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Gerard Malone
Head of Legal and Property Services

BUSINESS

** copy to follow

1. Apologies, Substitutions and Declarations of Interest Page
2. Inverclyde New Ways of Working
Report by Corporate Director (Chief Officer), Inverclyde Health & Social Care p
Partnership
NB: There will also be a presentation on this item
3. Minute of Meeting of Inverclyde Integration Joint Board of 20 June 2016 p
4. Directions from Integration Joint Board to Inverclyde Council and NHS Greater
Glasgow and Clyde
Report by Corporate Director (Chief Officer), Inverclyde Health & Social Care | p
Partnership
5. Freedom of Information Arrangements
Report by Corporate Director (Chief Officer), Inverclyde Health & Social Care | p
Partnership
6. Freedom of Information
Report by Corporate Director (Chief Officer), Inverclyde Health & Social Care | p
Partnership
7. Period 3 Financial Report

**

Report by Corporate Director (Chief Officer), Inverclyde Health & Social Care
Partnership
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Health Board Financial Allocation 2016/17
Report by Corporate Director (Chief Officer), Inverclyde
Partnership

Health

Social

Care

Performance Exceptions Report
Report by Corporate Director (Chief Officer), Inverclyde
Partnership

Health

Social

Care

10.

HSCP Complaints Annual Report 2015/16
Report by Corporate Director (Chief Officer), Inverclyde
Partnership

Health

Social

Care

11.

Delayed Discharge Performance
Report by Corporate Director (Chief Officer), Inverclyde
Partnership

Health

Social

Care

12.

Risk Management Policy and Strategy
Report by Corporate Director (Chief Officer), Inverclyde
Partnership

Health

Social

Care

13.

Imatter Update
Report by Corporate Director (Chief Officer), Inverclyde
Partnership

Health

Social

Care

14.

GP Health and Care Experience Survey 2015/16
Report by Corporate Director (Chief Officer), Inverclyde
Partnership

Health

Social

Care

15.

Strategic Service Planning
Report by Corporate Director (Chief Officer), Inverclyde
Partnership

Health

Social

Care

16.

Chief Officer’'s Report
Report by Corporate Director (Chief Officer), Inverclyde
Partnership

Health

&

Social

Care

The documentation relative to the following items have 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 the paragraphs of Part | of
Schedule 7(A) of the Act as are set opposite the heading to each item

17. Living Wage Paras 9 & 12
Report by Corporate Director (Chief Officer), Inverclyde Health &
Social Care Partnership on the implications of implementing the
Living Wage in relation to the provision of Adult Care

18 Governance of HSCP Commissioned External Organisations Para 6

Report by Corporate Director (Chief Officer), Inverclyde Health &
Social Care Partnership on matters relating to the HSCP
governance process for externally commissioned Social Care

Services
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19.

Report on Care Home

Report by Corporate Director (Chief Officer), Inverclyde Health &
Social Care Partnership on issues relating to a particular care
home

Para 6

Enquiries to - Sharon Lang - Tel 01475 712112
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INVERCLYDE

Health and Social AGENDA ITEM NO: 2
Care Partnership

Report To: Inverclyde Integration Joint Board Date: 18 August 2016

Report By: Brian Moore Report No: 1JB/51/2016/BC
Corporate Director (Chief Officer)
Inverclyde Health and Social Care
Partnership (HSCP)

Contact Officer: Beth Culshaw Contact No: 01475 715283
Head of Health and Community
Care

Subject: INVERCLYDE NEW WAYS OF WORKING

PURPOSE

The purpose of this report is to advise the Integration Joint Board of the range of work
underway across Inverclyde in relation to the New Ways of Working pilot.

SUMMARY

General Practice is under considerable pressure as a result of increasing workload and
workforce shortages. It is recognised that one of the major concerns in the health and
social care system at present is that few of the professionals involved are truly working
at the ‘top of their licence’, i.e. many are engaged in a significant proportion of
tasks/activity that could be more effectively done by others.

The role of the General Practitioner and other professionals in Primary Care in future
must be able to make best use of the unique experience and skills of each.

In order to improve outcomes, GPs need to be freed up from activities that do not
require GP involvement and other health and social care professionals require to
become more accessible.

RECOMMENDATIONS

The Integration Joint Board is asked to note the range of work in progress, and consider
the potential future delivery of Primary Care and consequential resource implications.

Brian Moore
Corporate Director
(Chief Officer)
Inverclyde HSCP
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BACKGROUND

In September 2015, Inverclyde HSCP was approached to consider the opportunity to
work in partnership with NHS Greater Glasgow and Clyde, the Scottish Government
and the British Medical Association (BMA) to explore new ways of working and inform
the development of the new GP contract.

An unprecedented combination of pressures has resulted in the continued delivery of
Primary Care in its current format no longer being tenable. Pressures driving change
include demographic changes; increasingly complex health care needs; workforce
shortages; financial demands and public expectations.

By changing the role of GPs, it is expected that we will improve recruitment and
retention and strengthen the crucial role of General Practice and Primary Care within
the wider health and social care system.

The revised role of the GP is envisaged to be that of a senior clinical decision-maker in
the community who will focus upon:-

e Complex Care in the Community
e Undifferentiated Presentations
¢ Whole System Quality Improvement and Clinical Leadership

Complex Care in the Community

GPs will spend a greater proportion of their time delivering care to patients with multiple
co-morbidity, general frailty associated with age, and those with requirements for
complex care, e.g. children or adults with multiple conditions including mental health
problems or significant disabilities. The system will be focused on knowing its
population and assessing where there is potential to achieve better outcomes. Each
Practice would therefore need to be supported with adequate information to proactively
identify this cohort of patients, and to then work with others to devise an appropriate
care plan to ensure that these patients receive the optimum care and support.

One of the main aims of this change in approach/focus is to reduce the avoidable time
spent in hospital by patients with complex needs, where this is appropriate. It is broadly
agreed that where care at home is desirable and adequately supported, it is better for
patients. GPs spending more time on patients with complex needs would help to
ensure that admission to Acