance information widely to promote new ways of working across Scotland.

Integration Authorities, councils and NHS boards should work together to:

ensure operational plans, including workforce, IT and organisational change plans
across the system, are clearly aligned to the strategic priorities of the IA.

monitor and report on Best Value in line with the requirements of the Public Bodies
(Joint Working) (Scotland) Act 2014.

view their finances as a collective resource for health and social care to provide the
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best possible outcomes for people who need support.

continue to improve the way that local communities are involved in planning and
implementing any changes to how health and care services are accessed and
delivered.

The Scottish Government, COSLA, councils, NHS boards and Integration Authorities
should work together to:

support integrated financial management by developing a longer-term and more
integrated approach to financial planning at both a national and local level. All
partners should have greater flexibility in planning and investing over the medium to
longer term to achieve the aim of delivering more community-based care.

agree local responsibility and accountability arrangements where there is
disagreement over interpretation of the Public Bodies (Joint Working) (Scotland) Act
2014 and its underpinning principles. Scenarios or examples of how the Act should be
implemented should be used which are specific to local concerns. There is sufficient
scope within existing legislation to allow this to happen.

share learning from successful integration approaches across Scotland.

address data and information sharing issues, recognising that in some cases national
solutions may be needed.

review and improve the data and intelligence needed to inform integration and to
demonstrate improved outcomes in the future. They should also ensure mechanisms
are in place to collect and report on this data publicly.

INVERCLYDE INTEGRATION JOINT BOARD POSITION AND PROPOSED ACTIONS

Of the 27 recommendations made within the two reports:

5 relate to the Scottish Government.

2 relate to the Scottish Government, in partnership with NHS boards.

5 relate to the Scottish Government and COSLA.

4 relate to Integration Authorities (IAs), councils and NHS boards.

5 relate to the Scottish Government, COSLA, councils, NHS boards and IAs.
6 relate to the Scottish Government, NHS boards and |IAs.

Appendix C contains a summary of the recommendations requiring 1JB action together
with a note of the Inverclyde position and proposed timelines and responsible officers for
any required local actions.

IMPLICATIONS

FINANCE

There are no direct financial implications arising from this report.

One off Costs

Cost Centre | Budget Budget | Proposed Virement Other Comments

Heading | Years Spend this From
Report £000

N/A

Annually Recurring Costs / (Savings)

Cost Centre | Budget With Annual Net | Virement Other Comments

Heading | Effect Impact From
from £000

N/A




LEGAL

7.2 There are no specific legal implications arising from this report.
HUMAN RESOURCES

7.3 There are no specific human resources implications arising from this report.
EQUALITIES

7.4 There are no equality issues within this report.

Has an Equality Impact Assessment been carried out?

YES (see attached appendix)

\/ NO — This report does not introduce a new policy, function or strategy or
recommend a change to an existing policy, function or strategy. Therefore,
no Equality Impact Assessment is required.

7.5 How does this report address our Equality Outcomes?

There are no Equalities Outcomes implications within this report.

Equalities Outcome Implications

People, including individuals from the above | None
protected characteristic groups, can access HSCP
services.

Discrimination faced by people covered by the | None
protected characteristics across HSCP services is
reduced if not eliminated.

People with protected characteristics feel safe within | None
their communities.

People with protected characteristics feel included in | None
the planning and developing of services.

HSCP staff understand the needs of people with | None
different protected characteristic and promote
diversity in the work that they do.

Opportunities to support Learning Disability service | None
users experiencing gender based violence are
maximised.

Positive attitudes towards the resettled refugee | None
community in Inverclyde are promoted.

7.6 CLINICAL OR CARE GOVERNANCE IMPLICATIONS
There are no clinical or care governance issues within this report.

7.7 NATIONAL WELLBEING OUTCOMES
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How does this report support delivery of the National Wellbeing Outcomes

There are no National Wellbeing Outcomes implications within this report.

National Wellbeing Outcome

Implications

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

None

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

None

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

None

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

None

Health and social care services contribute to
reducing health inequalities.

None

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

None

People using health and social care services are
safe from harm.

None

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.

None

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

None

CONSULTATION

This report has been prepared by the 1JB Chief Financial Officer in consultation with the
Chief Officer and the Health Board’'s Director of Finance and Council's Chief Financial

Officer.

BACKGROUND PAPERS

None.
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Auditor General for Scotland

The Auditor General’s role is to:

* appoint auditors to Scotland’s central government and NHS bodies
* examine how public bodies spend public money

* help them to manage their finances to the highest standards

» check whether they achieve value for money.

The Auditor General is independent and reports to the Scottish Parliament
on the performance of:

» directorates of the Scottish Government

* government agencies, eg the Scottish Prison Service,
Historic Environment Scotland

* NHS bodies
» further education colleges
» Scottish Water

» NDPBs and others, eg Scottish Police Authority, Scottish Fire and
Rescue Service.

You can find out more about the work of the Auditor General on our website:
www.audit-scotland.gov.uk/about-us/auditor-general

Audit Scotland is a statutory body set up in April 2000 under the Public
Finance and Accountability (Scotland) Act 2000. We help the Auditor General
for Scotland and the Accounts Commission check that organisations
spending public money use it properly, efficiently and effectively.


http://www.audit-scotland.gov.uk/about-us/auditor-general
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Summary

Key messages

1

To meet people’s health and care needs, the NHS urgently needs to move
away from short-term fire-fighting to long-term fundamental change.

The type of services it offers, and the demand for those services, have
changed significantly over the 70 years since the NHS was created. The
challenges now presented by an ageing population means further and
faster change is essential to secure the future of the NHS in Scotland.

The NHS in Scotland is not in a financially sustainable position. NHS
boards are struggling to break even, relying increasingly on Scottish
Government loans and one-off savings. The Scottish Government's
recent health and social care medium-term financial framework and
other measures are welcome steps but more needs to be done.

The pressure on the NHS is increasing. Performance against the eight deCiSive

key national performance targets continues to decline. No board action iS

met all of the key national targets. Only three boards met the 62-day .

target for cancer referrals. The number of people on waiting lists also requ|red to

continues to increase. The only target met nationally in 2017/18 was for

drug and alcohol patients to be seen within three weeks. secure the
future of

The scale of the challenges means decisive action is required, with an the N HS in
urgent focus on the elements critical to ensuring the NHS is fit to meet

people’s needs in the future. These include being clear about how the Scotland
NHS is governed, multiple planning layers exist at local and national

level, it is unclear how regional planning will operate in the future and

health and social care integration continues to develop.

Ensuring effective leadership is also critical. Much more engagement
and information is needed about how new forms of care will work,
what they cost and the difference they make to people’s lives. Without
this, it will continue to be difficult to build support among the public
and politicians to make the decisions needed to change how healthcare
is delivered in Scotland.

Recommendations

The Scottish Government should:

e develop a robust and transparent financial management system for
managing and monitoring NHS boards’ new year-end flexibility and
three-year break-even arrangement



e ensure NHS governance arrangements are clear and robust by
making sure roles and responsibilities are explicit and lines of
accountability are clear at each planning level

e report publicly on the progress of the Health and Social Care Delivery
Plan, including measures of performance covering all parts of
the healthcare system to show progress towards delivering more
healthcare in the community.

The Scottish Government, in partnership with NHS boards, should:

e strengthen board-level governance arrangements, including
developing an improved national approach to induction, training, and
assessment for non-executive directors

¢ identify why NHS leadership posts are difficult to fill and develop
ways to address this.

The Scottish Government, in partnership with NHS boards and integration
authorities, should:

e develop a national capital investment strategy to ensure capital
funding is strategically prioritised

e continue to develop a comprehensive approach to workforce
planning that:

— reflects forecasts of future staffing and skills requirements to
deliver changing models of healthcare provision at regional, local
and community level

— provides a clear breakdown of transitional and future costs to meet
projected demand through additional recruitment and training.

The Scottish Government, NHS boards and integration authorities should:

e work together to develop a clearer understanding of demand
for services, and capacity and activity trends within primary and
secondary care and use this to inform medium to long-term service
and workforce planning

e publish clear and easy to understand information on how the health
funding system works, including how much funding was provided,
what it was spent on, and the impact it has on people’s lives

e put NHS staff, local communities, and the public at the heart of
change and involve them in planning and implementing changes to
how services are accessed and delivered.
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Introduction

1. The NHS is 70 years old this year and continues to provide a range of vital
services to thousands of people every day across the country. In 2017/18, the
NHS in Scotland:

e employed almost 140,000 (whole-time equivalent) staff across 14 mainland
and island NHS boards and eight national boards

e conducted an estimated 17 million GP consultations
e carried out four million outpatient appointments

e responded to 764,201 emergencies

e spent £13.1 billion on healthcare."***°

2. Over the years we have highlighted the growing pressures facing the NHS

in our national and local audit work. These include a tight financial environment,
increasing demand for services, difficulties in recruiting staff, and rising public
and political expectations. In the face of these pressures, a committed workforce
has continued to work to deliver high-quality care. However, the demands of

a growing and ageing population on top of these pressures mean the current
healthcare delivery model is not sustainable.

3. The Scottish Government set out how it wants healthcare and the health of
the Scottish population to change in its 2020 Vision, published in 2011.% Its aim
is that everyone should live longer, healthier lives at home or in a homely setting
by 2020, and significant activity is under way to work towards this. However,
progress is too slow and major issues still need to be addressed if the vision is
to be achieved. These include ensuring the NHS is financially sustainable in the
medium to longer term, recruiting the right number of skilled staff in the right
places, identifying what the public wants from its healthcare system, and fully
integrating health and social care services.

4. This report sets out why immediate action is needed, identifying the financial
and performance position of the NHS in Scotland in 2017/18. Part 2 of the report
sets out what needs to change to ensure the NHS can continue to meet the
needs of the Scottish people.



Part 1

Why is immediate action needed?

Key messages

1 The overall health budget in 2017/18 was £13.1 billion, a 0.2 per cent
decrease in real terms on the previous year. The NHS struggled to break
even. Three boards required a loan from the Scottish Government and
the majority relied on short-term measures to balance their books. NHS
boards achieved unprecedented savings of £449.1 million in 2017/18 by
relying heavily on one-off savings. This is not sustainable.

2 The pressures facing the NHS continue to intensify. Financial pressures
such as drug costs, a backlog of maintenance, and the use of temporary
staff are predicted to continue in future years. Projected funding
increases are unlikely to be enough to keep pace with rising health
costs and the need for investment in the NHS estate. EU withdrawal will
mean additional challenges, including recruiting and retaining staff and

procuring vital supplies such as drugs. the N HS
3 Performance declined against the eight key national targets between I‘_S not I_n 4
2016/17 and 2017/18. More people waited longer for outpatient and flnanC|aIIy

inpatient appointments. The number of people waiting over 12 weeks Sustainable
for their first outpatient appointment increased by six per cent in the .
past year, while the number waiting over 12 weeks for an inpatient pOSItIOﬂ and

appointment increased by 26 per cent. No board met all eight targets. performance
Only one of the eight key performance targets was met nationally— i

for 90 per cent of patients referred for drug and alcohol treatment to agalnst

receive treatment within three weeks. national

4 The NHS faces significant workforce challenges. Recruitment remained ta rgets IS
difficult in 2017/18, while sickness absence and turnover increased. declining

The NHS is not in a financially sustainable position

5. Financial sustainability considers whether a bodly is likely to be able to continue
delivering services effectively or change how services are delivered in the medium to
longer term with the available resources. Ve have looked at a number of measures
which indicate risks to the sustainability of the NHS and we examine these below.

6. In 2017/18, the total Scottish Government health budget for spending on core
services was £13.1 billion.”® Health remains the single largest area of Scottish
Government spending, accounting for 42 per cent of the total budget in 2017/18.
The majority of health funding is provided to territorial boards to deliver services
(Exhibit 1, page 9).
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Exhibit 1
Health funding breakdown 2017/18
The majority of funding in 2017/18 was given to mainland and island NHS boards.

£13.1bn
Total Scottish Government Health Budget 2017/18

\ 4

£12.6 bn
NHS boards

l

£11.2 bn £1.4bn

. . Scottish Government .
Territorial boards sets Revenus and National boards

Capital Limits -

|

£10.8 bn £0.4 bn £1.4 bn £36 m

Revenue Capital Revenue Capital

|

Source: Audit Scotland using Scottish Government draft budget 2018/19 and NHS Consolidated Accounts for financial year 2017/18

7. NHS boards delegate a significant percentage of their budget (£5.8 billion,

46 per cent in 2017/18) to integration authorities to fund health services such as
primary and community care.® We will be publishing our second report on health
and social care integration in November 2018.

8. Between 2016/17 and 2017/18, the overall health budget increased by 1.5 per cent
in cash terms. Taking inflation into account, the budget decreased by 0.2 per cent:

e Revenue funding for day-to-day spending increased by 0.8 per cent in real
terms (2.5 per cent in cash terms).
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e Capital funding, for example for new buildings and equipment, decreased
from £524.5 million to £408 million. This was a decrease of 23.5 per cent
in real terms (22.2 per cent in cash terms). This was mainly due to the
new Dumfries and Galloway Royal Infirmary being completed and the near
completion of NHS Lothian’s new Royal Hospital for Sick Children and
Department of Clinical Neurosciences.

9. In 2017/18, NHS boards' budgets included £107 million ring-fenced funding for
health and social care integration. NHS boards were required to pass this funding
directly to integration authorities.

10. The overall health budget has increased by 7.7 per cent in real terms over the
past decade (Exhibit 2). Revenue funding increased by 9.7 per cent between
2008/09 and 2017/18, while capital funding reduced by 32 per cent. This has
mainly been driven by funding increases in the most recent four-year period, with
the total budget increasing by five per cent since 2014/15.

Exhibit 2

Trends in the health budget in Scotland, 2008/09 to 2017/18

Since 2008/09, the health budget has increased in cash terms and had small
real-terms increases and decreases each year.
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Source: Audit Scotland

11. Although health funding has increased over the past decade, funding per
head of population has increased at a slower rate. In 2017/18, health funding in
Scotland was £2,409 per person. This compares to £2,333 in 2008/09, a 3.3 per
cent increase in real terms."

The NHS met its overall financial targets in 2017/18, but boards are
struggling to break even

12. NHS boards have been required by the Scottish Government to break even
at the end of each financial year. This means that they must stay within the limits
of their revenue and capital budgets. All NHS boards broke even in 2017/18,
achieving an overall surplus of 0.07 per cent, £8.5 million."



http://www.audit-scotland.gov.uk/nhs-in-scotland-2018 
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		Exhibit 2

		Trends in the health budget in Scotland, 2008/09 to 2017/18



				Total health budget (£ billions)

				2008/09		2009/10		2010/11		2011/12		2012/13		2013/14		2014/15		2015/16		2016/17		2017/18

		Cash terms		10.5		10.9		11.1		11.3		11.5		11.7		11.9		12.2		12.9		13.1

		Real terms		12.1		12.4		12.4		12.4		12.4		12.4		12.4		12.7		13.1		13.1



		Source: Audit Scotland
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13. The majority of boards used short-term measures to break even. These included:

e | ate allocations of funding from the Scottish Government. NHS Greater
Glasgow and Clyde received a late allocation of £8 million for winter beds
and acute strategy in February 2018 which allowed them to break even at
year-end (31 March 2018).

e Reallocating capital funding to revenue funding to cover operating costs—
for example, in NHS Borders, Forth Valley, Greater Glasgow and Clyde, and
Tayside.

e Postponing new investments and using slippage on funding—for example,
in NHS Borders, NHS Grampian and NHS National Services Scotland.

e One-off gains, including writing off accruals and lower than budgeted
medical negligence payments. This was the case in NHS Greater Glasgow
and Clyde and NHS Lanarkshire.

More boards are predicting year-end deficits

14. In 2015/16, all territorial NHS boards predicted at the start of the year that
they would break even or record a surplus. In 2016/17, three boards predicted
they would be in deficit at the end of the year. This increased to seven in 2017/18.
In 2018/19, eight boards predicted at the start of the year that they would be in
deficit at the end of the year."?

15. The size of the predicted deficits is also growing. In 2015/16, territorial
boards predicted at the start of the year they would achieve an overall surplus
of £0.5 million at year-end. In 2016/17, this moved to a predicted deficit of
£34.1 million. A year later, this figure had almost tripled with boards predicting a
deficit of £99.3 million by the end of financial year 2017/18.*

16. In the 2017/18 annual audit reports, auditors highlighted significant levels of
risk around boards" ability to break even in 2018/19. At May 2018, NHS boards
were predicting a deficit of £131.5 million in 2018/19."*

The amount of loans provided by the Scottish Government to enable
boards to break even is increasing

17. In 2017/18, the Scottish Government provided loans totalling £50.7 million

to NHS Ayrshire and Arran, Highland, and Tayside. This allowed them to

break even. This is significantly more than in 2016/17 and in previous years
(Exhibit 3, page 12). The total amount of outstanding loans across all NHS
boards at the end of 2017/18 was £102 million. Four boards (NHS Ayrshire and
Arran, Borders, Highland and Tayside) have predicted they will need loans totalling
£70.9 million in 2018/19. This has implications for other NHS boards since loans
must be financed from the existing overall budget.

18. In October 2018, the Cabinet Secretary for Health and Sport announced
that all territorial boards' outstanding loans will be written-off at the end of the
2018/19 financial year. We are carrying out further work to understand the
implications of the recent announcement.
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Exhibit 3
Scottish Government loans provided to NHS boards, 2009/10 to 2017/18 and repayments made by

NHS boards
Loans paid out are greater than the amount repaid.

£ millions
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2009/10 2010/11 2011/12 2012/13 2013/14 2014/15 2015/16 2016/17
[ ] Brokerage Repayments

Note: In 2011/12, NHS Forth Valley received brokerage of £11 million, of which £1 million did not need to be repaid.
Source: Audit Scotland

2017/18

bl

NHS boards made unprecedented savings in 2017/18, but this was only
achieved through one-off measures

19. NHS boards need to make savings to break even at the end of the financial
year, to close the gap between the funding they receive and how much it costs
to deliver services.

20. In 2016/17, NHS boards made overall savings of £387.4 million, which at
the time was unprecedented. In 2017/18, the figure rose to £449.1 million. This
represents 3.6 per cent of total revenue allocations to NHS boards. Despite this,
the NHS did not meet its overall savings target of £480.8 million in 2017/18,
falling short by seven per cent, £31.7 million.

Boards relied heavily on one-off savings in 2017/18

21. In 2017/18, 50 per cent of all savings were one-off (non-recurring), up from
35 per cent in 2016/17, and 20 per cent in 2013/14." Savings reduce expenditure
and contribute to achieving financial targets, but they do not necessarily mean
increased efficiency or effectiveness.

22. Savings are classed as either recurring or non-recurring. The former recur in
future years, for example as a result of providing services in a different way. Non-
recurring savings do not result in ongoing savings, for example selling a building or
delaying filling a vacant post. The reliance on one-off savings varied widely, from
23 per cent in NHS Lanarkshire to 83 per cent in NHS Orkney among the territorial
boards. In the national boards, the range was from O per cent at NHS National
Services Scotland to 100 per cent at NHS Health Scotland (Exhibit 4, page 13).
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		Exhibit 3

		Scottish Government loans provided to NHS boards, 2009/10 - 2017/18 and repayments made by NHS boards



				£millions

				2009/10		2010/11		2011/12		2012/13		2013/14		2014/15		2015/16		2016/17		2017/18

		Brokerage		4.2		3.1		14.7		30.2		10.2		14.6		5.0		13.2		50.7

		Repayments		0.0		0.0		2.5		5.5		11.2		13.9		5.7		3.7		1.1



		Note: In 2011/12, NHS Forth Valley received brokerage of £11 million, of which £1 million did not need to be repaid.

		Source: Audit Scotland
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Exhibit 4
Percentage of total savings that were non-recurring by NHS board, 2016/17 to 2017/18
The use of non-recurring savings increased significantly in 2017/18.
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Source: NHS board annual audit reports 2017 and 2018

23. Relying on one-off savings is not sustainable:

e [tis becoming more and more difficult to identify areas in which NHS
boards can make one-off savings.

e NHS boards that make high levels of one-off savings have to find more
savings in future years.

e Non-recurring savings don't address the need to change the way NHS
boards provide services.

Boards increasingly don’t know where future savings will come from

24. At the start of the 2017/18 financial year, NHS boards were unable to identify
where 28 per cent of all planned savings would come from, up from 17 per cent
the previous year, and three per cent five years ago.®



Exhibit 4

		NHS in Scotland 2018



		Exhibit 4

		Percentage of total savings that were non-recurring by NHS board, 2016/17 to 2017/18



				2016/17		2017/18

		Ayrshire & Arran		20.7%		40.9%

		Borders		53.1%		66.3%

		Dumfries & Galloway		43.0%		73.8%

		Fife		71.2%		57.8%

		Forth Valley		7.4%		28.3%

		Grampian		43.0%		33.9%

		Greater Glasgow & Clyde		32.3%		57.3%

		Highland		59.8%		71.4%

		Lanarkshire		19.8%		23.0%

		Lothian		16.2%		40.0%

		Orkney		46.7%		83.0%

		Shetland		54.5%		49.0%

		Tayside		48.6%		64.0%

		Western Isles		42.5%		30.1%

		National Waiting Times Centre		11.0%		22.6%

		NHS 24		2.0%		26.3%

		NHS Education Scotland		26.0%		75.8%

		NHS Health Scotland		9.0%		100.0%

		NHS National Services Scotland		0.0%		0.0%

		Healthcare Improvement Scotland		61.4%		68.3%

		Scottish Ambulance Service		45.0%		50.9%

		The State Hospital		86.0%		90.5%



		Source: NHS board Annual Audit Reports 2017 and 2018
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Projected future health funding increases are unlikely to be
enough to keep pace with rising costs

Cost pressures continue to intensify
25. NHS boards’ costs are of two main types:

e Fixed—these are costs that boards have limited room to change in the
short term. They make up significant parts of their budgets. The largest
area is staff costs, which accounted for £6.6 billion (54 per cent) of total
revenue spending in 2017/18. Other fixed costs include annual repayments
on hospitals funded through private finance initiative (PFI) arrangements.
These are fixed annual amounts which boards have to manage as part of
their overall budget.

e Discretionary—these are costs that boards can influence to differing
extents. Examples include:

— prescribing or temporary staffing. For example, boards can reduce the
volume of drugs dispensed, prescribe cheaper alternatives, or use less
temporary staff from agencies to reduce costs

— areas where boards can influence their costs by deciding, for example,
how they provide services in their area.

26. In 2017/18, costs continued to increase in several key areas (Exhibit 5, page 15).

Health is projected to remain the single largest area of Scottish
Government expenditure in future years

27. Health is one of the Scottish Government's six key policy priorities, alongside
social security, police, early learning and childcare, higher education, and pupil
attainment."” The share of the overall Scottish Government resource budget taken
up by these six priorities is projected to increase from 56 per cent in 2019/20 to
64 per cent in 2022/23, with overall health spending accounting for the majority of
this.”® The Scottish Government's five-year financial strategy states that all other
funding commitments will need to be met from the remainder of the budget.

Increases in health costs are likely to outstrip funding increases

28. Between 2008/09 and 2017/18, increases in health funding have averaged
0.8 per cent per year in real terms. The Scottish Government's five-year financial
strategy, published in May 2018, sets out a potential annual real terms health
funding increase of 1.1 per cent between 2018/19 and 2022/23.%°

29. At the same time, health costs are projected to increase more quickly. Scotland’s
ageing population means that more people will be living longer with multiple long-
term conditions, leading to greater costs for the NHS. Other cost pressures, such

as increases in drug spending, are also projected to intensify. The Fraser of Allander
Institute has predicted that the health resource budget is likely to have to increase by
around two per cent per year in real terms to 2030 just to stand still.Z

30. In October 2018, the Scottish Government published its Medium Term Health
and Social Care Financial Framework.2' We discuss the framework in more detail
in Part 2. The framework sets out a total projected funding increase to 2023/24
although it is not yet clear how the figures relate to those set out in the Scottish
Government's overall five-year financial strategy in May 2018.
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Exhibit 5
Cost pressures in 2017/18

Most NHS boards overspent on their pay budget and agency costs remain high

£6.6 billion was spent by NHS boards on staff in 2017/18 (54 per cent of revenue expenditure) and
=sB the majority of NHS boards overspent on their pay budget.’

eeee £165.9m ' 5% decrease 38% increase
““" Amount spent on agency in real terms on the over the past five years.’
staff in 2017/18. previous year.
.0, £100m ’ 10% decrease 40% increase
|'|“|°| Amount spent on agency in real terms on the over the past five years.?
medical locums in 2017/18. previous year.
® £152m ‘ 5% increase 21% increase
‘ Amount spent on bank nurses in real terms on the over the past five years.*
in 2017/18. previous year.

Backlog maintenance has increased

£448.9m £417.2m

Amount NHS boards spent The amount funded by the Scottish Government.

on capital projects in 2017/18. The rest was funded by selling assets such as land and
buildings, and donations.

J 72% * increase from 70% in 2016/17.
7
T

2% NHS estate rated in good The figures vary widely across territorial boards, from 25% of

physical condition in 2017/18. the estate rated good in NHS Orkney to 98% in NHS Borders.
£899m * increase from £887m in 2016/17.

f@m Total maintenance backlog in 45% of all backlog maintenance is classed as significant or
2017/18. high risk, a 2% reduction since 2016/17. The figures vary

widely across territorial boards, from 12% of all backlog
maintenance rated significant or high risk in NHS Western
Isles, to 74% in NHS Tayside. Over half, 56%, of all backlog
maintenance was accounted for by three boards, NHS
Greater Glasgow and Clyde, Grampian, and Tayside.

Spending on drugs continues to rise

£1.7bn 1.5% increase 19.4% increase

0 Amount spent on drugs in in real terms from over the past five years.
2016/17. 2015/16.
£1.3bn 2.2% increase 0.7% decrease
spend in community. in real terms spending on in real terms spending on

drugs in the community drugs in hospitals.”

£0.4bn

N 0.4b between 2015/16 and

in hospitals.
spend in hospitals 2016/17.

Cont.

b


http://www.audit-scotland.gov.uk/nhs-in-scotland-2018 
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Exhibit 5 (continued)

Spending on drugs continues to rise (continued)

103 million items. Number 0.1% decrease
v of items dispensed in the Volume of drugs dispensed in the community between
community. 2016/17 and 2017/18.°

Clinical negligence costs continued to increase

£643m

£ Amount set aside to manage *

9% increase
in real terms since 2016/17.7

potential future clinical
negligence payments in
2017/18.

Notes:

1. Financial Performance Returns, Scottish Government. NHS Consolidated Accounts, Scottish Government, July 2018.

2. NHS Consolidated Accounts, Scottish Government, July 2018.

3. NHS Scotland Workforce, ISD Scotland, June 2018.

4. Bank and agency nursing and midwifery comparison (capacity), ISD Scotland, June 2018.

5. R600 pharmacy drugs expenditure, ISD Scotland cost book data, November 2017. 2016/17 is the latest cost book data available.
6. Volume and Cost (NHS Scotland), ISD Scotland, July 2018. This only includes items dispensed in the community.

7. NHS Consolidated Accounts, Scottish Government, July 2018.

Source: Audit Scotland

The NHS estate will need more investment than is likely to be available in
future years

31. The NHS capital budget fluctuates over time. In recent years, new hospitals
have been built in Dumfries, Edinburgh, and Glasgow. In general, however,

the budget has been declining over the past ten years. Backlog maintenance
remains significant across the whole estate at £899 million in 2017/18 and a
number of hospitals and other health facilities will require significant investment to
ensure they remain fit for purpose. Capital funding will also be required for other
purposes, such as replacing significant amounts of medical equipment in the
short to medium term.

32. The Scottish Government's five-year financial strategy projects the overall
capital budget to remain relatively static between 2018/19 and 2022/23.2 There is
no breakdown by policy area but health will be competing with other policy areas
for capital funding.

33. As the way healthcare is delivered changes, the existing NHS estate will
need to adapt to reflect this. The Scottish Government has not planned what
investment will be needed.

The number of patients on waiting lists continues to rise and
performance against targets is declining

34. The number of people waiting for first outpatient and inpatient appointments
continued to increase in the past year while elective and emergency admissions
declined. Exhibit 6 (page 17) shows trends across indicators of demand and
activity for acute services.
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Exhibit 6

Indicators of demand and activity for acute services in 2017/18
Demand for secondary care services
305,754 patients waiting for first outpatient appointment in March 2018

increase since 2017

increase since 2014 @ _ 26.9%

72,837 patients waiting for first inpatient appointment in March 2018

increase since 2017

increase since 2014 I 349
Activity
149,424 elective admissions in 2017/18

9.7 I I- fall since 2016/17

-18.9" G fall since 2013/14
593,531 emergency admissions in 2017/18
increase since 2016/17 10.9%
increase since 2013/14 5.3

1,418,667 new outpatient apppointments in 2017/18

-45” 1N fall since 2016/17
47°H D  isince201314

2,814,883 return outpatient apppointments in 2017/18

-6.7 N _ fallsince 201617
91" & isince 201314

1,434,118 procedures in 2017/18
5.1l °~_ fall since 2016/17
-0.8" 1 fall since 2013/14
453,731 daycase patients in 2017/18

2.6l fall since 2016/17
increase since 2013/14 10.8*

6.2 days average length of hospital stay in 2017/18

-1.6"H .\% fall since 2016/17
-3.17Il fall since 2013/14

Source: Annual Acute Hospital Activity and Hospital Beds - Year ending March 2018, ISD Scotland, 25 September 2018; New
Outpatient Appointment: Waiting Times for Patients waiting at Month end, Census date at 31 March 2018, August 2018;
Inpatient or day case admission: waiting times for patients seen, Quarter ending March 2018; ISD Scotland, September 2018.

t



http://www.audit-scotland.gov.uk/nhs-in-scotland-2018 
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Trends in demand and activity need to be better understood

35. The Scottish Government and NHS need to better understand these patterns
of demand and activity. For example, the overall number of people waiting for
their first outpatient appointment continued to increase in 2017/18, but the
number of new and return outpatient appointments NHS boards carried out
declined over the same period.?# It is not possible from national published data
to tell whether the increase in the number of people waiting is:

e an actual rise in demand

e being caused by reductions in capacity, with boards seeing fewer patients
than previously

e 3 combination of both these factors.

Similarly, the number of elective admissions declined by 9.7 per cent between
2016/17 and 2017/18.% It is difficult to tell if this is due to reduced demand or
because NHS boards lack the capacity to undertake as many procedures. There
is also wide variation across NHS boards.

36. Changes in demand and activity can be caused by a variety of factors. These
include public expectations, levels of referrals from GPs and other healthcare
professionals, availability of staffing, and winter pressures such as flu and
adverse weather. It is important that NHS boards and integration authorities fully
understand the reasons behind changes in demand and activity to plan services
effectively both in the short term and in the longer term.

37. There continues to be a lack of public data on important areas of the healthcare
system. The focus remains on acute hospitals and there is limited public data on
primary care, for example the number of people seeking GP consultations, and the
reasons for referrals on to secondary care. This makes it difficult to assess overall
demand or better understand changes in demand and plan how to meet it.

Declining performance against national standards indicates the stress
NHS boards are under

38. The NHS met only one of eight key national performance targets in 2017/18,
for 90 per cent of patients referred for drug and alcohol treatment to receive
treatment within 21 days (Exhibit 7, page 19). Nationally, the target of 95 per

cent of patients starting cancer treatment within 31 days was missed by one and a
half percentage points. No boards met all eight targets. NHS Western Isles met six
indicators, while NHS Lothian did not meet any targets. NHS Grampian, Greater
Glasgow and Clyde, Highland, and Tayside each met one target. Appendix 3
shows performance against the national standards by NHS board.

39. Performance declined against all eight key national targets between 2016/17
and 2017/18. The greatest reduction was in performance against Children and
Adolescent Mental Health Services’ (CAMHS) patients seen within 18 weeks,
where performance dropped by 12.4 percentage points, from 83.6 per cent in
2016/17 to 71.2 per cent in 2017/18. We published our report (+) examining
CAMHS in Scotland in September 2018.


http://www.audit-scotland.gov.uk/uploads/docs/report/2018/nr_180913_mental_health.pdf
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Exhibit 7

NHS Scotland performance against key national performance standards 2016/17 to 2017/18
NHS Scotland met one key performance standard in 2017/18.
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12 weeks
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Notes:

1. CAMHS is Children and Adolescent Mental Health Services.

2. Figures are for month/quarter/census point ended March 2018 (Appendix 3).

Source: See Appendix 3 for sources
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40. The number of people waiting over 12 weeks for their first outpatient
appointment or planned inpatient procedure continued to increase in 2017/18:

e In the final quarter of 2017/18, 93,107 people waited more than 12 weeks
for their first outpatient appointment, an increase of six per cent on the
previous year. The number of people who waited more than 12 weeks has
increased by 215 per cent in the last five years. People waiting more than
16 weeks increased by 13 per cent between 2016/17 and 2017/18, and by

558 per cent over the last five years.

e People waiting more than 12 weeks for an inpatient or day case procedure
increased by 26 per cent between 2016/17 and 2017/18 to 16,772 people,
and by 544 per cent over the last five years.?

41. NHS boards are working with the Scottish Government to implement a range of
initiatives aimed at improving access and waiting times, such as the Scottish Access
Collaborative. This was set up by the Scottish Government in October 2017 to
improve waiting times for patients waiting for non-emergency procedures. However,
2017/18 annual audit reports of NHS boards indicated that financial pressures will
continue to have a detrimental impact on performance. NHS boards need to balance
quality of care, performance targets, and financial targets. A continuing focus on
meeting targets in the acute sector makes it harder to achieve the longer-term aim
of moving more funding and services into the community.


http://www.audit-scotland.gov.uk/nhs-in-scotland-2018 
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		Exhibit 7

		NHS Scotland performance against key national performance standards 2016/17 to 2017/18



				2016/17 Q4		2017/18 Q4

				Per cent meeting standard		Per cent meeting standard		Target

		18 weeks referral to treatment time		83.2		81.2		90

		A&E attendees seen within 4 hours		93.8		87.9		95

		CAMHs patients seen within 18 weeks		83.6		71.2		90

		Day case or inpatients who waited less than 12 weeks for treatment		82.2		75.9		100

		Drug and alcohol patients seen within 3 weeks		94.9		93.5		90

		Outpatients waiting less than 12 weeks following first referral		80.7		75.1		95

		Patients starting cancer treatment within 31 days (decision to treatment)		94.9		93.5		95

		Patients starting cancer treatment within 62 days (referral to treatment)		88.1		85.0		95



		Sources:

		Child and Adolescent Mental Health Services: Waiting Times, Workforce and Service Demand (quarter ending 31 March 2018), ISD Scotland, June 2018

		National Drug and Alcohol Treatment Waiting Times Report - January - March 2018, ISD Scotland, June 2018

		18 weeks referral to treatment (RTT), Month ending March 2018; ISD Scotland, June 2018

		New Outpatient Appointment: Waiting Times for Patients waiting at Month end, Census date at 31 March 2018, June 2018

		Inpatient or day case admission: waiting times for patients seen, Quarter ending March 2018; ISD Scotland, June 2018

		Accident and Emergency: attendances and time in department by NHS board and month, Month ending March 2018; ISD Scotland, June 2018

		Performance against the 62 day standard from receipt of an urgent referral with suspicion of cancer to first treatment by NHS board, Quarter to March 2018; ISD Scotland, June 2018

		Performance against the 31 day standard from date decision to treat to first cancer treatment by NHS board, Quarter to March 2018, ISD Scotland, June 2018.
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The NHS is managing to maintain the overall quality of care, but it is
coming under increasing pressure

42. The Scottish Government has three Quality Ambitions for the NHS in
Scotland—that the NHS is safe, person-centred, and effective. It does not
comprehensively assess and report on these ambitions. Healthcare Improvement
Scotland (HIS) is currently rolling out a new Quality of Care approach which
involves a more comprehensive assessment of quality.?’

43. Analysis of a range of measures indicates there are positive examples, including:

e Ninety per cent of patients responding to the 2018 inpatient survey rated
their care and treatment as good or excellent, similar to the 2016 survey.
Ninety-one per cent of people were positive about their experience of
hospital staff, a slight increase since 2016.%

e some patient safety indicators improved: the hospital standardised
mortality rate decreased by 9.2 per cent between 2013/14 and 2017/18,
and C-Diff Infection rate decreased by 0.1 to 0.27 infections per 1,000
occupied bed days between 2016/17 and 2017/18.2%*

44. \We reported last year that the wide range of pressures facing the NHS may
be beginning to affect the quality of care staff are able to provide. This concern
remains in 2017/18. For example:

¢ the percentage of patients rating the quality of care provided by their GP
practice as positive has declined from 90 per cent in 2009/10 to 83 per
cent in 2017/18. Only 58 per cent of respondents who received treatment
in the last 12 months felt they were given the opportunity to involve the
people that mattered to them.'

e SAB infections, including MRSA, remained relatively static between 2017
and 2018 but remain above the national standard.*

e there have been specific concerns about some services. For example, a 2017
HIS inspection of adult health and social care services in Edinburgh rated a
majority of quality indicators as weak or unsatisfactory; and an independent
inquiry into mental health services in NHS Tayside is under way.****

45. A key indicator of the quality of care is the extent of serious adverse events
happening in hospitals and other healthcare settings. As part of its review of NHS
governance in 2017/18, the Scottish Parliament’s Health and Sport Committee
identified that there was no common definition of a serious adverse event and
that there is no national reporting of the frequency of, and learning from, these
events. The Committee recommended that a standard definition and national
reporting be developed.® HIS published a revised national framework in July 2018
to improve consistency in this area.*®

The NHS workforce is crucial to the future of the NHS but faces
significant challenges

46. The NHS depends on having the appropriate number of staff, in the right
place, with the appropriate skills. Overall staff levels in the NHS in Scotland are at
their highest level ever, with 139,918 whole-time equivalent (WTE) staff employed
as at March 2018. This is a 0.3 per cent increase on the previous year. But NHS
boards continue to face major workforce challenges (Exhibit 8, page 22).
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Withdrawing from the European Union will create additional challenges

47. EU withdrawal has the potential to significantly affect the NHS. It has been
difficult to assess the scale of the risk, particularly in terms of workforce as data on
the nationality of employees is not routinely collected, and there is still significant
uncertainty about what form EU withdrawal will take. Some figures are available:

¢ General Medical Council data shows that 5.9 per cent (1,177 people) of
doctors working in Scotland obtained their primary medical qualification in a
non-UK European Economic Area (EEA) country.”’

e The Scottish Government has estimated that there are 17,000 non-UK EU
nationals working in health and social care in Scotland (4.4 per cent of the
total health and social care workforce).®

NHS boards are working with the Scottish Government to identify how many of
their current workforce are non-UK EU citizens.

48. The NHS is already experiencing an impact on recruitment:

e A 2018 British Medical Association (BMA) survey of members across the
UK found that 57 per cent of respondents reported a decline in applications
for positions in their departments from non-UK nationals since the 2016
vote to leave the European Union.*

¢ The Nursing and Midwifery Council reported that during 2017/18, there
was an 87 per cent decrease in the number of nurses and midwives from
non-UK EEA registering to work in the UK compared to the previous year.*

e |n addition, if there is a loss of mutual recognition of professional
qualifications between the EU and the UK, it will be more difficult for
qualified staff from the EU to work in Scotland.

49. Changes to rules and regulations may also have a significant effect on the
NHS. For example, medicine and medical equipment may be more expensive
and it may take longer to access essential medical supplies. This includes
imported products with limited lifespans, such as radioisotopes that are used
to treat cancer. Increases in the price of food due to trade tariffs or additional
custom checks will also have an impact on the NHS. Our briefing Withdrawal
from the European Union: Key audit issues for the Scottish public sector
sets out key questions that all public bodies should be asking themselves in the
five months to EU withdrawal.


http://www.audit-scotland.gov.uk/uploads/docs/report/2018/paper_181011_eu_withdrawal.pdf
http://www.audit-scotland.gov.uk/uploads/docs/report/2018/paper_181011_eu_withdrawal.pdf
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Exhibit 8

Workforce pressures in the NHS

Vacancy rates
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Note: The 2017 staff survey included some social care staff, who made up a small proportion of the overall total.

Sources: Audit Scotland using ISD Scotland workforce data, June 2018 and Health and social care staff report 2017, Scottish
Government, March 2018. Primary Care Workforce Survey Scotland 2077, Scottish Government, March 2018
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Part 2

What needs to change?

rlﬁ)/l ~o° %

Key messages

1

Changing how healthcare services are accessed and delivered is a
long-term, complex undertaking. Successfully achieving it will bring
real benefits to patients, NHS staff, and the wider public. A number of
key elements are critical to success, including clarity about the scale of
the challenge, effective leadership, involving stakeholders in planning
and decisions, and clear governance.

Leaders play a crucial role in developing and delivering change. There
is evidence that the NHS is struggling to recruit and retain the right
people, and ensure they have the time and support they need.

The healthcare system needs to become more open. People need to
be able to take part in an honest debate about the future of the NHS.

There is a lack of information on: an urgent
¢ how the NHS is performing and the difference it is making to focus on the
people’s lives elements
e how health funding is used and the impact it has on people Crltlcal to
SUCCEeSS IS

e how much health funding is likely to be required, and available, over d d
the medium to longer term neede

e the progress being made towards achieving the Scottish
Government’s 2020 Vision.

The overall governance of the NHS needs to be clarified for NHS staff
as well as the public. Roles and responsibilities for each planning level
need to be explicit and lines of accountability well defined. NHS boards
need better support to govern and challenge effectively.

50. There are many reasons why the way in which health services are accessed
and delivered in Scotland needs to change. The significant financial, workforce,
and demographic pressures facing the NHS, as set out in Part 1, are undoubtedly
key drivers, but there are also many positive reasons for change. The Scottish
Government’s vision for healthcare sets out multiple benefits:

e the Scottish public will benefit from services that are more joined up,
tailored, and delivered closer to home. For more complex care needed at
hospitals, there will be quicker access and shorter stays
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e healthcare staff will have more time to provide high-quality, personalised care

e the wider public sector will benefit from a population that is healthier and
takes more responsibility for their own health

e as a result of all of the above, the healthcare system should also become more
efficient by reducing the costs of delivering services and improving processes.

51. Achieving these benefits, however, is incredibly challenging. These changes
need to happen at the same time, while also continuing to deliver high-quality
services on a day-to-day basis. It involves:

e significant organisational and cultural change
e developing and then introducing new ways of working
® designing, delivering, and using new digital technology.

52. It is therefore essential that all the elements needed for successful change
are in place. This chapter focuses on the key elements that need addressed if the
Scottish Government is to achieve its 2020 Vision.

A clear understanding is needed of the scale of the challenges
facing the NHS and the options for addressing them

53. Transforming how health services are delivered and achieving the Scottish
Government's vision of delivering more care in the community are long-term
projects. They require planning over the short, medium and longer term. An
essential part of this is to understand:

e how much funding is likely to be required in the medium to long term
e what funding is likely to be available over the same period.

Where there is a mismatch between what is available and what is required, then
options can be developed involving NHS staff, the public and politicians.

54. In October 2018, the Scottish Government published its Medium Term Health

and Social Care Financial Framework ('the framework’). This is an important step in
enabling an open debate about the scale of the financial challenges ahead and the

potential options for dealing with the impact this will have on delivering services.

55. The framework covers the period 2016/17 to 2023/24 and has four main sections:

e health and social care expenditure—setting out current expenditure and
historical expenditure trends in health and social care, and historical activity
growth and trends in productivity

e future demand for health and social care—including drivers of demand
growth and an estimate of the future increases in health spending required

e future shape of health and social care expenditure—setting out how shares
of health funding will be re-distributed across different parts of the system
in future years
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e reforming health and social care—identifies five specific areas of activity
(shifting the balance of care, regional working, public health and prevention,
Once for Scotland, and annual savings plans) that will contribute to the
reform of health and social care delivery.

56. The financial framework focuses on ‘frontline’” NHS board expenditure,
comprising the 14 territorial NHS boards and four of the national boards (NHS 24,
Golden Jubilee Hospital, State Hospital and the Scottish Ambulance Service), and
local government net expenditure on social care. The framework sets out a ‘do
nothing’ position. This takes into account estimated expenditure growth caused
by factors such as demand and pay and prices and sets out that health and social
care resource expenditure in 2023/24 would need to be £20.6 billion. This is more
than the projected resource funding availability of £18.8 billion over the same

time period. The framework sets out the three main ways in which the Scottish
Government plans to bridge the gap:

e efficiency savings—a one per cent efficiency requirement across health and
social care

e savings arising from shifting the balance of care—this includes A&E,
inpatients and outpatients

e additional savings—from regional working, public health prevention, and
back office efficiencies.

A remaining gap of £159 million is identified which is expected to be addressed
over the period to 2023/24.

57. The projected funding figures set out in the framework are based on the
Scottish Government receiving additional funding from the UK Government of
£3.3 billion due to increased funding for the NHS in England (known as Barnett
resource consequentials). It is not yet known how the UK Government plans to
fund increases in English health expenditure and the options chosen may affect
the amount available to the Scottish Government.

58. Alongside the publication of the health and social care financial framework,
the Cabinet Secretary announced recently that NHS territorial boards will no
longer be required to break even at the end of each financial year. Instead, they
will be required to break even every three years. This should provide NHS boards
and integration authorities with greater flexibility in planning and investing over
the medium to longer term to achieve the aim of delivering more community-
based care. It also makes it even more important that NHS boards plan their
finances over a medium to longer-term period. Traditionally, NHS boards have
taken a short-term approach to financial planning with most of their financial plans
covering three years or less. This continued to be the case in 2017/18. The main
reasons given by NHS boards for this are the current uncertainties around the
implications of regional planning and the national health financial framework. The
Scottish Parliament’s Health and Sport Committee reported in 2018 that it ‘did
not accept an inability to undertake longer-term financial planning exists".*

59. As we showed in Part 1, the NHS estate is likely to require more investment
than is likely to be available. This makes it more urgent to identify how the type,
location, and size of healthcare facilities need to change as more services are
delivered in the community. We recommended in our NHS in Scotland 2017


http://www.audit-scotland.gov.uk/uploads/docs/report/2017/nr_171026_nhs_overview.pdf
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report that the Scottish Government, in partnership with NHS boards and integration
authorities, should develop a capital investment strategy to ensure the NHS
Scotland estate is appropriate for delivering more regional and community-based
services.* This will help the Scottish Government and NHS boards engage and
involve the public in agreeing how the NHS estate will develop. The Scottish
Government is developing a national health capital investment plan, scheduled for
completion by the end of the financial year 2018/19.

There is a need to ensure effective leadership is in place with the
time and support to deliver change

60. Effective leadership is critical to achieving successful change. Leaders need to
drive change and improvement, involve staff and the public in developing a common
vision and work with partners to deliver it. But they also require a skilled and
cohesive team to support them and strong sponsorship from the top. Health and
social care integration has changed the context in which NHS boards operate and
has also increased the number of effective leaders required across Scotland.

61. The Scottish Government has recently developed a new approach

to leadership and succession planning. This includes developing a talent
management scheme to identify future leaders and introducing values-based
recruitment to ensure new appointments share the values of the organisation, in
addition to skills and experience.

62. There are indications that finding effective leaders and support teams is
becoming more difficult:

e The NHS Greater Glasgow and Clyde chief executive position required two
recruitment rounds to fill.

e The Scottish Borders Integration Joint Board chief finance officer role was
vacant from October 2017 until recently. This has now been filled through a
one-year secondment from NHS Lothian.

e The chief executive position in NHS Orkney has been an interim
appointment since January 2018 and a recruitment exercise has only
recently taken place.

e NHS Highland has experienced significant turnover in non-executive
members, with six new members in 2017/18. This has led to challenges in
ensuring members have the skills, experience and training required to fulfil
their role.

e There is an increasing number of joint posts across NHS boards. For example:
— The chief executive and director of finance in NHS Grampian are now
also the chief executive and director of finance in NHS Tayside

— The director of finance for the Golden Jubilee National Hospital is also
the interim director of finance for the Scottish Ambulance Service.

e |ncreasing regional planning has created additional responsibilities for senior
leadership teams.

e Key support functions such as finance and human resources are also
experiencing vacancies in many boards. Twelve boards reported vacancies
in their finance team and 11 boards reported vacancies in their HR team.
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e The NHS workforce is ageing, and chief executive positions at NHS
Grampian, Highland, and Tayside will become vacant due to retirement. The
chief executive at NHS Borders is also due to retire at the end of April 2019.

e Only 62 per cent of respondents to the 2017 national health and social care staff
survey felt that the senior managers responsible for the wider organisation were
sufficiently visible. 64 per cent of respondents had confidence and trust in the
senior managers responsible for their wider organisation.*®

63. NHS board chief executives and senior teams are responsible for the delivery
of critical day-to-day services as well as leading the changes to how services are
accessed and delivered in their boards. This places significant demands on senior
leadership teams. To successfully plan and deliver the whole-scale changes that
are required takes time and capacity.

NHS governance arrangements are confusing and non-executive
directors need more support

The overall governance of the NHS needs to be clarified

64. The arrangements for NHS planning are complex. There are now multiple
planning levels from small localities through to national planning (Exhibit 2 in our
report NHS in Scotland 2017 (+) describes these). Last year we said that it was
not yet clear how planning at each of the different levels would work together in
practice. This remains the case:

e [ines of accountability for health and social care integration are still not
universally clear. Auditors highlighted issues in some areas in 2017/18
relating to the need for greater clarity to avoid duplicating governance
arrangements, managing overspends in integration authorities, and
ownership of performance management.

e Regional plans have not yet been published so it is not clear how roles and
responsibilities between NHS boards will work within the regions or where
accountability and decision making will lie for service planning, delivery, and
performance.

e There is no public information on the progress of national planning
initiatives, such as Once for Scotland (delivering services and functions
more efficiently at a national level).

e [tis not clear to what extent the public, staff, and NHS boards have been
involved in some decisions to change how services are accessed and
delivered. For example, the Scottish Government has decided to develop
regional elective centres across Scotland to carry out procedures such as
knee and hip replacements. This will change how people access services,
but the decision was taken before regional plans were developed.

65. As new planning layers have been created, none have been removed. This
multiplicity of levels and lack of clarity over their roles means NHS governance
is confusing. If the different planning levels are to work together effectively and
the public is to easily understand what each part of the system is intended to

do, governance arrangements must be clear and robust. This means that roles
and responsibilities are explicit, and lines of accountability are well defined. For
example, the roles and responsibilities of NHS boards have changed with the


http://www.audit-scotland.gov.uk/uploads/docs/report/2017/nr_171026_nhs_overview.pdf#page=10
http://www.audit-scotland.gov.uk/uploads/docs/report/2017/nr_171026_nhs_overview.pdf#page=10
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introduction of Integration Authorities and will continue to change as regional and
national planning develops further. It is important to ensure that the roles and
responsibilities of NHS boards in this new context are clear.

66. The Scottish Government, working with NHS boards and integration
authorities, should clearly set out the key decisions that need to be made in
planning how to deliver services and why. This would help ensure:

e decisions are made at the right level, are coherent and fit with existing
policies and plans

e there is clear accountability for delivering outcomes
e NHS staff and the public have the opportunity to make their voice heard.

67. To ensure the multiple planning levels can operate effectively, it is also
essential that lines of accountability and levels of scrutiny within the Scottish
Government’s Health and Social Care Directorate are clear and robust. There

is scope to improve these. The directorate is led by the Director General of
Health and Social Care, who is also the Chief Executive of NHS Scotland. The
Chief Executive is responsible for the day-to-day performance of the NHS and
for implementing Scottish Government health policies. The Director General is
responsible for holding the NHS to account for its performance and how well it
has implemented Scottish Government policies. The Director General is also the
chair of the directorate’s Assurance Board which holds the directorate to account
for its performance. The challenges facing the health and care system make this
dual role ever harder.

68. There is also scope to increase independent scrutiny of the directorate. In

the Auditor General for Scotland’s report The 2017/18 audit of the Scottish
Government Consolidated Accounts (+), the Auditor General highlighted

the important role of non-executive directors in ensuring effective scrutiny and
challenge within the Scottish Government.** The report found that, across the
Scottish Government, scrutiny and challenge was not as effective as it needed to
be. Within the Health and Social Care Directorate, only one non-executive director
provided independent challenge in 2017/18 as a member of the directorate’s
Assurance Board.

Boards need better support to challenge and govern effectively

69. Each NHS board is responsible for ensuring that health services are delivered
safely, efficiently and effectively, and to give the public confidence in the NHS.
There is evidence that not all boards are operating effectively. Our forthcoming
report, Health and Social Care Integration: Update on progress, will examine the
effectiveness of governance arrangements in integration authorities.

70. Boards are made up of executive members, including the chief executive
and other senior managers, and non-executive members. These include staff
representatives and members of the public appointed through a competitive
recruitment process. The board is responsible for:

e ensuring the organisation delivers its functions in accordance with the
Scottish ministers’ policies

e the strategic and financial leadership of the organisation


http://www.audit-scotland.gov.uk/uploads/docs/report/2018/s22_180927_scottish_gov.pdf
http://www.audit-scotland.gov.uk/uploads/docs/report/2018/s22_180927_scottish_gov.pdf
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¢ holding the chief executive and senior management to account.

71. Board members need to have an appropriate level of knowledge, skills, and
expertise to do their role effectively. But there is no consistent approach across
the NHS to ensuring this. For example:

e Skills gap analysis—not all NHS boards have identified the range of
skills and expertise among board members and areas where training or
additional expertise may be needed.

e New member induction—in a 2018 survey of board members by the
Scottish Parliament’s Health and Sport Committee, only 61 per cent of
respondents agreed there is adequate induction for board members.*

e Training and development—most NHS boards have training and development
programmes for board members, but these are often ad-hoc. Less than half
(48 per cent) of board members surveyed by the Scottish Parliament’s Health
and Sport Committee agreed there was adequate training.*®

e Performance assessment—not all NHS boards do one-to-one annual appraisals.
If these do take place, it is not always clear how formal these are, for example,
if it is an informal discussion or a structured appraisal. There is no standard
approach across the NHS to assessing the performance of board members.

72. The majority (63 per cent) of board members surveyed by the Scottish
Parliament’s Health and Sport Committee in 2018 thought their board had the
right skills, knowledge and expertise. However, a third thought their board only
partly had the right skills, knowledge and expertise.”” NHS boards are complex
organisations in a continually changing environment and without appropriate
support, boards cannot fulfil their role effectively.

Scrutiny arrangements need to be improved across the NHS
73. Through our audit work we have identified areas for improvement:

e Financial and performance reporting—there are examples of financial
reporting to boards that was too lengthy or not easily understandable, or too
high-level and did not provide enough information for board members to be
able to scrutinise. Performance reporting did not always provide appropriate
detail on the reasons for performance or planned actions to improve targets.

e Accessibility and transparency—the language used in reports can often
contain acronyms and technical information that is not explained and can
be difficult for lay people to fully understand. Agenda items are often
for noting with no discussion required and board minutes do not always
provide a clear picture of the level of scrutiny that took place in meetings.
Board papers are not always easy to find on board websites.

74. The majority of board members who responded to the 2018 survey (87 per
cent), felt that members of their board always or mostly challenged advice,
opinions and information presented. However, 13 per cent disagreed. Almost

one in five (17 per cent), reported that their board only sometimes or hardly ever
sufficiently holds the chief executive and senior management team to account for
the operational management of the organisation and the delivery of agreed plans
to time and budget.*®
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75. The Scottish Government is carrying out a range of work aimed at
strengthening governance arrangements in NHS boards. This includes piloting a
standardised review of corporate governance. Case study 1 sets out the scope
and key findings from the pilot in NHS Highland.

Case study 1 EI

Scottish Government corporate governance review of
NHS Highland

A review team was set up which included the chair of NHS Greater Glasgow
and Clyde and a non-executive director from Healthcare Improvement
Scotland. The team developed a framework for assessing governance
based on sources of evidence that included codes of conduct from other
bodies, academic literature, and lessons learned from successes and failures
from across the UK public sector. The review included desk research, face
to face interviews with current and previous, board members and other
stakeholders, and observation of board meetings.

The review made a number of recommendations to the board, including the
need to:

e develop a clear strategic plan for the board, and a planning cycle
* make sure appropriate reporting methods are in place

* agree shared expectations of the roles and responsibilities of
board members and clarify the relationship between the board and
the Executive Team. Develop an induction programme and map
existing board member skills against the future requirements

* develop a governance map, setting out remits of committees and
how they relate to one another. Develop guidance on writing board
papers, including protocol for ensuring confidentiality and making
sure papers are circulated five days ahead of meetings. Minutes
should include an action plan

* make sure there is a shared understanding of best practice in
assessing and managing risk, and the operation of the finance and
audit committees. The chair and chief executive should attend the
Audit Committee and there should be an external review of the
existing internal audit services

e develop an engagement strategy, including clearly defining the
roles and responsibilities of board members in supporting this

* consider external support to help resolve recent issues. Develop
protocols for board members to raise concerns. Reconsider having
board members sitting on operational groups.

Source: Audit Scotland using Corporate Governance in NHS Highland report, Scottish
Government, May 2018
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The Scottish Government and the NHS need to become more open

76. If efforts to transform the NHS are to be successful there must be a shared
understanding of why change is needed. There must also be broad agreement
between the public, politicians, NHS staff, NHS boards, integration authorities,
and the Scottish Government about:

e the scale of the challenge
e the options for what needs to happen
® how changes will be implemented.

There is currently no common agreement on these areas. If health and care
services are to change to meet the needs of Scotland’s people, then the NHS
and the Scottish Government must become more open. People need access to
information if they are to have an honest debate about the future of the NHS and
get involved in designing services to meet their needs.

77. In our report, NHS in Scotland 2017 (+), we stated that ‘open and regular
involvement with local communities about the NHS is needed to develop options
for delivering services differently.”*® People are closely invested in their local
health services, and there continue to be many examples of public and political
opposition to attempts by NHS boards to change how services are delivered.
This suggests that local communities are still not being involved appropriately in
planning changes to services.

There is still no overall picture of how the NHS is performing and the
difference the NHS is making to people’s lives

78. In previous years we have commented that existing national NHS
performance measures do not measure the quality of care across the whole
healthcare system, focusing mainly on access to the acute sector. It is important
that wider performance measures are developed to provide a clear picture of how
the system as a whole is working.

79. The Scottish Government commissioned an independent review of
targets and indicators in health and social care in Scotland. This reported in
November 2017 and recommended that the Scottish Government move to a
system of indicators and targets which allow improvements across a whole
system of care to be tracked.®® The Scottish Government has not yet made
progress on the recommendations.

80. The availability of public information on performance has improved with the
introduction of the NHS Performs website, which shows information on indicators
such as A&E performance and hospital deaths, at hospital, NHS board, and national-
level.>' However, the range of data is limited and focuses on the acute sector. Another
positive development is the uptake in the use of Care Opinion, an independent
website which allows patients and the public to publicly share their stories and
experiences of health services across Scotland. All NHS boards in Scotland are now
using Care Opinion and NHS staff are able to view stories and respond.


http://www.audit-scotland.gov.uk/uploads/docs/report/2017/nr_171026_nhs_overview.pdf
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Better information is needed on how the NHS uses funding to support change
81. Health funding in Scotland is the single largest area of Scottish Government
expenditure. The Scottish public need to know what this funding is being used for
and what it is achieving.

82. There is no easy-to-understand, summarised public information available

on health funding and what it is spent on. There is information on parts of the
system, but they do not provide a comprehensive picture or provide information
that is easy to access.

83. There is also no public information on how the health funding system works,
for example:

e How much funding, and the type of funding, the Scottish Government
allocates to NHS boards throughout the year, and how NHS boards then
allocate this to integration authorities.

e \What the Scottish Government expects NHS boards to spend funding on
and how NHS boards prioritise expenditure.

e How the Scottish Government monitors how NHS boards use funding and
whether they are achieving the outcomes the Scottish Government wants.

84. Since June 2018, the Scottish Parliament has received a monthly update on
boards’ financial position. This includes their year-to-date position against budget
and the expected outturn at year-end.?? The reports also indicate which NHS
boards may require brokerage to break even at the financial year-end. This is a
helpful step forward in providing information that the public and MSPs can use
to scrutinise financial performance. There is, however, room for improvement to
make the information more helpful. For example, in the June 2018 report, eight
NHS boards were projecting that they would not break even at year-end, but only
four boards indicated that they might require brokerage.® It is not clear from the
information presented why the remaining four boards do not expect to require
brokerage or why the boards indicating they may need brokerage do not expect
to identify additional savings.

The Scottish Government is making progress with the Health and Social
Care Delivery Plan but public reporting is needed

85. The Health and Social Care Delivery Plan sets out an ambitious set of actions
to achieve the 2020 Vision. A number of key actions have been achieved, including
putting in place a new national GP contract in April 2018 and publishing national
public health priorities in June 2018. Work is also under way across a range of
other areas, including increasing paramedic and health visitor numbers, developing
new elective centres, and establishing a new national public health body.

86. Significant progress still needs to be made, however, to achieve the 2020
Vision. In a number of areas, including those where actions have been achieved,
implementation and embedding is likely to take a number of years and progress
is often dependent on other actions being achieved. For example, the success
of the new GP contract is dependent on resolving issues such as premises
costs and increasing the number of GPs and others, such as pharmacists and
paramedics, to develop multidisciplinary teams. Progress has also been slower
than planned in some areas; for example the publication of the national public
health priorities were over a year later than the target date. This is partly due to
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the complexity and scale of the changes. Successfully achieving the actions in
the Delivery Plan will require staff, public, and political buy-in and involvement.

Detailed workforce planning is overdue

87. All three parts of the Health and Social Care National \Workforce plan have now
been published, with the final part on the primary care workforce published in

April 2018.2* As with part one, parts two and three largely focus on what needs to
be done to plan for the future, rather than on setting out what the medium to longer-
term workforce will look like. In our 2017 report, NHS workforce planning (+),

we recommended that there is a need to better understand future demand and to
provide a breakdown of the cost of meeting this demand.®® The National Workforce
Plan does not provide this information. \We will be undertaking an audit of primary
care workforce planning in 2018/19.

Reporting on progress towards the Scottish Government’s 2020 Vision
needs to be made public

88. Progress towards achieving the Delivery Plan is reported to the Scottish
Government’s Health and Social Care Delivery Plan Programme Board every
six weeks. This board is responsible for the strategic oversight and operational
assurance of the delivery of the Delivery Plan. There is scope to improve the
monitoring and reporting of progress:

e There is no public reporting of progress. Programme Board minutes are made
public but agendas and papers, including progress updates, are not published.

e Anintegrated performance framework covering all elements of the Delivery
Plan has not yet been developed. The Delivery Plan states that this would
be produced by early 2017. As we reported in our NHS in Scotland 2017
report, the Delivery Plan does not set out in detail how the changes described
in it will be achieved and many of the actions in it are statements of intent
rather than actions.*® It remains important that the performance framework
sets out clearly what work is being done and how progress will be measured.

¢ |n the overall progress reports provided to the Programme Board it is not
always clear whether current progress is as expected, or why expected
progress has not been made. \Where completion dates have been delayed,
these are not always clearly labelled as delayed, despite some activities
slipping by more than a year from the planned target date.

e The public and politicians cannot fully hold the Scottish Government to
account or get involved in changing how health care services are accessed
and delivered if they do not know what:

— activities are being undertaken
— progress is being made towards achieving these

— challenges are being faced in achieving the Delivery Plan actions.


http://www.audit-scotland.gov.uk/uploads/docs/report/2017/nr_170727_nhs_workforce.pdf
http://www.audit-scotland.gov.uk/uploads/docs/report/2017/nr_171026_nhs_overview.pdf
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Appendix 1

Audit methodology

This is our annual report on how the NHS in Scotland is performing. Our audit
assessed how well the NHS managed its finances and performance against
targets in 2017/18 and why immediate action is needed.

Our findings are based on evidence from sources that include:

e the audited annual accounts and auditors’ reports on the 2017/18 audits of
the 22 NHS boards

e Audit Scotland’s national performance audits

e NHS boards’ Local Delivery Plans (LDPs), which set out how boards intend
to deliver services to meet performance indicators and targets, as well as
indicative spending plans for the next three years

e Qactivity and performance data published by ISD Scotland, part of NHS
National Services Scotland

e publicly available data and information on the NHS in Scotland including
results from staff and user surveys

e interviews with senior officials in the Scottish Government and a range of
other key stakeholders.

We reviewed service performance information at a national and board level. Our aim
was to present the national picture and highlight any significant variances between
boards. We focused on a sample of key targets and standards, covering some of
the main activities of the NHS. Where we have used trend information, we have
selected a time period where information is most comparable. Information about the
financial performance of the NHS is included in Appendix 2 (page 37).
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Appendix 2

Financial performance 2017/18 by NHS
board

Core revenue Total savings made Non-recurring
outturn Annual Audit  savings in Annual distance from
(Em) Report (Em) Audit Report parity
Ayrshire and Arran 779.5 24.8 A% -1.0%
Borders 223.9 8.3 66% 1.3%
Dumfries and 3275 22.6 74% 2.8%
Galloway
Fife 683.6 225 58% -1.0%
Forth Valley 5471 24 28% -1.0%
Grampian 1,003.6 27.7 34% -0.9%
Greater Glasgow 2,349.2 122.4 57% 1.8%
and Clyde
Highland 693.2 35 71% -0.7%
Lanarkshire 1,239.4 36.1 23% -1.0%
Lothian 1,512.2 23.5 40% -0.9%
Orkney 55.6 1.3 83% 5.1%
Shetland 56.8 4.7 49% 3.0%
Tayside 820.6 46.8 64% -1.0%
Western Isles 82.1 3.5 30% 15.1%
Healthcare 28.2 2 68%
Improvement
Scotland
National Services 416.6 18.2 0%'
Scotland
National Waiting 66.2 4.5 23%
Times Centre
NHS 24 717 2.4 26%
NHS Education for 444.4 8 76%"
Scotland
NHS Health 19.4 0.3 100%
Scotland
Scottish Ambulance 235.4 8.7 51%
Service
State Hospital 32 1.8 90%

Notes: 1. These figures are from Month 13 Financial Reporting Return to the Scottish Government. 2. NRAC is the NHS
Scotland Resource Allocation Committee.
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Appendix 3

NHS performance against key LDP

standards in 2017/18

18 weeks referral to
treatment time

Measure

standard = 90%

Ayrshire and Arran 78.6
Borders 86.7
S
Fife 79.1
Forth Valley 83.4
Grampian 65.5
S
Highland 81.7
Lanarkshire 82.1
Lothian 74.6
Orkney 98.9
Shetland 81.8
Tayside 71.9
Western Isles 91.7
National total 81.2

Key  Green = Standard met
Red = Standard missed

A&E attendees
seen within
four hours

standard = 95%
90.8
89.5

90.3

94.6
83.4
941

86.7

96.0
90.0
75.4
95.9
94.4
98.0
977
87.9

CAMHs patients
seen within
18 weeks

standard = 90%
98.2
48.2

89.9

67.7
48.0
48.7

88.7

82.9
7.4
65.1
94.7
94.7
40.7
94.7
71.2

Day case or
inpatients who
waited less than

12 weeks for
treatment

standard = 100%
85.2
84.5

77.7

87.6
56.1
64.0

78.7

65.0
62.6
79.3
95.9
94.2
73.6
100.0
75.9
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Drug and alcohol
patients seen
within three weeks

Outpatients
waiting less
than 12 weeks

Patients starting
cancer treatment
within 62 days

Patients starting
cancer treatment

within 31 days

(decision to
treatment)

(referral to
treatment)

following first
referral

standard = 90%  standard = 95% standard = 95% standard = 95%

Ayrshire and Arran 98.6 85.0 87.3 974
Borders 89.3 91.7 95.7 100.0
gglﬁ‘;irv'jj and 95.6 90.4 94.9 96.6
Fife 95.9 93.6 86.2 974
Forth Valley 98.4 84.6 79.7 97.0
Grampian 91.0 63.4 76.7 87.2
Sr:gaéfyr d(;'asgow 945 745 813 92.7
Highland 86.8 80.7 81.4 93.2
Lanarkshire 99.4 84.8 96.5 99.2
Lothian 79.9 66.2 87.2 91.1
Orkney 100.0 62.5 91.7 100.0
Shetland 100.0 80.7 100.0 100.0
Tayside 87.3 70.7 86.5 92,5
Western Isles 91.7 88.9 88.9 100.0
National total 935 751 85.0 93.5
Sources:

Child and Adolescent Mental Health Services: Waiting Times, Workforce and Service Demand: Quarter ending 31 March 2018, ISD
Scotland, June 2018

National Drug and Alcohol Treatment \Waiting Times Report - January-March 2018, 1ISD Scotland, June 2018

18 weeks referral to treatment (RTT), Month ending March 2018; ISD Scotland, May 2018

New Outpatient Appointment: Waiting Times for Patients waiting at Month end, Census date at 31 March 2018, June 2018
Inpatient or day case admission: waiting times for patients seen, Quarter ending March 2018; ISD Scotland, June 2018

Accident and Emergency: attendances and time in department by NHS board and month, Month ending March 2018; ISD
Scotland, June 2018

Performance against the 62 day standard from receipt of an urgent referral with suspicion of cancer to first treatment by NHS
board, Quarter to March 2018, ISD Scotland, June 2018

Performance against the 31 day standard from date decision to treat to first cancer treatment by NHS board, Quarter to March
2018, ISD Scotland, June 2018.
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The Accounts Commission

The Accounts Commission is the public spending watchdog for local
government. We hold councils in Scotland to account and help them improve.
We operate impartially and independently of councils and of the Scottish
Government, and we meet and report in public.

We expect councils to achieve the highest standards of governance and
financial stewardship, and value for money in how they use their resources
and provide their services.

Our work includes:

* securing and acting upon the external audit of Scotland’s councils
and various joint boards and committees

» assessing the performance of councils in relation to Best Value and
community planning

* carrying out national performance audits to help councils improve
their services

* requiring councils to publish information to help the public assess
their performance.

You can find out more about the work of the Accounts Commission on
our website: www.audit-scotland.gov.uk/about-us/accounts-commission

Auditor General for Scotland

The Auditor General’s role is to:

* appoint auditors to Scotland’s central government and NHS bodies
* examine how public bodies spend public money

* help them to manage their finances to the highest standards

* check whether they achieve value for money.

The Auditor General is independent and reports to the Scottish Parliament
on the performance of:

» directorates of the Scottish Government

e government agencies, eg the Scottish Prison Service,
Historic Environment Scotland

* NHS bodies

e further education colleges

* Scottish Water

* NDPBs and others, eg Scottish Police Authority, Scottish Fire and
Rescue Service.

You can find out more about the work of the Auditor General on our website:
www.audit-scotland.gov.uk/about-us/auditor-general

Audit Scotland is a statutory body set up in April 2000 under the Public
Finance and Accountability (Scotland) Act 2000. We help the Auditor General
for Scotland and the Accounts Commission check that organisations
spending public money use it properly, efficiently and effectively.


http://www.audit-scotland.gov.uk/about-us/auditor-general
http://www.audit-scotland.gov.uk/about-us/accounts-commission
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Summary

Key messages

1 Integration Authorities (IAs) have started to introduce more
collaborative ways of delivering services and have made improvements
in several areas, including reducing unplanned hospital activity and
delays in discharging people from hospital. People at the end of their
lives are also spending more time at home or in a homely setting,
rather than in hospital. These improvements are welcome and show
that integration can work within the current legislative framework, but
IAs are operating in an extremely challenging environment and there is
much more to be done.

2 Financial planning is not integrated, long term or focused on
providing the best outcomes for people who need support. This is
a fundamental issue which will limit the ability of IAs to improve the

health and social care system. Financial pressures across health and several
care services make it difficult for IAs to achieve meaningful change. . L.
IAs were designed to control some services provided by acute 3|gn|f|ca nt

hospitals and their related budgets. This key part of the legislation has barriers must
not been enacted in most areas.

be overcome

3 Strategic planning needs to improve and several significant barriers to Speed up
must be overcome to speed up change. These include: a lack of
collaborative leadership and strategic capacity; a high turnover in 1A change

leadership teams; disagreement over governance arrangements; and
an inability or unwillingness to safely share data with staff and the
public. Local areas that are effectively tackling these issues are making
better progress.

4 Significant changes are required in the way that health and care
services are delivered. Appropriate leadership capacity must be in
place and all partners need to be signed up to, and engaged with, the
reforms. Partners also need to improve how they share learning from
successful integration approaches across Scotland. Change cannot
happen without meaningful engagement with staff, communities
and politicians. At both a national and local level, all partners need to
work together to be more honest and open about the changes that are
needed to sustain health and care services in Scotland.
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Recommendations

It is not possible for one organisation to address all the issues raised in this
report. If integration is to make a meaningful difference to the people of
Scotland, IAs, councils, NHS boards, the Scottish Government and COSLA
need to work together to address six areas outlined below.

Commitment to collaborative leadership and building relationships

The Scottish Government and COSLA should:
e ensure that there is appropriate leadership capacity in place to
support integration

® increase opportunities for joint leadership development across the
health and care system to help leaders to work more collaboratively.

Effective strategic planning for improvement

Integration Authorities, councils and NHS boards should work together to:

e ensure operational plans, including workforce, IT and organisational
change plans across the system, are clearly aligned to the strategic
priorities of the IA

e monitor and report on Best Value in line with the requirements of the
Public Bodies (Joint Working) (Scotland) Act 2014.
The Scottish Government should:

e ensure that there is a consistent commitment to integration across
government departments and in policy affecting health and social
care integration.

Integrated finances and financial planning

The Scottish Government should:
e commit to continued additional pump-priming funds to facilitate local
priorities and new ways of working which progress integration.
The Scottish Government and COSLA should:
e urgently resolve difficulties with the ‘set-aside’ aspect of the Act.
The Scottish Government, COSLA, councils, NHS boards and Integration
Authorities should work together to:

e support integrated financial management by developing a longer-
term and more integrated approach to financial planning at both a
national and local level. All partners should have greater flexibility in
planning and investing over the medium to longer term to achieve
the aim of delivering more community-based care.

Integration Authorities, councils and NHS boards should work together to:

e view their finances as a collective resource for health and social care
to provide the best possible outcomes for people who need support.



Agreed governance and accountability arrangements

The Scottish Government and COSLA should:

e support councillors and NHS board members who are also
Integration Joint Board members to understand, manage and reduce
potential conflicts with other roles.

The Scottish Government, COSLA, councils, NHS boards and Integration
Authorities should work together to:

e agree local responsibility and accountability arrangements where
there is disagreement over interpretation of the Public Bodies (Joint
Working) (Scotland) Act 2014 and its underpinning principles.
Scenarios or examples of how the Act should be implemented should
be used which are specific to local concerns. There is sufficient scope
within existing legislation to allow this to happen.

Ability and willingness to share information

The Scottish Government and COSLA should:

e monitor how effectively resources provided are being used and share
data and performance information widely to promote new ways of
working across Scotland.

The Scottish Government, COSLA, councils, NHS boards and Integration
Authorities should work together to:

¢ share learning from successful integration approaches across
Scotland

e address data and information sharing issues, recognising that in
some cases national solutions may be needed

e review and improve the data and intelligence needed to inform
integration and to demonstrate improved outcomes in the future.
They should also ensure mechanisms are in place to collect and
report on this data publicly.

Meaningful and sustained engagement

Integration Authorities, councils and NHS boards should work together to:

e continue to improve the way that local communities are involved
in planning and implementing any changes to how health and care
services are accessed and delivered.

Summary |7
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Introduction

Policy background

1. The Public Bodies (Joint Working) (Scotland) Act, 2014 (the Act) is intended

to ensure that health and social care services are well integrated, so that people
receive the care they need at the right time and in the right setting, with a focus
on community-based, preventative care. The reforms affect everyone who
receives, delivers and plans health and care services in Scotland. The Act requires
councils and NHS boards to work together to form new partnerships, known as
Integration Authorities (IAs). There are 31 |As, established through partnerships
between the 14 NHS boards and 32 councils in Scotland.

2. As part of the Act, new bodies were created — Integration Joint Boards (IJBs)
(Exhibit 1, page 9). The |JB is a separate legal entity, responsible for the
strategic planning and commissioning of the wide range of health and social care
services across a partnership area. Of the 31 |As in Scotland, 30 are |JBs and
one area, Highland, continues with a Lead Agency model which has operated
for several years. In Highland, the NHS board and council each lead integrated
services. Clackmannanshire and Stirling councils have created a single IA with
NHS Forth Valley. You can find more information about integration arrangements
in our short guide

3. Each IA differs in terms of the services they are responsible for and local needs
and pressures. At a minimum, IAs need to include governance, planning and
resourcing of social care, primary and community healthcare and unscheduled
hospital care for adults. In some areas, partners have also integrated children’s
services and social work criminal justice services. Highland Lead Agency,
Dumfries and Galloway 1JB, and Argyll and Bute IJB have also integrated planned
acute health services. |As became operational at different times but were all
established by April 2016. The policy context for IAs is continually changing, and
many policies have an impact on |As, such as the new GP contract and changes
to payments for social care services.

About this audit

4. This is the second of three national performance audits of health and social
care integration following the introduction of the Act. The aim of this audit is

to examine the impact public bodies are having as they integrate health and
social care services. The report sets out six areas which need to be addressed
if integration is to make a meaningful difference to the people of Scotland.

This audit does not focus in detail on local processes or arrangements and it
complements the programme of strategic inspections by the Care Inspectorate
and Healthcare Improvement Scotland." Appendix 1 (page 41) has more
details about our audit approach and Appendix 2 (page 42) lists the members
of our advisory group who provided help and advice throughout the audit.

What is
integration?

e T —

————T

What is integration?
A short guide to the
integration of health
and social care

services in Scotland

the reforms
affect
everyone
who receives,
delivers and
plans health
and social
care services
in Scotland



http://www.audit-scotland.gov.uk/report/what-is-integration-a-short-guide-to-the-integration-of-health-and-social-care-services-in
http://www.audit-scotland.gov.uk/report/what-is-integration-a-short-guide-to-the-integration-of-health-and-social-care-services-in
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5. Appendix 3 (page 43) summarises progress against the recommendations

in our first audit, which looked at transitional arrangements and highlighted several
risks that needed to be addressed.? We will carry out a third audit in this series
later in our work programme, which will report on the impact that integration has
had and how health and social care resources are used.

Exhibit 1
Integration Joint Boards
There are 30 Integration Joint Boards across Scotland.

IJB

e Responsible for planning

. health and care services
Council e Has full power to decide NHS board

¢ Delegates specific how to use resources and ¢ Delegates specific
services to the 1JB deliver delegated services services to the 1JB

e Provides money and to improve quality and e Provides money and
resources people’s outcomes resources

Accountable to:

Scottish ministers and the
Scottish Parliament, and
ultimately the electorate

Accountable to: Jointly accountable to:
the electorate council and NHS board
through its voting
membership and reporting
to the public

NHS board 222
wm

. . NHS board and
Service dellvery council accountable “ﬁv, and council

e |JB directs the NHS board and to IJB for the

council to deliver services delivery of services
as directed

The extent of the [JB’s
operational responsibility for Level of operational
delivering services is defined by responsibility

the level of detalil included in its
directions to each partner.

The more detailed its directions,
the more it will monitor
operational delivery.

IJB accountable
for overseeing the

delivery of services IJB

Source: Audit Scotland
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Part 1

The current position

Integration Authorities oversee almost £9 billion of health and
social care resources

6. Our findings show that integration can work and that the Act can be used

to advance change. Although some initiatives to integrate services pre-date the
Act, there is evidence that integration is enabling joined up and collaborative
working. This is leading to improvements in performance, such as a reduction in
unplanned hospital activity and delays in hospital discharges. But there is much
more to be done.

7. 1As are responsible for directing almost £9 billion of health and social care
resources, money which was previously separately managed by NHS boards and
councils (Exhibit 2, page 11). Over 70 per cent of this comes from the NHS,
with the remainder coming from councils. As with councils and NHS boards,

IAs are required to find efficiency savings from their annual budgets to maintain

financial balance. Demands on services combined with financial pressures have there is

led to many |JBs struggling to achieve this balance, with many needing additional d h

financial contributions from partner organisations. evidence that
_ _ _ _ o Integration

8. Each |A is underpinned by an integration scheme. This is the agreement . bl

between the council and the NHS board which shows how the IA will operate. IS €na Ing

For example, the scheme sets out arrangements for dealing with any budget joined up and

overspends, which usually involves implementing a recovery plan. As local ” b .

government bodies, IJBs can hold reserves if permitted by their integration collaborative

schemes, although not all schemes allow this. Reserves are amounts of money woO rking

that are built up from unspent budgets for use in future years. Generally, reserves
are used for one of three purposes:

e as a working balance to help prevent the impact of uneven cash flows

e as a contingency to cushion the impact of unexpected events or
emergencies

¢ held to fund known or predicted future requirements — often referred to as
‘earmarked reserves'?
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Exhibit 2

Resources for integration
|As are responsible for directing significant health and social care resources.

@ N+ @

2016/17 2017/18

£8.3

billion

allocated to |JBs

£8.1

billion
allocated to |UBs

£2.4bn £5.7bn £2.4bn £5.9bn
allocated from allocated from allocated from allocated from
councils NHS boards councils NHS boards

Lead Agency - the allocation for Highland Health and Social Care Services was:
£595 million in 2016/17 | £619 million in 2017/18

Note: Council allocations in 2016/17 and 2017/18 include criminal justice social work contribution. m
Source: Audit Scotland, 2018

Financial pressures make it difficult for IAs to make sustainable
changes to the way services are delivered

9. The Act was intended to help shift resources away from the acute hospital
system towards preventative and community-based services. However, there is
still a lack of agreement about whether this is achievable in practice — or whether
rising demand for hospital care means that more resource is needed across the
system. We have seen some examples of small-scale changes in the balance of
care, which are explored further in Part 2 (page 23). These examples show

that change can be achieved, but IAs now need to take the next steps to achieve
wider-scale impact on outcomes over the coming years.

10. IAs needed to achieve savings of £222.5 million in 2017/18. This is an
increase of 8.4 per cent on the previous year and is 2.5 per cent of the

total allocation to 1As from NHS boards and councils. The level of savings,

as a percentage of IA income, varied from 0.5 per cent in Moray, Orkney,
Renfrewshire and South Lanarkshire, to 5.3 per cent in Shetland and 6.4 per cent
in Highland Lead Agency. In several instances, budgets were agreed at the start
of the financial year based on achieving savings which had yet to be identified.
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		Health and Social Care Integration - Update on progress (November 2018)

		Exhibit 2

		Resources for integration



				2016/17		2016/17		2016/17		2017/18		2017/18		2017/18

				Allocation from NHS (£000)		Allocation from councils (£000)		Total (£000)		Allocation from NHS (£000)		Allocation from councils (£000)		Total (£000)

		Aberdeen City		222,584		93,258

Citrix Server Local Admin: Contains £4,795k of income disclosed as 'Other income' in the 2017/18 audited accounts		315,842		217,687		90,031

Citrix Server Local Admin: Contains £4,862k of income disclosed as 'Other income' in the 2017/18 audited accounts
		307,718

		Aberdeenshire		199,551

Citrix Server Local Admin: Contains £8,365k of income disclosed as 'Other income' in the 2017/18 audited accounts		102,395		301,946		202,719

Citrix Server Local Admin: Contains £3,473k of income disclosed as 'Other income' in the 2017/18 audited accounts		103,946		306,665

		Angus		117,837		44,026		161,863		120,366		43,145		163,511

		Argyll & Bute		203,409		56,207		259,616		207,113		57,579		264,692

		Clackmannanshire & Stirling		130,759		49,112		179,871		133,159		47,480		180,639

		Dumfries & Galloway		221,572		63,913		285,485		292,669		60,077		352,746

		Dundee City		179,717		84,067		263,784		176,871		84,881		261,752

		East Ayrshire		136,323		74,605		210,928		144,764		76,458		221,222

		East Dunbartonshire		96,797		50,963		147,760		99,721		51,910		151,631

		East Lothian		109,600		44,290		153,890		114,734		44,589		159,323

		East Renfrewshire		90,952		47,030		137,982		94,049		45,625		139,674

		Edinburgh		486,410		193,444		679,854		511,593		197,884

Citrix Server Local Admin: Contains £527k of income disclosed as 'Other income' in the 2017/18 audited accounts		709,477

		Eilean Siar		38,356		19,660		58,016		39,128		19,726		58,854

		Falkirk		150,368		62,262		212,630		152,559		60,464		213,023

		Fife		394,900		143,465		538,365		409,564		145,134		554,698

		Glasgow City		753,167		401,509		1,154,676		777,690		390,400		1,168,090

		Highland						595,000						619,000

		Inverclyde		95,616		52,407		148,023		99,568		47,321		146,889

		Midlothian		96,250		38,234		134,484		99,233		38,805		138,038

		Moray		83,436		41,252		124,688		84,892		40,070		124,962

		North Ayrshire		157,434		82,382		239,816		168,804		89,346		258,150

		North Lanarkshire		424,242		168,912		593,154		434,360		170,002		604,362

		Orkney		16,840		17,836		34,676		31,358		18,270		49,628

		Perth & Kinross		145,698		48,229		193,927		147,144		46,924		194,068

		Renfrewshire		162,436		79,087		241,523		162,925		82,500		245,425

		Scottish Borders		123,529		42,237		165,766		125,250		50,040		175,290

		Shetland		25,866

Citrix Server Local Admin: Contains £1,434k of income disclosed as 'Other income' in the 2017/18 audited accounts		19,552		45,418		26,779

Citrix Server Local Admin: Contains £1,884k of income disclosed as 'Other income' in the 2017/18 audited accounts		20,550		47,329

		South Ayrshire		138,637		68,401		207,038		140,009		73,359		213,368

		South Lanarkshire		374,705		116,775		491,480		382,021		113,564		495,585

		West Dunbartonshire		99,965		62,216

Citrix Server Local Admin: Contains £702k of income disclosed as 'Other income' in the 2017/18 audited accounts						

Citrix Server Local Admin: Contains £527k of income disclosed as 'Other income' in the 2017/18 audited accounts		

Citrix Server Local Admin: Contains £4,795k of income disclosed as 'Other income' in the 2017/18 audited accounts		

Citrix Server Local Admin: Contains £8,365k of income disclosed as 'Other income' in the 2017/18 audited accounts				162,181		105,821		61,474

Citrix Server Local Admin: Contains £927k of income disclosed as 'Other income' in the 2017/18 audited accounts		

Citrix Server Local Admin: Contains £4,862k of income disclosed as 'Other income' in the 2017/18 audited accounts
		

Citrix Server Local Admin: Contains £3,473k of income disclosed as 'Other income' in the 2017/18 audited accounts				167,295

		West Lothian		176,526		60,584		237,110		185,904		64,457		250,361



		TOTAL		5,653,482		2,428,310		8,676,792		5,888,454		2,436,011		8,943,465



		Source: 2016/17 and 2017/18 audited IJB accounts
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Financial position

11. It is not easy to set out the overall financial position of |As. This is due to
several factors, including the use of additional money from partner organisations,
planned and unplanned use of reserves, late allocations of money and delays in
planned expenditure. This makes it difficult for the public and those working in the
system to understand the underlying financial position.

12. In 2017/18, 1JBs reported an overall underspend of £39.3 million. This
represented 0.4 per cent of their total income allocation for the year.* However, this
masks a much more complex picture of 1JB finances. Appendix 4 (page 47)

sets out more details about the financial position of [UBs in 2017/18. Many |As have
struggled to achieve financial balance at the year-end. The reasons for this vary but
include rising demand for services, financial pressures and the quality of financial
planning. In 2017/18, this resulted in several IJBs needing additional, unplanned
allocations from their partners and adding to, or drawing on, reserves as follows:

e 17 needed additional money from NHS boards amounting to £33.3 million
¢ 11 needed additional money from councils amounting to £19.1 million

e eight drew on reserves amounting to £9.1 million

® 14 put money into reserves, amounting to £41.9 million.

13. Twenty-two |JBs are required by their integration schemes to produce a
recovery plan if they forecast an overspend on their annual budget. Several
|As have had to produce recovery plans and are finding it harder to achieve the
actions contained within them:

e [n2016/17, 11 |UBs needed to draw up a recovery plan. Of these, four
|JBs achieved the actions set out in their recovery plans, but the remaining
seven needed additional allocations from either their council or NHS board.

e |n2017/18, 12 IUBs needed to produce a recovery plan but only two
achieved their recovery plans in full. In some cases, where additional
allocations are required, the integration scheme allowed the NHS board
or council to reduce the following year's allocation to the [JB by the same
amount. In these circumstances there is a risk that IJBs will not have
sufficient resources to deliver the services needed in future years.

14. An |A’s integration scheme states how the IA will manage any year-end
overspend and the responsibilities of the NHS board and council. For example,
Fife |UB's integration scheme states that any overspend will be funded by partner
bodies based on the proportion of their current year contributions to the [JB. In
2017/18, this meant that NHS Fife and Fife Council agreed to make additional
contributions of 72 per cent and 28 per cent respectively.

15. The Highland Lead Agency model is also facing financial pressures. In
2017/18, NHS Highland overspent on adult social care services by £6 million. This
was largely due to pressures on Highland Lead Agency adult social care services.
This contributed to NHS Highland needing a loan of £15 million from the Scottish
Government in 2017/18. Due to the way the Lead Agency model was established
and the underlying agency agreement, the risks all rest with NHS Highland. Any
increases in costs must be met by the NHS board.
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16. Fourteen IJBs reported underspends in 2017/18 and these have arisen
for a variety of reasons, for example: achieving savings earlier than expected,;
contingencies not being required; slippages in spending plans and projects;
and staff vacancies.

Reserves

17. The level of reserves held varies across |JBs, and not all integration schemes
allow IJBs to hold reserves (Exhibit 3). In 2017/18, 1JBs had built up reserves
of £125.5 million, 1.5 per cent of their total income. This is not always a planned
approach, and in some areas, reserves have arisen for several reasons including:
the IJB receiving a late allocation of money; unspent strategic funding; staff
vacancies; or year-end timing differences where money is received and allocated
but unspent. Eilean Siar held the highest level of reserves as a percentage of its
income at 10.3 per cent. The pressures on IJB budgets and the savings they
need to achieve are significant, therefore the level of reserves in 2017/18 is not
forecast to continue in future.

Exhibit 3
Reserves held by [JBs in 2017/18
There are significant differences in the levels of reserves held by 1JBs.

1 £m Reserves level (£ million)

B Reserves as a % of total income

Reserves as a percentage of total income
(reserves total shown in £ million)
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Source: Integration Authority annual accounts, 2017/18 m
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		Health and Social Care Integration - Update on progress (November 2018)

		Exhibit 3

		Reserves held by IJBs in 2017/18

				2017/18 total reserve (£000)		2017/18 total income (£000)		Reserve as a proportion of income

		Aberdeen City		8,307		307,718		2.7%

		Aberdeenshire		0		306,665		0.0%

		Angus		962		163,511		0.6%

		Argyll & Bute		104		264,692		0.0%

		Clackmannanshire & Stirling		2,359		180,639		1.3%

		Dumfries & Galloway		6,811		352,746		1.9%

		Dundee		4,560		261,752		1.7%

		East Ayrshire		788		221,222		0.4%

		East Dunbartonshire		4,087		151,631		2.7%

		East Lothian		0		159,323		0.0%

		East Renfrewshire		4,809		139,674		3.4%

		Edinburgh		8,352		709,477		1.2%

		Eilean Siar		6,054		58,854		10.3%

		Falkirk		6,490		213,023		3.0%

		Fife		0		554,698		0.0%

		Glasgow		31,376		1,168,090		2.7%

		Highland		0		619,000		0.0%

		Inverclyde		5,796		146,889		3.9%

		Midlothian		900		138,038		0.7%

		Moray		847		124,962		0.7%

		North Ayrshire		-5,807		258,150		-2.2%

		North Lanarkshire		18,200		604,362		3.0%

		Orkney		0		49,628		0.0%

		Perth and Kinross		0		194,068		0.0%

		Renfrewshire		3,442		245,425		1.4%

		Scottish Borders		0		175,290		0.0%

		Shetland		364		47,329		0.8%

		South Ayrshire		2,247		213,368		1.1%

		South Lanarkshire		8,278		495,585		1.7%

		West Dunbartonshire		6,142		167,295		3.7%

		West Lothian		0		250,361		0.0%



		TOTAL		125,468		8,943,465		1.5%

		Source: 2017/18 audited IJB accounts
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Hospital services have not been delegated to IAs in most areas

18. A key part of the reforms is that IJBs would direct some services provided
directly within acute hospitals, to move care closer to people’s homes and provide
more joined-up care. Integration schemes, as approved by ministers, state

that hospital services will be delegated to the IJB, as required under the Act.
However, in practice, in most areas, the services have not been delegated. This
has been a major source of debate and disagreement at a national and local level
and is a fundamental issue which will hinder 1JBs" ability to change the system.

19. The money for functions that are provided by large hospitals but are
delegated to IJBs, such as unplanned care, is referred to as a ‘set-aside’ budget.
Instead of paying this money to the IJBs along with payment for other delegated
services, it is identified as a budget which should be directed by the IJB. The
complexities around accurately preparing set-aside budgets has presented
challenges to fulfilling this element of the Act. To date, the set-aside aspect of
the Act is not being implemented. In line with Scottish Government guidance,
NHS boards continue to manage the set-aside as part of their own resources.

20. In 2017/18, £809.3 million was included within |JBs’ budgets for set-aside
(where they were able to include a set-aside figure). This is 9.0 per cent of
|JBs" income and is therefore a significant element of the health and social care
budget that is not being directed by the IUBs. If [JBs are to use resources more
strategically to prioritise prevention and care in a community setting, this issue
needs to be resolved.

21. There are several reasons why all partners have struggled with this aspect of
the Act, including fundamental issues in the data available to analyse set-aside-
related activities. However, these technical issues do not appear to be the main
issue. The main problem is a lack of common understanding and agreement on
how to identify the set-aside budget and shared agreement on how to implement
this aspect of the legislation.

Monitoring and public reporting on the impact of integration
needs to improve

22. The context for integration is challenging, with many public bodies trying to
work in partnership to achieve major changes while at the same time managing
rising demand for services, financial pressures and continuing to deliver services
and treat people. As we reported in NHS in Scotland 2018 (+), the number of
patients on waiting lists for treatment continues to rise while performance against
targets is declining and an increasing number of NHS boards are struggling

to deliver with the resources they have.® We have also reported that local
government operates in an increasingly complex and changing environment with
increasing levels of uncertainty.®

23. A significant number of measures are being used to monitor national and local
progress which means |As are reporting against a range of different measures to
demonstrate progress (Exhibit 4, page 16). For the public to understand how
the changes are working at a Scotland-wide level, these indicators need to be
presented in a clear and transparent way.


http://www.audit-scotland.gov.uk/report/nhs-in-scotland-2018
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24. It is important that the Scottish Government can demonstrate that resources
provided have led to improvements in outcomes, in line with its national health

and wellbeing outcomes. These outcomes are the Scottish Government’s high-
level statements of what health and social care partners are attempting to achieve
through integration. These national outcomes are not being routinely reported at a
national level, although IAs refer to them as part of their annual performance reports.

25. The Scottish Government introduced the National Performance

Framework (NPF) in 2007 and launched a new framework in 2018. The NPF is
made up of 11 national outcomes, each with indicators and aligned to the United
Nations' sustainable development goals. There is a clear alignment between the
aims of integration and several of the outcomes and indicators.”

26. The Ministerial Strategic Group for Health and Community Care brings
together representatives from the Scottish Government, NHS, local government
and |As to monitor a set of six national indicators. These are used as indicators
of the impact of |1As (Exhibit 5, page 18). These measures focus on the aim

of integration helping to care for more people in the community or their own
homes and reducing unnecessary stays in hospital. While these measures focus
on health, performance can only improve with input from health and social care
services. One of the six national indicators is supported by two measures: A&E
attendances and achievement of the four-hour A&E waiting time target

(3a and 3b at Exhibit 5, page 18).

27. Four of the indicators show improved performance, but there is significant
local variation in performance between IAs. The performance measures do

not themselves provide a direct indication of whether people’s outcomes have
improved, although they do represent key aspects of care which should ultimately
improve people’s lives.
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Exhibit 4

Health and wellbeing outcomes and indicators
A significant number of measures are being used to monitor local and national progress.

National Performance Framework

Purpose

To focus on creating a more
successful country, with
opportunities for all of Scotland to
flourish, through sustainable and
inclusive economic growth

Values

We are a society which treats all
our people with kindness, dignity
and compassion, respects the rule

11 outcomes and 81 national
indicators, for example:

@ Outcome: We are healthy and active

@ Indicators: Healthy life expectancy,
mental wellbeing, healthy weight,
health risk behaviours, physical
activity, journeys by active travel,
quality of care experience, work-
related ill health, premature mortality

(© Sustainable development goals:

of law, and acts in an open and
transparent way

gender equality, reduced inequalities,
responsible consumption and
production, good health and wellbeing

©

©

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

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

People who use health and

social care services have positive
experiences of those services, and
have their dignity respected

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

9 national health and wellbeing outcomes

@ Health and social care services

© ©

contribute to reducing health
inequalities

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

People using health and social care
services are safe from harm

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

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

Cont.
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Exhibit 4 (continued)

12 principles within the Act

@ Be integrated from the point of view
of the people who use services

@ Take account of the particular needs
of service users in different parts of
the area in which the service is being
provided

@ Respect rights of service users

@ Protect and improve the safety of
service users

© Improve the quality of the service

@ Best anticipate needs and prevent
them arising

@ Take account of the particular needs
of different service users

@ Take account of the particular
characteristics and circumstances of
different service users

@ Take account of the dignity of service
users

@ Take account of the participation by
service users in the community in
which service users live

@ Is planned and led locally in a
way which is engaged with the
community

@ Make best use of the available
facilities, people and other resources

6 national indicators

@ Acute unplanned bed days
(© Emergency admissions

@ A&E performance (including
four-hour A&E waiting time and
A&E attendances)

@ Delayed discharge bed days

(© End of life spent at home or in the
community

@ Proportion of over-75s who are living
in a community setting

Various local priorities, performance indicators

and outcomes

Source: Audit Scotland
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Exhibit 5

National performance against six priority areas

National performance shows signs of improvement in some of the six key national indicators.

1. Acute unplanned bed days

4.15m 4.05m 4.05m 3.91m

2014/15 2015/16 2016/17 2017/18

=

Bed days (million)
O = N W b~ O

2. Emergency admissions

v

coo 574,974 584,764 587,950 593,531

400
200
0

2014/15 2015/16 2016/17 2017/18

Admissions ("000)

3a. A&E attendances
1.8 1.64m 1.61m 1.62m 1.65m

1.2
0.6
0

2014/15 2015/16 2016/17 2017/18

(million)

Attendances

Integration aims to reduce unplanned hospital
activity

The number of acute unplanned bed days has
reduced since 2014/15

Integration aims to ensure that people's health
and care needs are anticipated and planned
appropriately, reducing unplanned hospital activity

The number of emergency admissions has risen
each year since 2014/15

In 2017/18, local performance varied from
0.08 emergency admissions per head of population in
NHS Orkney to 0.15 in NHS Ayrshire and Arran

A&E attendances can be an indication of the degree
to which community services are helping people
receive care in the right place at the right time.

The number of A&E attendances has marginally
increased since 2014/15

In 2017/18, local performance varied from 0.2 A&E
attendances per head of population in NHS Grampian
to 0.4 in NHS Greater Glasgow and Clyde

3b. Achievement of the four-hour A&E waiting time target

100 92.2%* 93.1% 93.8% 87.9%

80

® O 60
4 20
20

0

2014/15 2015/16 2016/17 2017/18

Percentage

The achievement of the four-hour waiting time target
has declined since 2014/15

Local performance varied in 2017/18 from 98.0%
NHS Tayside to 75.4% NHS Lothian

4. Delayed discharge bed days (for population aged 18+)

g 600 527,099 494,123
ma 5 400
L s
B Fw
[a]
2016/17 2017/18
(adjusted)

Reducing delays in discharging people from hospital
has been a long-standing aim for health and care
services. With rising demand, some areas have
struggled with this. Due to changes in data collection,
comparable data is only available for two years.

Delayed discharge rates have fallen since 2016/17

In 2017/18, local performance varied from 2.5% in
Inverclyde to 26.5% in Eilean Siar delayed discharge
bed days as a percentage of their population (18+)

Cont.
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Exhibit 5 (continued)

5. End of life spent at home or in the community

100 gg.2* 86.7%* 87.0% 87.9%

S 80
S
S 60
S 40
o

20

2014/15 2015/16 2016/17 2017/18

Integration aims to support people with health and
care needs in their own home or in a community
setting, especially at the end of life.

A gradual increase in the percentage of people's time
spent at home or in a homely setting at the end of
their life

In 2017/18, local performance varied from 95.1% of
people's time spent at home or in a homely setting
at the end of their life in Shetland to 85.2% in East
Renfrewshire

6. Percentage of 75+ population in a community or institutional setting

100 98.0% 98.2%
3]
g 80
® £
g 60
= |5
20 2.0% 1.8%
2014/15 2016/17

Il Community setting (at home or care home)

[l nstitutional setting (hospice or hospital)

Notes:

Indicator 1

1. These statistics are derived from data collected on discharges from
non-obstetric and non-psychiatric hospitals in Scotland. Only patients
treated as inpatients or day cases are included. The specialty of
geriatric long stay is excluded.

2. Bed days for each year have been calculated based on the year in
which the bed days were occupied. This differs from other analysis
where length of stay or occupied bed days are reported by the year
of discharge.

3. Unscheduled bed days relate to all occupied bed days within a
continuous hospital stay following an emergency or urgent admission.

4. The Scotland total presented is the sum of all those resident in IA
areas and excludes non-Scottish residents.

5. Approximately a quarter of 1As returned figures for people aged over 18
only. Where this is the case, bed days from 2016/17 for people aged
under 18 in those partnerships have been applied to 2017/18 figures.

6. Based on data submitted to ISD in August 2018.

Indicator 2
1. ISD published data as at September 2018.

Indicator 3a
1. ISD published data as at August 2018.

Indicator 3b
1. I1SD published data as at June 2018.
2. Performance for the month ending March for each year.

Indicator 4

1. 1SD published data as at September 2018.

2.2016/17 figures adjusted to reflect revised definitions across the
whole year.

Indicator 5
1. 1SD published data as at October 2018.

Source: Information Services Division (ISD) and Scottish Government

Integration aims to shift the balance of care from an
institutional setting to a community setting.

There has been a slight increase in the percentage
of individuals aged over 75 who are living in a
community setting. This is in line with the intentions
of the Act.

Indicator 6
1. Percentage of 75+ population in a community or institutional setting:
e Community includes the following:

— Home (unsupported) — refers to the percentage of the
population not thought to be in any other setting, or receiving
any homecare, on average throughout the year.

— Home (supported) — refers to the percentage of the population
estimated as receiving any level of homecare. Estimated from
social care census carried out at the end of the reporting year
(eg, Census carried out in March 2014 used to estimate home
(supported) population during 2013/14).

— Resident in a care home — based on care home census at the
end of the reporting year (eg, Census at 31 March 2014 used to
estimate 2013/14 care home population). The care home data is
based on long-stay residents only. The proportion of incomplete
long-stay residents aged 75+ cannot be calculated. Therefore,

a scaling factor, based on the 65+ proportions, has been
employed for the 75+ data. This assumes that there is the same
degree of incompleteness in the census data returned for adults
in each of the age bands.

e |nstitutional includes the following:

— Average population in hospital/hospice/palliative care unit
throughout the year.

— Hospital includes both community and large/acute hospitals.

— Hospice activity is based on SMR records and will be
incomplete as not all hospices submit this information.

2. Figures provided by ISD.

General

1. Population figures used taken from the National Records of Scotland
mid-2017 estimates published in 2018.

2. Figures relate to all ages unless otherwise stated.

]




Exhibit 5 – National performanc

		Health and Social Care Integration - Update on progress (November 2018)

		Exhibit 5

		National performance against six priority areas



		1. Acute unplanned bed days

				2014/15		2015/16		2016/17		2017/18

		Scotland		4,148,820		4,053,162		4,050,431		3,907,116

		Caveats:

		1. These statistics are derived from data collected on discharges from non-obstetric and non-psychiatric hospitals in Scotland. Only patients treated as inpatients or day cases are included. The specialty of geriatric long stay is excluded.

		2. Bed days for each year have been calculated based on the year in which the bed days were occupied. This differs from other analysis where length of stay or occupied bed days are reported by the year of discharge.

		3. Unscheduled bed days relate to all occupied bed days within a continuous hospital stay following an emergency or urgent admission.

		4. The Scotland total presented is the sum of all those resident in health and social care partnerships and excludes non-Scottish residents.

		5. Approximately a quarter of partnerships returned figures for people aged over 18 only. Where this is the case, bed days from 2016/17 for people aged under 18 in those partnerships have been applied to 2017/18 objective figures.

		Source: Based on data submitted to Information Services Division in August 2018.

		2. Emergency admissions

				2014/15		2015/16		2016/17		2017/18		Population (mid-2017)		2017/18 emergency admissions per head of population (mid-2017)

		NHS Ayrshire & Arran		51,018		51,993		54,114		56,584		370,410		0.15

		NHS Lanarkshire		77,453		80,697		82,961		85,125		658,130		0.13

		NHS Borders		13,842		14,437		13,242		12,549		115,020		0.11

		NHS Greater Glasgow & Clyde		137,839		142,085		139,533		128,954		1,169,110		0.11

		NHS Dumfries & Galloway		15,619		16,015		16,892		17,755		149,200		0.12

		NHS Western Isles		2,572		2,842		2,931		3,212		26,950		0.12

		NHS Fife		36,466		37,452		38,661		43,506		371,410		0.12

		NHS Tayside		41,224		42,786		44,118		44,695		416,090		0.11

		NHS Highland		31,758		31,672		31,113		33,593		321,990		0.10

		NHS Forth Valley		29,625		28,748		29,490		30,721		305,580		0.10

		NHS Shetland		2,132		2,074		1,947		1,952		23,080		0.08

		NHS Lothian		77,435		76,066		75,622		76,692		889,450		0.09

		NHS Grampian		49,589		49,430		49,123		49,574		586,380		0.08

		NHS Orkney		1,948		1,859		1,629		1,712		22,000		0.08

		Other		6,454		6,608		6,574		6,907



		Total		574,974		584,764		587,950		593,531

		Source: Information Services Division data published September 2018

		Source: Mid-2017 population data published by NRS (updated October 2018)



		3a. A&E attendances

				2014/15		2015/16		2016/17		2017/18		Population (mid-2017)		2017/18 A&E attendances per head of population (mid-2017)

		Ayrshire and Arran		123,030		123,389		118,995		113,839		370,410		0.3

		Borders		28,933		28,153		30,571		31,943		115,020		0.3

		Dumfries and Galloway		47,611		47,662		49,221		49,374		149,200		0.3

		Fife		88,766		90,399		89,928		90,038		371,410		0.2

		Forth Valley		77,150		79,141		78,649		82,155		305,580		0.3

		Grampian		141,051		138,659		136,534		136,868		586,380		0.2

		Greater Glasgow and Clyde		455,939		415,502		419,815		425,766		1,169,110		0.4

		Highland		99,768		100,356		102,449		104,852		321,990		0.3

		Lanarkshire		189,223		191,587		198,692		205,732		658,130		0.3

		Lothian		256,510		261,998		269,057		273,344		889,450		0.3

		Orkney		5,191		5,540		5,748		6,131		22,000		0.3

		Shetland		7,870		7,501		7,388		7,675		23,080		0.3

		Tayside		110,981		108,418		106,620		108,986		416,090		0.3

		Western Isles		7,968		8,377		8,605		9,146		26,950		0.3



		Scotland		1,639,991		1,606,682		1,622,272		1,645,849

		Source: Information Services Division data published August 2018

		Source: Mid-2017 population data published by NRS (updated October 2018)





		3b. Acheivement of the four-hour A&E waiting time target

				2014/15 (%)		2015/16 (%)		2016/17 (%)		2017/18 (%)

		Ayrshire and Arran		87.8		91.2		93.7		90.8

		Borders		91.8		94.9		93.2		89.5

		Dumfries and Galloway		96.8		94.3		93.7		90.3

		Fife		92.5		95.5		95.2		94.6

		Forth Valley		93.6		92.0		97.2		83.4

		Grampian		95.0		96.1		96.1		94.1

		Greater Glasgow and Clyde		88.5		90.5		90.7		86.7

		Highland		97.4		97.0		96.8		96.0

		Lanarkshire		91.8		91.9		90.0		90.0

		Lothian		92.6		92.1		95.7		75.4

		Orkney		99.7		98.8		97.5		95.9

		Shetland		97.2		96.5		97.1		94.4

		Tayside		99.3		99.2		98.6		98.0

		Western Isles		99.0		99.5		99.3		97.7



		Scotland		92.2		93.1		93.8		87.9

		Caveat:

		Performance for the month ending March for each year.

		Source: Information Services Division data published June 2018



		4. Delayed discharge bed days (for population aged 18+)

				2016/17		2017/18		Population (18+) 
(mid-2017)		2017/18 delayed discharge bed days as a percentage of their population (18+) 
(mid-2017) 

		Aberdeen City		27,353		19,202		190,579		10.1%

		Aberdeenshire		18,176		16,334		207,123		7.9%

		Angus		6,259		7,042		94,373		7.5%

		Argyll & Bute		6,803		8,414		71,904		11.7%

		City of Edinburgh		72,814		76,933		426,732		18.0%

		Clackmannanshire and Stirling		11,851		8,054		117,635		6.8%

		Comhairle nan Eilean Siar		8,909		5,854		22,058		26.5%

		Dumfries & Galloway		12,815		12,228		122,720		10.0%

		Dundee City		14,627		10,893		121,907		8.9%

		East Ayrshire		5,901		4,730		98,173		4.8%

		East Dunbartonshire		3,119		3,557		86,587		4.1%

		East Lothian		14,762		10,668		83,475		12.8%

		East Renfrewshire		2,704		1,860		73,338		2.5%

		Falkirk		18,523		16,726		128,385		13.0%

		Fife		37,120		29,173		299,329		9.7%

		Glasgow City		38,870		29,897		510,157		5.9%

		Highland		42,943		36,302		190,496		19.1%

		Inverclyde		2,754		1,609		64,371		2.5%

		Midlothian		9,520		12,295		70,836		17.4%

		Moray		12,883		11,487		77,212		14.9%

		North Ayrshire		9,364		16,854		109,896		15.3%

		North Lanarkshire		35,631		36,834		269,194		13.7%

		Orkney		1,624		1,411		18,028		7.8%

		Other		579		509

		Perth & Kinross		19,176		16,785		123,146		13.6%

		Renfrewshire		3,205		4,680		142,937		3.3%

		Scottish Borders		10,472		14,246		93541		15.2%

		Shetland		1,158		1,499		18309		8.2%

		South Ayrshire		18,826		14,152		92598		15.3%

		South Lanarkshire		45,906		41,187		256056		16.1%

		West Dunbartonshire		4,882		3,439		71954		4.8%

		West Lothian		12,894		19,269		141696		13.6%

		Scotland		532,423		494,123

		Scotland (adjusted to reflect revised definitions across the whole year)6,7&8		527,099		494,123

		Caveat:

		2016/17 figures adjusted to reflect revised definitions across the whole year.

		Source: Information Services Division data published September 2018

		Source: Mid-2017 population data published by NRS (updated October 2018)

		5. End of life spend at home or in the community

				2014/15 
(%)		2015/16 
(%)		2016/17 
(%)		2017/18 
(%)

		Aberdeen City		87.5		88.1		88.9		88.6

		Aberdeenshire		88.8		89.1		89.3		89.9

		Angus		89.1		90.0		89.4		90.4

		Argyll & Bute		88.2		89.3		89.8		89.6

		Clackmannanshire and Stirling		86.5		85.9		86.9		87.0

		Dumfries & Galloway		88.9		87.8		87.7		88.6

		Dundee City		86.7		86.9		87.3		88.8

		East Ayrshire		87.0		88.1		87.9		88.6

		East Dunbartonshire		85.2		85.5		87.1		88.7

		East Lothian		85.0		84.7		85.6		85.7

		East Renfrewshire		84.1		85.6		85.8		85.2

		Edinburgh		83.4		84.1		84.8		85.7

		Falkirk		84.7		86.1		85.5		86.5

		Fife		86.6		87.1		87.4		88.7

		Glasgow City		83.6		84.8		85.5		86.8

		Highland		89.5		89.3		89.3		90.2

		Inverclyde		84.5		84.5		85.5		87.0

		Midlothian		85.6		84.6		85.6		87.4

		Moray		89.5		90.0		90.2		89.5

		North Ayrshire		86.7		87.7		87.0		86.6

		North Lanarkshire		87.1		86.6		86.7		87.4

		Orkney Islands		89.3		91.9		91.8		91.1

		Perth & Kinross		87.8		87.9		88.2		89.6

		Renfrewshire		86.4		87.4		86.9		88.6

		Scottish Borders		85.6		85.6		85.6		87.0

		Shetland Islands		92.3		92.6		93.8		95.1

		South Ayrshire		85.6		86.5		84.8		86.5

		South Lanarkshire		84.4		84.9		86.9		87.1

		West Dunbartonshire		86.6		86.7		87.9		88.9

		West Lothian		85.7		87.0		87.8		88.6

		Western Isles		87.2		87.7		86.5		87.8



		Scotland		86.2		86.7		87.0		87.9

		Source: Information Services Division data published October 2018

		6. Percentage of 75+ population in a community or institutional setting

				2014/15		2016/17

		Community setting (at home or care home)		98.0%		98.2%

		Institutional setting (Hospice, palliative care unit, community and large /acute hospitals)		2.0%		1.8%

		Caveats:

		1. Percentage of 75+ population in a community or institutional setting:

		• Community includes the following:

		– Home (unsupported) – refers to the percentage of the population not thought to be in any other setting, or receiving any homecare, on average throughout the year.

		– Home (supported) – refers to the percentage of the population estimated as receiving any level of homecare. Estimated from social care census carried out at the end of the reporting year (eg, Census carried out in March 2014 used to estimate home (supported) population during 2013/14).

		– Resident in a care home – based on care home census at the end of the reporting year (eg, Census at 31 March 2014 used to estimate 2013/14 care home population). The care home data is based on long-stay residents only. The proportion of incomplete long-stay residents aged 75+ cannot be calculated. Therefore, a scaling factor, based on the 65+ proportions, has been employed for the 75+ data. This assumes that there is the same degree of incompleteness in the census data returned for adults in each of the age bands.

		• Institutional includes the following:

		– Average population in hospital/hospice/palliative care unit throughout the year.

		– Hospital includes both community and large/acute hospitals.

		– Hospice activity is based on SMR records and will be incomplete as not all hospices submit this information.

		2. Figures for 2016/17 are provisional

		Source: Data provided by Information Services Division
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Integration Authorities’ performance reports show local
improvement

28. |As are required to publish annual performance reports which contain
information on local priorities and a range of local initiatives (Exhibit 6). These
reports are an important way for I1As to inform the public about how well they
have been performing against their stated priorities. The improvements that are
set out in the performance reports are welcome and current pressures across
the system have made them difficult to achieve. However, core indicators of
performance are not improving in all areas of Scotland and nationally it is clear
that there is much more to be done.

Exhibit 6

Examples of impact from integration
IAs have set out a number of local improvements in their performance reports.

Prevention
and early
intervention

&

Delays in
people
leaving
hospital

Dumfries and Galloway

The D&G Handyvan provides information, advice and practical assistance with adaptations to
people’'s homes. This is available to disabled people of any age and older people aged 60 and over.
People are also supported to access financial assistance for major adaptations. This service helps
people to feel more confident about continuing to live independently in their own home and to

feel safe and secure in their home. People are less likely to have a fall, have improved health and
wellbeing, and have a better quality of life. Often adaptations support people to be better connected
with their friends and family and their wider community. 1,626 referrals were received during 2017/18.
These resulted in 2,149 tasks being carried out by the service. 808 people were referred to prevent a
fall, 577 people for home security, 16 people for minor adaptations and 225 people for small repairs.

Dundee

Social prescribing ‘Sources of Support’ (SOS) is one means of supporting people to better manage
their health conditions. Link workers, working within designated GP practices, take referrals for
people with poor mental health and wellbeing affected by their social circumstances and support
them to access a wide range of non-medical services and activities that can help. In 2017/18, 256
patients were referred to three link workers and 220 people were supported. An external evaluation
demonstrated that the service had a positive impact on both clients and on GPs themselves. 65 per
cent of patient goals were met and 84 per cent had some positive outcome, including decreased
social isolation, improved or new housing, financial and benefits issues being addressed, and
increased confidence, awareness and self-esteem.

Outcomes from a GP perspective include reduced patient contact with medical services, providing
more options for patients, raising awareness of non-clinical services, and increased GP productivity.
2017/18 saw a major scale-up of the SOS scheme through the Scottish Government Community Link
Worker programme, extending the service from four GP practices to 16.

East Ayrshire

The Red Cross Home from Hospital Service supported about 1,700 people in 2017/18. The service

is delivered across Ayrshire and Arran from University Hospitals Crosshouse and Ayr and supports
people to be discharged as early as possible, reducing their length of stay and re-settling them in their
home. Once home, the service helps to prevent falls and reduce social isolation, supporting people
to regain their confidence, skills for living independently and organises telecare to support families to
continue to care. A total of 1,730 bed days have been saved, equivalent to £302,750. 73 admissions
to hospital have been avoided, and 625 bed days saved, equivalent to £109,375.

Perth and Kinross

There have been increases in staffing within social care discharge teams, Perth Royal Infirmary liaison
services, and care home nursing. This, alongside improved funding procedures for care home placements,
has supported speedier discharge to a care home setting or repatriation to such. There has been a
reduction of 2,391 (12.5 per cent) delayed discharge bed days between 2016/17 and 2017/18 to 16,785.

Cont.
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Exhibit 6 (continued)

Preventing
admission
to hospital

@
@Q

Referral/
care
pathways

East Dunbartonshire

Rapid Response Service has established a different referral route for patients between A&E and the
Community Rehabilitation Team to provide next-day response. During 2017/18, the service prevented
approximately 33 per cent of people referred being admitted to hospital.

South Ayrshire

The Intermediate Care Team provide rapid multidisciplinary team support to people to support them
to return home from acute hospital and to remain at home through GP referral. In particular, they have
worked closely to establish pathways with the Combined Assessment Unit to prevent admission. The
service provided by the Intermediate Care Team resulted in 674 hospital admissions being avoided
and 301 early supported discharges during 2017/18. It is estimated locally that each avoided hospital
admission saves five hospital bed days and each supported discharge saves three hospital bed days.
Overall, it is estimated that the intervention provided by the Intermediate Care Team saved 3,370 bed
days due to avoided admissions and 903 bed days due to early supported discharges.

Aberdeenshire

Set up in 2016, Aberdeenshire's Virtual Community Ward (VCW) aims to avoid unnecessary hospital
admissions through bringing together multidisciplinary health and social care teams who provide
care for patients who need regular or urgent attention. This GP-led approach involves the teams
working closely together, generally meeting daily under a huddle structure. They identify and discuss
vulnerable/at risk patients and clients, and coordinate, organise and deliver services required to
support them. The VCW identifies individuals who need health and social care services at an earlier
stage, which can improve patient outcomes and experience. Based on an evaluation carried out by
the VCW team, 1,219 hospital admissions have been avoided because of the VCWs .

Aberdeenshire

During 2017/18 a test of change was carried out in one GP practice to trial people's first appointment
with a physiotherapist rather than a GP. Ongoing evaluation suggests that this has been successful
and has proved popular with patients who now have immediate access to a physiotherapist for
assessment and advice. If follow up is required, this can be booked at the time. 221 people have
been directed to the physiotherapist first; only 58 per cent required a face-to-face appointment and 26
per cent were discharged following telephone advice.

Renfrewshire

Over the past three years, the Primary Care Mental Health Team (Doing Well) has introduced a self-
referral route to the service. This has led to a decrease in clients attending a GP to be referred to the
mental health team. The number of self-referrals to the service has increased from 207 in 2013/14 to
1,237 in 2017/18. This self-referral route has successfully redirected work away from GP surgeries.

Midlothian

An advanced practitioner physiotherapist for Chronic Obstructive Pulmonary Disease (COPD) was
appointed to support people attending hospital frequently because of their COPD to help them
manage their symptoms at home and avoid admission to hospital. In the first year the service has
worked with 65 patients and successfully avoided 30 hospital admissions. This delivered a potential
reduction of 520 days spent in hospital by Midlothian residents and a much better patient experience.
It was also a more cost-effective approach to delivering services for the partnership.

Cont.
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Exhibit 6 (continued)

Reablement

Pharmacy

Falkirk

A Reablement Project Team (RPT) was developed in Social Work Adult Services Assessment and
Planning service in January 2017 to test out various reablement approaches and processes. The team
consists of occupational therapists (with community care worker background) and social care officers.
The reablement team support service users for up to six weeks. Individuals are reviewed on a weekly
basis and care packages are adjusted as the person becomes more independent. Fewer people
required intensive packages at the end of six weeks, which has freed up staff time and has reduced
the use of external providers. Early indications suggest this work has led to a £200,000 reduction in
purchasing care from external homecare providers.

Scottish Borders

The Transitional Care Facility based within Waverley Care Home is a 16-bed unit which allows older
people to regain their confidence and independence so that they can return to their own homes
following a stay in hospital. The facility is run by a multidisciplinary team of support workers, allied
health professionals and social workers. 81 per cent of individuals discharged from Transitional Care
return to their own homes and the hospital readmission rate for these individuals is six per cent.

South Lanarkshire

The pharmacy plus homecare initiative has created an opportunity to amend consultant and GP
prescribing practices. A reduction in prescribing can lead to less homecare visits. The |A estimates
that savings could be in the region of £1,800 per patient (within the trial).

Angus

The Angus IA has improved how care homes manage medication. A new process developed by a
Locality Care Home Improvement Group with GPs and pharmacy has led to zero medication waste in
care homes.

Source: Audit Scotland review of Integration Authorities' Performance Reports, 2018




Part 2. Making integration a success | 23

Part 2

Making integration a success

29. |As are addressing some significant, long-standing, complex and inter-
connected issues in health and social care. Our work has identified six key areas
that, if addressed, should lead to broader improvements and help I1As to take
positive steps toward making a systematic impact on health and care outcomes
across their communities (Exhibit 7).

Exhibit 7

Features central to the success of integration
Six areas must be addressed if integration is to make a meaningful difference to the people of Scotland.

Features supporting integration

5 ) &) o) [(®

Collaborative Integrated Effective Agreed Ability & Meaningful &
leadership finances strategic governance &  willingness sustained
& building and financial planning for  accountability to share engagement

relationships planning improvement arrangements information

Source: Audit Scotland

A lack of collaborative leadership and cultural differences are
affecting the pace of change

30. High-quality leadership is a critical part of the success of an organisation or
programme of reform. Given the complexity of health and social care integration,
it is important that leaders are highly competent, have capacity to deliver and are
well supported. For transformation to succeed, the right leadership and strategic
capacity need to be in place. Without this, the reforms will not succeed. We
identified several risks in this area which need to be addressed:
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e A significant number of |As have had leadership changes with 57 per cent
having had changes in their senior management team. As at October 2017,
seven IJBs have a different Chief Officer (CO) in post than two years
previously.

e There is significant variation in the role and remuneration of COs and
Chief Financial Officers (CFO). Many have dual roles with positions held in
partner organisations and there is a mix of full and part-time CFOs. This is a
significant challenge, given the scale of the task facing I1As and the strategic
role COs and CFOs have in directing change. In 2017/18, £3 million was
spent on IUBs' CO remuneration and there are differences in salary levels,
in part reflecting differences in roles and responsibilities.

e There is evidence of a lack of support services for I1As, in relation to HR,
finances, legal advice, improvement, and strategic commissioning. This will
limit the progress that they are able to make. It is important that the partner
bodies support the IJB, including support services.

31. Top-down leadership which focuses on the goals of a single organisation does
not work in the context of integration. NHS Education Scotland has described
‘'systems leaders’ as having an ability to ‘have a perspective from the wider
system. They recognise that it is necessary to distribute leadership responsibilities
to bring about change in a complex interdependent environment...They change
the mind-set from competition to cooperation. They foster dialogue... which can
result in new thinking... When leadership involves such a collective endeavour,
the way people see their accountability matters.® A lack of collaborative systems
leadership and difficulties in overcoming cultural differences are proving to be
significant barriers to change.

32. Leaders from all partners are operating in a complex and continually changing
landscape and, without appropriate support in place, cannot fulfil their role
effectively. Leaders need support if they are to deliver public services to improve
wider outcomes and work collaboratively across organisational boundaries. This is
hard to achieve, especially where there have been changes in key staff and local
politicians, and in the context of the current financial and performance pressures.
Accountability arrangements are important to encourage and incentivise the right
kinds of leadership characteristics.

33. Cultural differences between partner organisations are proving to be a barrier
to achieving collaborative working. Partner organisations work in very different
ways and this can result in a lack of trust and lack of understanding of each
other’s working practices and business pressures. In better performing areas,
partners can identify and manage differences and work constructively towards
achieving the objectives of the IA. Overcoming cultural differences and improving
understanding of each other’s businesses will help partner organisations progress
towards integration, particularly regarding integrated finances. Joint leadership
development for people working in NHS boards, councils and |JBs can help with
this. Exhibit 8 (page 25) provides an overview of the common leadership

traits which are important in integrating health and social care services.
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Exhibit 8

Traits of effective collaborative leaders
There are a number of leadership traits which are important in integrating health and social care services.

Influential
leadership

YY

Ability to
empower others

©

Promotes awareness
of IA's goals

QO Clear and consistent
message

QO Presents a positive public
image

QO Ability to contribute towards
local and national policy

(O Shows an understanding of
the value of services

QO Encourages innovation from
staff at all levels

QO Non-hierarchical and open to
working alongside others

QO Respectful of other people’s
views and opinions

QO Inspiring to others
QO Creates trust

O Willing to work with others
to overcome risks and
challenges

QO Confidence and belief in
new technology to facilitate
progress

QO Facilitates planning of
sustainable services

QO Recruitment of staff to fit and
contribute to a new culture

QO Sets clear objectives and
priorities for all

QO Develops widespread belief
in the aim of the integrated
approach to health and
social care

Engagement
of service users

4

Continual
development

QO People who use services feel
able to contribute to change

Q Ability to facilitate wide and
meaningful engagement

QO Open to and appreciative of
ideas and innovation

QO Ensures voices are heard at
every level

QO Transparent and inclusive

QO Encourage learning and
development, including
learning from mistakes

QO Belief in training and
understanding of who could
benefit from it

QO Encourage innovation, debate
and discussion

QO Driven to push for the highest
quality possible

Source: Audit Scotland, 2018; from various publications by The Kings Fund; Our Voice; Scottish Government; Health and
Sport Committee and the Scottish Social Services Council.
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34. \We have seen examples of good collaborative and whole-system leadership,
including in Aberdeen City, where relationships have been built across the
partnership. Although differences of opinion still exist and there is healthy debate,
Aberdeen City is now better placed to implement widespread changes to
improve outcomes. \We saw:

e the promotion of a clear and consistent message across the partnership
e a willingness to work with others to overcome differences

e recruitment of staff to fit and contribute to a new culture

e development of openness and appreciation of ideas

e encouragement of innovation, learning and development, including learning
from mistakes.

35. The Scottish Government and COSLA are co-chairing a group involving
leaders from across councils and NHS boards. The aim of the group is to identify
and overcome barriers to integration. The group has produced a joint statement
on integration, confirming the shared responsibility of the Scottish Government,
NHS Scotland and COSLA for ensuring the successful integration of Scotland’s
health and social care services. The statement acknowledges that the pace

of integration needs to improve, and that the group needs to work together to
achieve integration and to overcome challenges to better meet people's health
and social care needs. The group is developing further support and training to
support leadership for integration. The Scottish Government and COSLA are
also co-chairing an Integration Review Reference Group. This group is reviewing
progress on integration and will report its findings to the Ministerial Strategic
Group for Health and Community Care. The group will conclude its work in
January 2019. We will continue to monitor any actions resulting from the work
of the group.

Integration Authorities have limited capacity to make change happen in
some areas

36. |JBs are very small organisations, all of which have a CO and a CFO. Not all
|JBs have the support they need, for example only half of I[JBs have a full-time
CFO and there have been difficulties in filling those posts in some areas. Each
IJB has a chair and vice chair, but we have been told that many IJBs rely on its
members working much more than contracted hours, and chairs and vice chairs
have told us that they struggle to attend to IJB business during contracted time.
Each 1JB is made up of voting and non-voting members.

37. Typically, an [JB meets about six times a year. The |JB also has one or more
Strategic Planning Group, which are consulted and give feedback on strategic
plans and significant changes to integrated functions. For this structure to work,
the 1UB needs to draw on, and be supported by, skills and capacity from its
partner NHS board and council. This can lead to a reliance on information and
advice being provided by the statutory partner organisations which influences the

decisions made by the [JB. In areas where information is being shared across the

partnership, we can see that more progress is being made with integration. \We
saw this happening in Aberdeen City IJB, where senior officer and finance officer
groups bring together staff from across partner organisations to share information
and skills which are essential for joint decision-making. If this does not happen,
the IJB has less capacity to make change and address challenges.

—@®

What is integration?
A short guide to the
integration of health
and social care

services in Scotland

IJB membership
(page 10)



http://www.audit-scotland.gov.uk/uploads/docs/report/2018/briefing_180412_integration.pdf#page=10
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38. \We saw several barriers affecting the way that |[JBs are operating, and more
action is needed to increase knowledge and understanding of those involved in
the decision-making process:

e Topics for discussion at IJB and committee meetings are affected by
problems with both the lack of time available and with people's knowledge.

e |JB papers are often lengthy and issued to members within timescales that
do not allow for proper consideration.

e Papers are often technical and contain complicated financial information
that lay representatives and representatives from voluntary sector bodies
may struggle to understand.

e Officers are limited in the time available to provide |JBs with information.
Many officers of the IJB fulfil their role alongside roles held within statutory
partner bodies.

e High turnover of people in key positions in [JBs has affected the skills
available and has led to a lack of continuity and extra time being spent in
building trust and relationships.

Good strategic planning is key to integrating and improving
health and social care services

39. In the past, health and social care services have not linked the resources
they have to their strategic priorities or longer-term plans. IAs still have work to
do to ensure that priorities are linked to available resources, and to demonstrate
that new ways of working will be sustainable over the longer term. IAs can
only achieve this change with the support and commitment of NHS boards
and councils.

40. |JBs, with the support of council and NHS board partner bodies, should be
clear about how and when they intend to achieve their priorities and outcomes,

in line with their available resources; and ultimately how they intend to progress
to sustainable, preventative and community-based services. This includes
working with NHS boards and councils to: agree which services will be stopped
or decommissioned to prioritise spend; plan effective exit strategies from current
ways of delivering services; and being clear how they will measure improvements
in outcomes. Exit strategies are an important element in the ability to move from
one service provision to another.

41. Scenario planning will help 1As build a picture of what they will need in the
future. This involves looking at current trends, such as the effects of an ageing
population, current lifestyles and future advances in health and social care. |1As
should then use this analysis to anticipate potential changes in future demand for
services and any related shortfalls in available finances. Strategic planning groups
of the IUB have a role to play in ensuring the needs of the community are central
to service decisions (Case study 1, page 28).
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Case study 1 EI

Shetland Scenario Planning

As part of its Strategic Commissioning Plan, the Shetland IA identified a
growing gap between service demand and resources. To support strategic
planning, NHS Shetland hosted a session with health and social care staff,
IJB representatives, NHS board representatives, councillors, community
planning partners, third-sector organisations and representatives of people
using services. It considered several high-level scenarios:

1. the lowest level of local healthcare provision that it could ever
safely and realistically imagine being delivered on Shetland
5-10 years from now

2. alower level of local healthcare provision in 5-10 years than it has
now on Shetland — a 'step down' from where it is now in terms of
local service delivery

3. a higher level of local healthcare provision in 5-10 years than it has
now on Shetland — a 'step up' from where it is now in terms of
local service delivery

4. a future that describes the highest level of local healthcare
provision that it could ever realistically imagine being delivered on
Shetland 5-10 years from now.

The group then concentrated on scenarios 2 and 3 and explored them in
more detail.

This systematic approach towards strategic planning, involving a

wide variety of stakeholders, allowed them to build consensus on the
main priorities of the IJB. The key outputs from the scenario planning
exercise involved clear actions that were linked to a wide range of plans
and policies. The key messages from the scenario planning formed
discussion points within the IJB meetings. Actions identified were then
incorporated into the business programme and an action tracker is a
standing agenda item.

Source: Shetland IJB, 2018

42. Although strategic planning is the statutory responsibility of the |As, councils
and NHS boards should fully support the IJB and provide the resources needed
to allow capacity for strategic thinking. In addition, the Scottish Government has
an important role to play in leading and enabling change to take place. There
must be a consistent message and understanding of integration, but this is not
always the case. For example, the current move towards some aspects of health
planning taking place at a regional level is causing uncertainty for IAs. Many

|As are unclear as to how this fits with the need for local strategic planning and
decision-making. For IAs to think long term, they must have confidence that
Scottish Government policy will support integrated thinking.

43. Strategic planning also helps to encourage and promote joined-up working and
a commitment to scaling up new ways of working. Angus IJB has shown a strong
long-term commitment to its enhanced community support model. This has now

been implemented in three of its four locality areas and therefore has the potential
for long-term impact on people’s outcomes (Case study 2, page 29).
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Case study 2 EI

Angus - Enhanced community support model

Angus IJB’s Enhanced Community Support (ECS) workstream involves
several multi-professional teams working together, including the third-
sector. The teams provide care and support in people’s own homes so
that, where possible, hospital admission is avoided. As a result, staff
can be more proactive, coordinate care and make referrals for additional
support more quickly. The teams also hold weekly meetings to review
the care that is being provided in a more coordinated way.

ECS has increased community and primary care capacity leading to an
average of 37 empty hospital beds across Angus per day in 2017. This
helped the IJB to close 21 of its 126 community hospital inpatient beds
which are no longer needed. ECS has improved hospital readmission
rates. It has also improved prevention and early intervention activity
through an increase in the number of anticipatory care plans.

ECS has led to a more joined-up approach between the professional
disciplines which has improved referral times and access to support.
This has allowed people to be more independent, access local services
and be supported to stay in their homes or a homely setting for longer.

The success of this approach has allowed the IJB to roll ECS out to three
of its four localities, with plans to roll out to the final locality during
2018/19. The localities that have adopted this approach for the longest
have seen improvements in the average length of stay and a reduction in
the number of hospital admissions for people aged over 75.

Source: Angus IJB, 2018

44. A small number of |IAs do not have detailed implementation/commissioning
plans to inform their strategic plan. Of those which do, about half of these provide
a link to resources. More needs to be done to show how the shift from the
current ways of working to new models of care will happen and when positive
changes to people’s lives will be achieved.

45. \Workforce pressures are a clear barrier to the implementation of integration
plans and workforce planning is a particularly important element of strategic
planning. Workforce planning remains the formal responsibly of councils and NHS
boards. However, |JBs need to work closely with their partners to ensure that
their plans for service redesign and improvement link with and influence workforce
plans. IAs must be able to demonstrate what skills are required to ensure they can
deliver services in the right place at the right time. IAs identify not being able to
recruit and retain the workforce they need as a risk. The contribution of the third
and independent sector should be part of workforce planning.

46. All three parts of the Health and Social Care National Workforce Plan

have now been published, with the final part on the primary care workforce
published in April 2018.2 In our 2017 report, NHS workforce planning (+), we
recommended that there is a need to better understand future demand and to
provide a breakdown of the cost of meeting this demand.’® We will publish a
further report on workforce planning and primary care in 2019.


http://www.audit-scotland.gov.uk/report/nhs-workforce-planning
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Housing needs to have a more central role in integration

47. Not enough links are being made between housing and health and social care
which will improve outcomes and wellbeing. Housing services are an integral
part of person-centred approaches and the wider delivery of health and social
care integration. All IAs are required to include a housing contribution statement
in their strategic plans and housing representation is mandatory on Strategic
Planning Groups. Case study 3 illustrates strategic thinking within Glasgow City
IJB which has used housing as a central aspect of health and social care. Three-
quarters of |JBs reported some involvement of housing services in the planning
of integrated health and social care services, although we found that the extent of
this involvement varied greatly between partnerships.

Case study 3 EI

The Glasgow Housing Options for Older People (HOOP)
approach

The HOOP approach involves a small team working closely with social
work, health and Registered Social Landlords (RSLs). The approach

aims to: ensure a smooth transition for people from hospital to a homely
setting; work closely with RSLs to prioritise people who are experiencing
a delay in being discharged from hospital; develop knowledge of
housing stock availability; and provide reciprocal information about RSLs
tenants in hospital.

The team has worked on about 1,200 cases with surgeries in 19 sites
across seven hospitals, six social work offices and six intermediate care
units. The outcomes of the approach include helping:

¢ older people make informed choices along with their families,
irrespective of tenure issues

e older people to return home or to community settings supported
by a care package

* to reduce delayed discharge where there are housing issues

e prevent hospital admission and readmission, supporting older
people with housing issues remain in the community

* secure appropriate accommodation for older people across the city
suitable for their medical needs

* to increase knowledge of Glasgow’s complex housing landscape
among social workers and health professionals

* housing colleagues increase their knowledge about social work
and health assistance to support older people returning home
from hospital

e to future proof the city’s new build investment by sharing
information on customer needs and demand.

Source: Glasgow City I1JB, 2018
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Longer-term, integrated financial planning is needed to deliver
sustainable service reform

48. Partners are finding it very difficult to balance the need for medium- to long-
term planning, typically three to five years and five years plus, alongside annual
settlements, current commitments and service pressures. We have called for
longer-term financial planning in the health sector and local government for many
years. While all IAs have short-term financial plans, only a third have medium-
term plans and there were no longer-term plans in place at the time of our
fieldwork. This is a critical gap as the changes under integration are only likely to
be achieved in the longer term.

49. The Accounts Commission has previously reported that the ‘Evidence from
councils” annual audit reports generally demonstrates good medium-term (three
to five years) financial planning, with some councils using scenario planning to
provide a range of options"." IAs should draw on the experience from councils to
inform development of longer-term financial plans.

50. There is little evidence that councils and NHS boards are treating [JBs'
finances as a shared resource for health and social care. This is despite the
requirement to do this in the legislation, and budget processes set out in
integration schemes describing budget-setting based on need. Partners must
work with the |JBs to establish an approach to financial planning that considers
the priorities of health and social care in the local community. Councils and NHS
boards can be unwilling to give up financial control of budgets and IJBs can
struggle to exert their own influence on the budget-setting process.

51. National data on the balance of spending between institutional care and care
in the community is only available up to 2015/16. While this does not reflect any
impact from |As, it shows that the balance of spending changed little between
2012/13 to 2015/16 (Exhibit 9, page 32). Although this data is still collated,

it is no longer published. This data should be publicly available and is a helpful
indicator of whether |As are influencing the shift of resources.

52. In October 2018, the Scottish Government published its Medium Term
Health and Social Care Financial Framework.? The Framework is intended to help
partners to improve strategic planning. It covers the period 2016/17 to 2023/24,
and sets out trends in expenditure and activity, future demand and the future
shape of health and social care expenditure.

53. Attempts at integrating health and social care go back several years and it
is not possible to identify the full cost of the reforms. This, in part, is due to the
scale of the reforms and the interconnectedness with the rest of the health and
social care system.

54. Due to ongoing financial pressures, most new service initiatives have been
funded using additional financial support from the Scottish Government, rather
than through the re-distribution of health and social care resources. Therefore,
there should be an ongoing commitment from the Scottish Government to
provide continued additional funding over coming years. This will provide financial
stability to IAs while they implement new ways of working and plan how to
redirect funding from current services.
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Exhibit 9

The percentage of expenditure on institutional and community-based care

The percentage of expenditure on institutional and community-based care remained static between
2012/13 - 2015/16.

[‘— Institutional I . Community

A A

: 2 1

Hea [T fa R
Social care Health Social care Health

2012/13 R 44.7% 15.3% 30.6™

2013/14 9.2% 44 5% 15.7% 30.6%

2014/15 KUK 44.5% 15.4% 31.1»

2015/16 9-0% 44.5% 15.2% 31.3%

Source: Information Services Division, 2018 IE‘

55. Major reforms have benefited from a degree of ‘pump priming” money to help
with change. In 2017/18, |As total income included national funding which has
been directed through NHS budgets, of:

e £100 million from the Integrated Care Fund to help shift the balance of care
e £30 million to help tackle delayed discharges

e £250 million to support payment of the living wage and help establish
integration in its first year. This increased by £107 million in 2017/18.

56. The ring-fencing of funding intended to support delegated functions has
not helped IAs' efforts to redirect resources, reducing their ability to use their
resources flexibly. There are examples of small-scale transfers of resources
and we appreciate that more time is needed for IAs to achieve this change
(Case study 4, page 33). |IAs need to demonstrate how they will sustain any
improvements if specific dedicated funding is no longer available.




Exhibit 9 – % exp inst-com

		Health and Social Care Integration - Update on progress (November 2018)

		Exhibit 9

		Percentage of expenditure on institutional and community-based care

				2012/13		2013/14		2014/15		2015/16

		Institutional - Social Care		9.4%		9.2%		9.0%		9.0%

		Institutional - Health		44.7%		44.5%		44.5%		44.5%

		Community - Social Care		15.3%		15.7%		15.4%		15.2%

		Community - Health		30.6%		30.6%

Citrix Server Local Admin: Adjusted from 30.5% to account for overall rounding error		31.1%

Citrix Server Local Admin: Adjusted from 31.0% to account for overall rounding error		31.3%

Citrix Server Local Admin: Adjusted from 31.4% to account for overall rounding error

		Caveats:

		1. Community setting (at home or care home)

		2. Institutional setting (Hospice, palliative care unit, community and large /acute hospitals)



		Source: Information Services Division, 2018





Auditor General and Accounts Commission
Exhibit 9 - background data
Exhibit 9 - background data
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Case study 4 EI

South Lanarkshire redirecting resources to provide more
community-based care

In 2017, South Lanarkshire IJB decided to close 30 care of the elderly
beds within Udston Hospital and invest in alternative community-
based models of care. An assessment of need found that two-thirds

of individuals on the ward could have been better cared for within a
community setting. Recurring funding of about £1 million per annum
was released as a result. The IJB planned for £702,000 of this to be
redirected to community-based services, such as homecare and district
nursing to build the area’s capacity to support more people at home. To
achieve this:

* engagement plans were developed to ensure people using care
and their families, staff and elected members of the Udston area
were involved in the changes

¢ financial modelling was undertaken to understand the profile of
people on the ward and reallocate resources to more appropriate,
alternative health and social services

¢ the IA worked in partnership with NHS Lanarkshire to ensure good
governance.

The £702,000 provided a degree of financial flexibility to further develop
intermediate care services and increase community-based rehabilitation
services. The IJB plans to redesignate the Udston beds for use by step-
down intermediate care patients to support a reduced reliance on the
hospital and residential care.

Source: Bed Modelling in South Lanarkshire, IJB board paper, 30 October 2017

Agreeing budgets is still problematic

57. Fifteen |IAs failed to agree a budget for the start of the 2017/18 financial year
with their partners. This is partly down to differences in the timing of budget
settlements between councils and NHS boards. It can also be due to a lack

of understanding between councils and NHS boards of each other’s financial
reporting, accounting arrangements and the financial pressures faced by each.
This lack of understanding can cause a lack of trust and reluctance to commit
funds to an integrated health and social care budget.

58. There are difficulties with short-term and late budget settlements, but this
should not preclude longer-term financial planning. 1As will only be able to plan
and implement sustainable services if they are able to identify longer-term costs
and funding shortfalls. This will also help to plan effective exit strategies from
current services and larger-scale transfers of resources to community-based and
preventative services.
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It is critical that governance and accountability arrangements are
made to work locally

59. Integrating services is a significant challenge, particularly when partners are
dealing with current demand and constrained resources, while trying to better
understand how services need to change. The Act should be a basis for all local
partners to come together to implement changes. A perceived lack of clarity in
the Act is adding to local disagreements and is delaying integration. This lack of
clarity and misunderstanding is evident even among people working at senior
levels and can impede good relationships.

60. Having a clear governance structure where all partners agree responsibility
and accountability is vital. Disagreements can be particularly apparent when it is
perceived that accountability for a decision rests with individuals who no longer
have responsibility for taking them. Chief executives of councils and NHS boards
are concerned that they will be held accountable for failures in how services
are delivered when they are no longer responsible for directing those services.
In practice, partners need to set out how local accountability arrangements

will work. Integration was introduced to shift from a focus on what worked for
organisations to what works for the person who needs a health and social care
service. Applying this approach should help partners to implement the Act.

In some areas partners are working through governance challenges as they
implement the Act, and more should be done to share this experience.

61. Our first report on the integration of health and social care recommended
that integration partners ‘need to set out clearly how governance arrangements
will work in practice.. . This is because there are potentially confusing lines of
accountability...People may also be unclear who is ultimately responsible for

the quality of care.” Clarity is still needed for local areas over who is ultimately
responsible for service performance and the quality of care. In some instances,
this uncertainty is hampering decision-making and redesign of services provision.
Not enough has been done locally to address this.

62. |UBs have a commissioning role but most [JB COs also have delegated
operational responsibility for those functions and services that are delegated to
the IJB, with the exception of acute care. There are difficulties in understanding
how the ‘operational responsibility” aspect works in practice. Auditors report
that members of A leadership teams have differing views about governance,
especially clinical governance, and roles and responsibilities. In some areas,
councils and NHS boards are putting in place additional layers of reporting as

if each were accountable for the actions of the |JB. The |JB approach was
introduced in part to simplify arrangements, not to add complexity. There are
also significant concerns about the impact of integration on the rest of the acute
hospital system.

63. It is the IUB's role, through the CO, to issue directions to its partner council
and NHS board about service delivery and allocation of resources. This can be
made more difficult by disagreements about governance arrangements. It is
complicated further by the reporting lines of the CO, who directly reports to both
chief executives of the council and NHS board. COs have reported that it can be
difficult to direct those who are effectively their line managers. This reinforces
the need for strong relationship building and the establishment of a collective
agreement over policy direction, funding arrangements and vision for integration.
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Decision-making is not localised or transparent in some areas

64. The Act envisaged that decision-making would be devolved as locally as
possible. In some areas, |As, councils and NHS boards have not yet devolved
decision-making in the spirit of the Act and locality plans and management
structures are still in development. Officers, staff and local service providers have
reported that this is because of a risk-averse response to integration that sees
NHS boards and councils retain central control over decision-making. Decision-
making by IAs is often influenced by statutory partners' priorities. Often, |JB
members rely on their statutory partners for information, advice and policy
formulation rather than taking the lead on planning and implementing new ways
of providing services.

65. There are examples of 1As working hard to establish decision-making
arrangements in their partnership. Aberdeen City has put in place governance
systems to encourage and enable innovation, coommunity engagement and
participation, and joint working. This should leave it well placed for progressing
integration and implementing new services in its community (Case study 5).
We have also seen how |As such as South Lanarkshire and Dundee City are
beginning to develop locality-based approaches to service delivery

(Case study 6, page 36).

Case study b

Governance arrangements in Aberdeen City IA

Aberdeen City IJB worked with the Good Governance Institute to
develop its risk appetite statement and risk appetite approach. The |JB
wanted to consider which decisions and risks should, and importantly
those which should not, be considered by the IJB. The idea was to
ensure there was capacity for decisions to be made locally, so that
staff could influence the outcomes of individuals by ensuring that care
was tailored to individual needs. Staff and managers say they now
feel trusted to make decisions and implement new ideas to benefit
individuals in their communities.

The IJB considers that it has demonstrated an aspiration to develop and
encourage innovation in local service provision, and local managers and
staff understand that decision-making within localities and input of ideas
is welcomed and encouraged within agreed risk parameters. Aberdeen
City has worked hard to build relationships and trust throughout the
partnership. It accepts that achieving its priorities will involve balancing
different types of risk and that there will be a need to balance the
relationship between different risks and opportunities. There is also an
acceptance and tolerance that new ideas will not always be successful.

Source: Aberdeen City IJB, 2018
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Case study 6 EI

Locality approach in South Lanarkshire

In 2017, South Lanarkshire I1JB realigned its management structure around
its four localities. Each locality has a manager responsible for a range of
multidisciplinary teams and a health and social care budget. Moving the
management of services to a locality level has empowered local teams to
review the models of care in their area to see what fits best for the local
community. A public forum in each locality gives the local community

a voice in shaping local services. Each locality has produced a local
strategic needs assessment setting out local needs and priorities and
directing attention towards more locally specific outcomes. A ‘community
first” model of care places the emphasis on developing more community
capacity and support.

Staff report that multidisciplinary working and, where possible, co-location,
has improved communication and learning across disciplines. They have
better knowledge of skills within the wider integrated team, allowing the
most appropriate professional to see people at the right time. Working with
separate IT systems is a source of frustration and requires less efficient
work arounds. Another challenge is balancing trying to change at pace with
a need to maintain day-to-day workload. Teams have taken an incremental
approach to change, starting with a small number of staff and people

using the health and social care services, and, if the new model goes well,
gradually increasing this until the change becomes normal practice.

Source: North Lanarkshire 1JB, 2018

Best value arrangements are not well developed

66. As IJBs are local authority bodies, the statutory duty of Best Value applies
to them. This means that IJBs, from the outset, must clearly demonstrate their
approaches to delivering continuous improvement. In July 2017, IJBs submitted
their first annual performance reports in accordance with statutory requirements.
One of the reporting requirements is that they demonstrate Best Value in the
delivery of services.

67. \We found that some aspects of Best Value are widely covered within |JBs'
annual performance reports and annual accounts, including financial planning,
governance and use of resources. About half of all IUBs had a section in their
annual performance reports setting out how they intended to demonstrate the
delivery of Best Value. Overall the coverage varies between IUBs and is often
not in enough detail to allow the public to judge the IJB’s activity on continuous
improvement.

IAs are using data to varying degrees to help plan and implement
changes to services but there are still gaps in key areas

68. Information Services Division (ISD) is part of NHS National Services Scotland, a
special NHS board. ISD provides Local Intelligence Support Team (LIST) analysts to
each |A area, along with social care information known as SOURCE. Using a LIST
analyst to tailor and interpret local data helps 1As to better understand local need and
demand and to plan and target services. LIST also works with Community Planning
Partnerships in several areas including care for prison leavers presenting to the
Homeless Service and children affected by parental imprisonment.
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69. Part of the work 1As are doing, supported by the LIST, is to better understand
how to support the top two per cent of people using services who account for
50 per cent of hospital and GP prescribing expenditure. By doing this, they can
better direct resources and take preventative steps to ensure these users receive
more targeted care. This prevents unnecessary hospital admissions and improves
personal outcomes through providing more appropriate care in a homely setting.

An inability or unwillingness to share information is slowing the pace of
integration

70. There are several areas which need to further improve to help 1As and their
council and NHS board partners make better use of data. These include:

e GP practices agreeing data-sharing arrangements with their I1A

* |As being proactive about sharing performance information, ideas and new
practice with other |As

e |As and ISD agreeing data-sharing protocols for using data in national
databases

e |As identifying gaps in data about community, primary care and social care
services and establishing how this information will be collected. This is
something we have highlighted in several of our previous reports

e improving consistency in IAs’ data, making comparisons easier.

71. Sharing of information, including both health and performance information, is a
vital part of providing effective care that is integrated from the point of view of the
people who use services. It is also vital in helping to anticipate or prevent need.
Throughout our work we were told of examples where this was not happening in
practice, because of local systems or behaviours. Examples include: GP practices
being unwilling to share information from new service pilots with other I1As; IAs
themselves being unwilling to share performance and good practice information
with others; and difficulties in setting up data-sharing agreements between I1As
and ISD. Different interpretations of data protection legislation are not helping
with the ease with which information is being shared.

72. NHS and social care services are made up of many different specialties and
localities, often with different IT systems, for example, systems to record X-ray

results or record GP data. Many of these systems have been built up over years
and commissioned separately for different purposes. Some services still rely on
paper records.

73. This disjointedness has an impact on people who need care and on the
ability of health and care professionals to provide the best support that they can.
For example, people with multiple and complex health and care conditions can
have to explain their circumstances to many different professionals within a short
space of time. This can delay people getting the help they need, waste resources
and gets in the way of care provision being more responsive to people’'s needs.
Local data-sharing arrangements need to be in place so that professionals can
appropriately share and protect the data they hold.

74. Time and money are being spent on fixing local IT problems when national
solutions should be found. Local fixes are being put in place to help overcome data-
sharing barriers. This includes bringing teams of staff together under one roof, so
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they can discuss individual cases, rather than relying on electronic systems such

as internal emails to coommunicate. Local areas are spending time and money
implementing solutions which may continue to be incompatible in the future. There
is a need for a coordinated approach to the solution, which includes the need to
consider a national, single solution for Scotland.

75. New [T systems and technology are crucial to implementing new ways of
working. For example, many areas are beginning to introduce virtual means of
contacting people using care services, such as video links to people’s homes so
they do not have to visit a health or care centre. To do this successfully, a reliable
communication infrastructure is needed, particularly in rural areas.

76. In April 2018, the Scottish Government published Scotland’s Digital Health &
Care Strategy: Enabling, Connecting & Empowering. As part of this, a new national
digital platform is to be developed to enable the sharing of real-time data and
information from health and care records as required, across the whole care system.
We will monitor developments as part of our work programme.

Meaningful and sustained engagement will inform service planning
and ensure impact can be measured

717. |1As were set up to have active public involvement, for example through
the make-up of their boards and requirements that they publish and engage
with communities about their plans. We found some good local examples
of engagement. From our analysis of |A strategic plans, we saw

evidence of community engagement that influenced the IA’s priorities

(Case study 7, page 39). Levels of ongoing engagement, and how much it
shapes service redesign, are more difficult to judge, but several I1As explicitly
mention the importance of engagement and see it as a priority.

78. Several third and independent sector organisations reported that they do not feel
that |As seek or value their input, although they have innovative ways to improve
local services that will positively affect the lives of local people. Providers believe
that service decisions are based on the funding available over the short term, rather
than the needs of the community. Third-sector providers also report that there is
often not time to attend engagement meetings, gather information for consultations
or research lengthy committee papers. Therefore, I1As have a responsibility to help
them become involved and to work with them earlier. IAs must discuss potential
changes to services and funding with providers as early as possible.

79. Early engagement with staff, as with the public, has reduced since |As published
strategic plans. Staff want to know how they are contributing to the progress

of integration. More communication and involvement will both help increase
knowledge of the services available across partnerships and help overcome cultural
differences and reluctance to accept change in ways of working.

80. Throughout this report we have recognised the challenging context |1As are
operating in. This is inevitably having an impact on the extent to which they can
meaningfully engage communities in discussions about improvements to services.
IAs need to have in place wide-ranging and comprehensive arrangements for
participation and engagement, including with local communities. Where local
arrangements for engagement have been shown to work, these should continue.
Engagement does not have to be managed and directed solely by the IA. If a local
department or service has established relationships and means of engaging with
third and independent sector providers which have proved successful, these should
continue as before.



Part 2. Making integration a success | 39

Case study 7 EI

Edinburgh IJB: public engagement

The enhanced and proactive engagement approach adopted by Edinburgh
IJB facilitated the involvement of the voluntary sector organisations in

the co-production of strategic planning. Via the Edinburgh Voluntary
Organisation Council, which sits on the IJB board as a non-voting member,
the IJB invited the Lothian Community Health Initiatives’ Forum (LCHIF)
onto its Strategic Planning Groups (SPG). This allowed the LCHIF to get
involved in developing the IJB’s five strategic Commissioning Plans: Older
People, Mental Health, Physical Disabilities, Learning Disabilities, and
Primary Care.

LCHIF was subsequently invited to be part of the Older People’s and
Primary Care Reference Groups. Through involvement on the two
reference groups, LCHIF and its members were able to contribute to the
work that most reflected the services being delivered by them. The initial
involvement of LCHIF on the SPG led to further engagement with other
key influencing groups and networks which they felt ultimately benefited
the sector, the forum and its members.

In addition to this involvement, the IJB has also embarked upon a review
of its grants to the third-sector. This has been done in full collaboration
and partnership with the third-sector. Through the SPG, a steering group
was appointed, again with the involvement of LCHIF. This involvement
contributed to a commitment being made to establish a grants forum

in recognition of the ongoing dialogue that is required to ensure that
prevention, early intervention and inequalities remains a priority

for the IJB.

Source: Edinburgh IJB, 2018.

81. In September 2017, the Scottish Parliament’s Health and Sport Committee
published Are they involving us? Integration Authorities” engagement with
stakeholders, an inquiry report on IAs’ engagement with stakeholders.” The
Committee also found a lack of consistency in stakeholder engagement across IAs.
While some areas of good practice were cited, the Committee heard concerns over
engagement being ‘tokenistic’, ‘overly top down’ and ‘just communicating decisions
that had already been made’. The Committee argued that a piecemeal approach to
engagement with stakeholders cannot continue and that meaningful engagement is
fundamental to the successful integration of health and social care services.

82. There is also a role for the Scottish Government in continuing to develop how
learning from successful approaches to integration is shared across Scotland. |As
are not being proactive about sharing success stories and the principles behind
the planning and implementation of new ways of working which have worked
well. Much could be learnt from the work done to date in local areas and I1As
should be encouraged to engage with each other and share knowledge and
performance information.
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Appendix 1

Audit methodology

Our objective: To examine the impact public bodies are having as they work together to integrate health and social
care services in line with the Public Bodies (Joint Working) (Scotland) Act 2014.

Our audit questions:

What impact is integration having and what are the barriers and enablers to this change?

How effectively are |As planning sustainable, preventative and community-based services to improve
outcomes for local people?

How effectively are |As, NHS boards and councils implementing the reform of health and social care
integration?

How effectively is the Scottish Government supporting the integration of health and social care and
evaluating its impact?

Our methodology:

Reviewed documents, such as integration schemes, |As' strategic plans, IJBs' annual audit reports,
annual performance reports, national performance data and other key documents including the Scottish
Government’s National Health and Social Care Financial Framework.

Interviews, meetings and focus groups with a range of stakeholders including third-sector and independent
sector providers. Our engagement involved hearing about experiences of engaging with IAs and how
services had changed through integration.

Interviews at four case study sites — Aberdeen City 1JB, Dundee City 1B, Shetland Islands |JB and South
Lanarkshire IUB. We met with:

— Chief Officers and Chief Finance Officers

— Chairs and vice-chairs of [UBs

— NHS and council IJB members

— Chief social work officers

— |JB clinical representatives (GP, public health, acute, nursing)

— |JB public representatives (public, carer and voluntary sector)

— Heads of health and social care, nursing, housing and locality managers and staff
— NHS and council chief executives and finance officers

— IT, communications and organisational development officers.



42 |

Appendix 2

Advisory group members

Audit Scotland would like to thank members of the advisory group for their input and advice throughout the audit.

Member Organisation

Alison Taylor Scottish Government

Alistair Delaney Healthcare Improvement Scotland

Allison Duncan IJB Vice Chair

Eddie Fraser IJB Chief Officer

Fidelma Eggo Care Inspectorate

Gerry Power Health and Social Care Alliance

Jeff Ace NHS Chief Executive

John Wood Convention of Scottish Local Authorities (COSLA)
Julie Murray Society of Local Authority Chief Executives
Robin Creelman IJB Vice Chair

Tracey Abdy IJB Chief Finance Officer

Note: Members sat in an advisory capacity only. The content and conclusions of this report are the sole
responsibility of Audit Scotland.
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Appendix 3

Progress against previous
recommendations

Recommendations

- Scottish Government should:

work with I1As to help them develop performance
monitoring to ensure that they can clearly
demonstrate the impact they make as they develop
integrated services. As part of this:

— work with |As to resolve tensions between the
need for national and local reporting on outcomes
so that it is clear what impact the new integration
arrangements are having on outcomes and on the
wider health and social care system.

IAs are reporting locally on outcomes but this is not
being drawn together to give a national picture of
outcomes for health and social care.

e monitor and publicly report on national progress on
the impact of integration. This includes:

— measuring progress in moving care from
institutional to community settings, reducing local
variation in costs and using anticipatory care plans

— reporting on how resources are being used to
improve outcomes and how this has changed
over time

— reporting on expected costs and savings resulting
from integration.

We found there are a significant number of indicators
and measures being used nationally and locally to
understand whether integration is making a difference
and to monitor changes. But, for the public to understand
how the changes are working at a Scotland-wide level,
these indicators need to be presented in a clear and
transparent way.

The Scottish Government has introduced a series of
national outcomes for health and social care. The outcomes
are not being routinely reported at a national level.

The savings estimated to be made from integration
were expected to derive from a reduction in unplanned
bed days, fewer delayed discharges, improved
anticipatory care and less variation in bed day rates
across partnerships. The savings from these have not
been specifically monitored by the Scottish Government,
although actual and projected performance across these
measures is reported to the Scottish Government's
Ministerial Steering Group.

e continue to provide support to I1As as they become
fully operational, including leadership development and
sharing good practice, including sharing the lessons
learned from the pilots of GP clusters.

Some leadership development has been commissioned
from the Kings Fund by the Integration Division

at Scottish Government but there is a lack of joint
leadership development across the health and social
care system to help to embed and prioritise collaborative
leadership approaches.

There is an appetite for examples of good practice
from local partnerships but still a lack of good learning
resources.

Cont.
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Recommendations

& Integration Authorities should:

provide clear and strategic leadership to take forward
the integration agenda; this includes:

— developing and communicating the purpose and
vision of the [JB and its intended impact on local
people

— having high standards of conduct and effective
governance, and establishing a culture of
openness, support and respect.

We found that a lack of collaborative leadership and
cultural differences are proving to be significant barriers
to change in some areas.

set out clearly how governance arrangements will
work in practice, particularly when disagreements
arise, to minimise the risk of confusing lines of
accountability, potential conflicts of interests and any
lack of clarity about who is ultimately responsible for
the quality of care and scrutiny. This includes:

— setting out a clear statement of the respective roles
and responsibilities of the 1JB (including individual
members), NHS board and council, and the 1JB's
approach towards putting this into practice

— ensuring that IJB members receive training
and development to prepare them for their
role, including managing conflicts of interest,
understanding the organisational cultures of the
NHS and councils and the roles of non-voting
members of the IUB.

There is a lack of agreement over governance and a lack
of understanding about integration which is acting as a
significant barrier to progress in some areas.

There are still circumstances where clarity is needed
over who is ultimately responsible for service
performance and the quality of care. In some instances,
this uncertainty is hampering decision-making and
redesigning how services are provided. Not enough has
been done locally to address this.

ensure that a constructive working relationship exists
between IJB members and the chief officer and
finance officer and the public. This includes:

— setting out a schedule of matters reserved for
collective decision-making by the IJB, taking
account of relevant legislation and ensuring that
this is monitored and updated when required

— ensuring relationships between the 1B, its
partners and the public are clear, so each knows
what to expect of the other.

IAs have helped to improve engagement with the public
and providers in the local area in some instances but
there is more to do.

be rigorous and transparent about how decisions
are taken and listening and acting on the outcome of
constructive scrutiny, including:

— developing and maintaining open and effective
mechanisms for documenting evidence for decisions

— putting in place arrangements to safeguard members
and employees against conflict of interest and put
in place processes to ensure that they continue to
operate in practice

— developing and maintaining an effective audit
committee

— ensuring that effective, transparent and accessible

arrangements are in place for dealing with complaints.

— ensuring that an effective risk management system is
in place.

We found that decision-making is not localised or
transparent in some areas and risk management
arrangements are not well developed.

Cont.
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Recommendations

e develop strategic plans that do more than set out the
local context for the reforms; this includes:

— how the IA will contribute to delivering high-quality
care in different ways that better meets people’s
needs and improves outcomes

— setting out clearly what resources are required,
what impact the IA wants to achieve, and how the
IA will monitor and publicly report their progress

— developing strategies covering the workforce, risk
management, engagement with service users and
data sharing, based on overall strategic priorities
to allow the IA to operate successfully in line with
the principles set out in the Act and ensure these
strategies fit with those in the NHS and councils

— making clear links between the work of the IA and
the Community Empowerment (Scotland) Act and
Children and Young People (Scotland) Act.

IAs are beginning to link their resources to strategic
priorities but more needs to be done to show when their
planned outcomes will be achieved. They also need to
show how the shift from the current ways of working to
new models of care will happen.

e develop financial plans that clearly show how IAs will
use resources such as money and staff to provide
more community-based and preventative services.
This includes:

— developing financial plans for each locality,
showing how resources will be matched to local
priorities

— ensuring that the IJB makes the best use of
resources, agreeing how Best Value will be
measured and making sure that the |JB has the
information needed to review value for money and
performance effectively.

There is some evidence of small-scale transfers of
resources, but most |As have funded changes to
services using ring-fenced funding, such as specific
additional integrated care funding provided by the
Scottish Government. This is instead of shifting
resources from an acute setting, such as hospitals,

to community settings such as local clinics and GP
surgeries. While this may have achieved performance
improvement in things such as delayed discharges,
ring-fenced funding may not be available long term.
Therefore, IAs need to ensure the financial sustainability
of ongoing support for changes made.

Financial planning is not integrated, or long term and
financial pressures make meaningful change hard to
achieve.

Arrangements for understanding and measuring Best
Value arrangements are not well developed.

e shift resources, including the workforce, towards a
more preventative and community-based approach;
it is important that the |A also has plans that set out
how, in practical terms, they will achieve this shift
over time.

We found there has been limited change in how
resources are being used across the system at this stage
— see above.

Cont.
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Recommendations

c&) Integration Authorities should work with councils and NHS boards to:

recognise and address the practical risks associated
with the complex accountability arrangements by
developing protocols to ensure that the chair of the
IJB, the chief officer and the chief executives of
the NHS board and council negotiate their roles in
relation to the IJB early in the relationship and that a
shared understanding of the roles and objectives is
maintained.

We found a lack of agreement over governance and a
lack of understanding about integration remain significant
barriers in some areas.

There are still circumstances where clarity is needed
over who is ultimately responsible for service
performance and the quality of care. In some instances,
this uncertainty was hampering decision-making and
redesigning how services are provided. In our opinion,
not enough has been done locally to address this.

review clinical and care governance arrangements
to ensure a consistent approach for each integrated
service and that they are aligned to existing clinical
and care governance arrangements in the NHS and
councils.

Auditors report that members of |A leadership have
differing views about governance, especially clinical
governance, and roles and responsibilities.

urgently agree budgets for the IA; this is important
both for their first year and for the next few years to
provide |As with the continuity and certainty they
need to develop strategic plans; this includes aligning
budget-setting arrangements between partners.

We found that at present, not all councils and NHS
boards view their finances as a collective resource for
health and social care. Some councils and NHS boards
are still planning budgets around their own organisations
rather than taking account of their |JBs local strategic
priorities. The ambition for integration is that the health
and social care resources in the local area would be
brought together and used to deliver integrated services
with improved outcomes for people. While this is
happening in some areas, councils and NHS boards in
other areas can be unwilling to give up financial control
of budgets and IJBs can struggle to exert influence over
their budgets. Some |As have little or no involvement in
the budget-setting process.

At a very basic level IJBs struggle in some areas to agree
budgets. Fourteen |JBs failed to agree a budget for the
start of the 2017/18 financial year.

establish effective scrutiny arrangements to ensure
that councillors and NHS non-executives, who are not
members of the IJB board, are kept fully informed

of the impact of integration for people who use local
health and social care services.

We have seen that |JB board papers are shared with
council and NHS board partner organisations. In some
areas though, rather than streamlining governance and
scrutiny arrangements, councils and NHS boards are
putting in place additional layers of reporting as if each
were accountable for the actions of the IJB.

put in place data-sharing agreements to allow them to
access the new data provided by ISD Scotland.

IAs and ISD are have difficulties in agreeing data-sharing
protocols for using national databases.
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Appendix 4

Financial performance 2017/18

Position
(pr;?g gﬂggi; Additional allocation/ ‘g’: ;3::
Overspend/ (reduction) Use of Deficit/
(underspend) Council NHS board reserves (Surplus)
(Emillion) (Emillion) (Emillion) (Emillion) (Emillion)
Aberdeen City 2.1 0 0 2.1 0
Aberdeenshire 3.5 1.5 2.0 0 0
Angus (0.4) 0 0 0 (0.4)
Argyll and Bute 25 1.2 1.4 0 0
Clackmannanshire and Stirling 2.2 0.6 0.6 1.1 0
Dumfries and Galloway (2.5) 0 0 0 (2.5)
Dundee City 2.5 0 2.1 04 0
East Ayrshire 3 2.2 1.3 0 (0.5)
East Dunbartonshire 1.1 0 0 1.1 0
East Lothian 0.7 0.6 0.1 0 0
East Renfrewshire (0.4) 0 0 0 (0.4)
Edinburgh 7.4 7.2 4.9 0 (4.7)
Eilean Siar (3.0) 0 0 0 (3.0)
Falkirk 1.3 0 1.4 0.2 (0.3)
Fife 8.8 25 6.4 0 0
Glasgow City (12.0) 0 0 0 (12.0)
Inverclyde (1.8) 0 0 0 (1.8)
Midlothian (0.7) 0.2 0 0 (0.9)
Moray 1.9 0 0 1.9 0
North Ayrshire 3.5 0 1.0 0 2.6
North Lanarkshire (11.7) 0 0.6 0 (12.3)
Orkney 0.7 0.2 0.5 0 0
Perth and Kinross (1.4) (2.6) 1.3 0 0
Renfrewshire 4.8 27 0 2.1 0
Scottish Borders 4.5 0.3 4.2 0 0
Shetland 24 (0.3) 2.9 0 (0.2)
South Ayrshire 0.3 0 0 0.3 0
South Lanarkshire (1.2) 0 1.0 0 (2.2)
West Dunbartonshire (0.6) 0 0 0 (0.6)
West Lothian 1.8 0 1.8 0 0

Note: Arithmetic differences arising from roundings.
Source: Audited Integration Authority annual accounts, 2017/18
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APPENDIX C

The table below shows the 15 recommendations that require IJB input together with a note on the Inverclyde position/recommended action

against each

Audit Scotland Recommendation

Inverclyde Position/Proposed Action

Responsible Officer

Timeframe

Actions for Scottish Government in partnership wit

h NHS Boards and integration authorities

1. Develop a national capital investment strategy | The IJBs are keen for this to happen as | Chief Officer to discuss October 2019
to ensure capital funding is strategically soon as possible to ensure that capital | with NHSGG&C and
prioritised investment within the NHS is spread | GG&C Capital Planning
across  services  appropriately  to | Group and Scottish
encourage the required shifts in the | Government colleagues
balance of care. Additional workgroups
have been set up to achieve this within
GG&C but additional focus is needed
2. Develop a comprehensive approach to | Inverclyde has an agreed workforce plan | Head of Strategy & Already in place
workforce planning which it is in the process of implementing | Support Services
3. Provide a clear breakdown of transitional and | This already happens within Inverclyde | Chief Officer to discuss October 2019

future costs to meet projected demand
through additional recruitment and training

through a number of local and GG&C
work-streams

with NHSGG&C and
Scottish Government
colleagues

Actions for Scottish Government, NHS Boards and

integration authorities

4.

Work together to develop a clearer
understanding of demand for services, and
capacity and activity trends within primary and
secondary care and use this to inform
medium to long-term service and workforce
planning

The New Ways project in Inverclyde
allowed Inverclyde to move forward
significantly in impacting on the activity
within primary and secondary care. This
process will inform future service and
workforce plans. Succession plan and
people plan are in place and monitored.

Senior Manager HSCP

Already in place
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5. Publish clear and easy to understand
information on how the health funding system
works, including how much funding was
provided, what it was spent on, and the
impact it has on people’s lives

The ambition with the new Strategic Plan
is to provide much clearer links to the
funding linked to specific outcomes so it
is easier to see what was spent and what
the outcomes of that spend are.

Senior Management
Team

Strategic Planning Group

June 2019

6. Put staff, local communities, and the public at
the heart of change and involve them in
planning and implementing changes to how
services are accessed and delivered

Consultation is something that Inverclyde
already does well for all planned service
changes.

Head of Strategy &
Support Services

Already in place

Actions for Integration Authorities, Councils and NHS Boards working together

7. Ensure operational plans, including
workforce, IT and organisational change
plans across the system, are clearly aligned
to the strategic priorities of the 1A

Inverclyde is currently updating its
Strategic Plan for 2019-23. The new plan
will ensure alignment of all operational
and strategic plans

Linkages to system wide planning must
also be maintained

Head of Strategy &
Support Services

April 2019

8. Monitor and report on Best Value in line with Inverclyde is already doing this through | Chief Financial Officer/ Already in place
the Act its Performance and Finance reports as | Head of Strategy &
evidenced by the Audit Scotland review | Support Services
of the 2017/18 1JB Accounts.
9. View finances as a collective resource for Inverclyde already does this with | Chief Officer/ Chief December 2019

health and social care to provide the best
possible outcomes for people who need
support

integrated teams in place. Longer term
we aim to do more of this to create
optimum conditions for integration.

Financial Officer to take
forward with GG&C
colleagues
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10.

Continue to improve the way that local
communities are involved in planning and
implementing any changes to how health and
care services are accessed and delivered

Further work being done on locality
planning to deliver this work with
Community Planning Board to support
engagement and participation.

Head of Strategy &
Support Services

June 2019

Actions for Scottish Government, COSLA, councils

, NHS boards and Integration Authorities

working together

11. Support integrated financial management by | Inverclyde already has a medium term | Chief Financial Officer Already in place
developing a longer-term and more integrated | financial plan in place for the 1JB. We
approach to financial planning at both a work closely with the Council and Health
national and local level. All partners should Board on financial planning to support
have greater flexibility in planning and future investment decisions.
investing over the medium to longer term to
achieve the aim of delivering more Longer term finance plans for the 1B are
community-based care being developed in line with the Strategic
Plan
12. Agree local responsibility and accountability This is already in place and working well | Chief Officer Already in place
arrangements within Inverclyde. No significant issues or
disputes locally about accountability
arrangements.
13. Share learning from successful integration This is already happening. Officers from | Senior Management Already in place
approaches across Scotland Inverclyde are involved in local and | Team
national networks which involved shared
learning and best practice.
14, Address data and information sharing issues, | This is an ongoing issue for all parties | Chief Officer and Head of | April 2020

recognising that in some cases national
solutions may be needed

and does cause excessive operational
difficulties at times. A long term
resolution of this would be welcomed but
requires a national solution and funding
to be identified.

Strategy & Support
Services to continue
discussions with
NHSGG&C and
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Inverclyde Council

15.

Review and improve the data and intelligence
needed to inform integration and to
demonstrate improved outcomes in the future.

More work on producing meaningful data
around Set Aside and localities is being
developed.

NHSGG&C to provide
agreed Set Aside
datasets

September 2019




	00 Calling Notice & List of Items
	02 Minute
	03 Rolling Action List
	04 Financial Monitoring Report
	04 IJB-04-2019-LA P7 Monitoring Report 201819
	Report No: IJB/04/2019/LA
	Contact Officer:

	Report By: 
	Louise Long

	Contact No:  01475 715381  
	Louise Long
	BACKGROUND
	YES     (see attached appendix) 
	NO – This report does not introduce a new policy, function or strategy or recommend a change to an existing policy, function or strategy. Therefore, no Equality Impact Assessment is required.
	√

	04z Overall HSCP Report Period 7 201819

	05 Set Aside Budgets
	Report No: IJB/05/2019/LA
	Contact Officer:

	Report By: 
	Louise Long

	Contact No:  01475 715381  
	Louise Long
	BACKGROUND
	YES     (see attached appendix) 
	NO – This report does not introduce a new policy, function or strategy or recommend a change to an existing policy, function or strategy. Therefore, no Equality Impact Assessment is required.
	√

	06 Records Management Plan
	06 IJB-02-2018-HW Inverclyde RMP Committee Covering Paper
	Report No: IJB/02/2019/HW
	Contact Officer:

	Report By: 
	Contact No: 01475 715285      
	BACKGROUND
	Legislation
	Content of the Records Management Plan (RMP) and Memorandum of Understanding (MoU)

	YES     
	NO – This report does not introduce a new policy, function or strategy or recommend a change to an existing policy, function or strategy.  Therefore, no Equality Impact Assessment is required.
	x

	06y IHSCP RMP for IJB Jan 2019
	Records Management Plan
	Summary

	About the Public Records (Scotland) Act 2011
	About Integration Joint Boards

	06z MoU  -  RMP
	Overarching Memorandum of Understanding (MoU) Between
	Contents
	1 Parties, Scope and Purpose 1
	2 Corporate Responsibility 3

	1. PARTIES, SCOPE AND PURPOSE
	1.1 Name and details of the parties
	1.3 Context
	1.4 Purpose
	1.5 Records Management
	1.6 Parties’ Responsibilities

	2. CORPORATE RESPONSIBILITY
	Corporate Responsibility

	3. SIGN-OFF AND RESPONSIBILITIES
	3.1 Name of Accountable Officer, etc.
	3.2 Leads for Records Management
	3.3 Signatories
	3.4 Sign off



	07 Big Lottery Women's Project Update
	Louise Long

	09 IJB Membership Update
	29 January 2019 
	Date:
	VP/LP/017/19
	Contact Officer:

	Report No: 
	Report By: 
	Louise Long, Corporate Director (Chief Officer), Inverclyde Health & Social Care Partnership

	01475 712180
	Contact No:
	YES     (see attached appendix) 
	NO – This report does not introduce a new policy, function or strategy or recommend a change to an existing policy, function or strategy.  Therefore, no Equality Impact Assessment is required.
	X
	CONSULTATIONS

	10 Minute Audit Cttee
	11 Audit Scotland Reports NHS and Integration
	11 IJB-03-2019 Audit Scotland Reports NHS and Integration (3)
	Report No: IJB/03/2019/LA
	Contact Officer:

	Report By: 
	Louise Long

	Contact No:  01475 715381  
	Louise Long
	BACKGROUND
	YES     (see attached appendix) 
	NO – This report does not introduce a new policy, function or strategy or recommend a change to an existing policy, function or strategy. Therefore, no Equality Impact Assessment is required.
	√

	11x App A Audit Scotland NHS in Scotland Report
	Contents
	Key facts
	Summary
	Key messages
	Recommendations

	Introduction
	Part 1. Why is immediate action needed?
	Key messages
	Exhibit 1. Health funding breakdown 2017/18
	Exhibit 2. Trends in the health budget in Scotland, 2008/09 to 2017/18
	Exhibit 3. Scottish Government loans provided to NHS boards, 2009/10 to 2017/18 and repayments made by NHS boards
	Exhibit 4. Percentage of total savings that were non-recurring by NHS board, 2016/17 to 2017/18
	Exhibit 5. Cost pressures in 2017/18
	Exhibit 6. Indicators of demand and activity for acute services in 2017/18
	Exhibit 7. NHS Scotland performance against key national performance standards 2016/17 to 2017/18
	Exhibit 8. Workforce pressures in the NHS

	Part 2. What needs to change?
	Key messages
	Case study 1. Scottish Government corporate governance review of 

	Endnotes
	Appendix 1. Audit methodology
	Appendix 2. Financial performance 2017/18 by NHS board
	Appendix 3. NHS performance against key LDP standards in 2017/18

	11y App B Health and Social Care Integration Update Report
	Key facts
	Summary
	Key messages
	Recommendations

	Introduction
	Policy background
	About this audit
	Exhibit 1. Integration Joint Boards

	Part 1. The current position
	Integration Authorities oversee almost £9 billion of health andsocial care resources
	Exhibit 2. Resources for integration
	Exhibit 3. Reserves held by IJBs in 2017/18
	Hospital services have not been delegated to IAs in most areas
	Monitoring and public reporting on the impact of integration needs to improve
	Exhibit 4. Health and wellbeing outcomes and indicators
	Exhibit 5. National performance against six priority areas
	Integration Authorities’ performance reports show local improvement
	Exhibit 6. Examples of impact from integration

	Part 2. Making integration a success
	Exhibit 7. Features central to the success of integration
	A lack of collaborative leadership and cultural differences areaffecting the pace of change
	Exhibit 8. Traits of effective collaborative leaders
	Good strategic planning is key to integrating and improving health and social care services
	Case study 1. Shetland Scenario Planning
	Case study 2. Angus – Enhanced community support model
	Case study 3. The Glasgow Housing Options for Older People (HOOP) approach
	Longer-term, integrated financial planning is needed to deliver sustainable service reform
	Exhibit 9. The percentage of expenditure on institutional and community-based care
	Case study 4. South Lanarkshire redirecting resources to provide more community-based care
	It is critical that governance and accountability arrangements are made to work locally
	Case study 5. Governance arrangements in Aberdeen City IA
	Case study 6. Locality approach in South Lanarkshire
	IAs are using data to varying degrees to help plan and implement changes to services but there are still gaps in key areas
	Meaningful and sustained engagement will inform service planning and ensure impact can be measured
	Case study 7. Edinburgh IJB: public engagement

	Endnotes
	Appendix 1. Audit methodology
	Our audit questions
	Our methodology

	Appendix 2. Advisory group members
	Appendix 3. Progress against previous recommendations
	Appendix 4. Financial performance 2017/18

	11z IJB-03-2019-LA APPENDIX C




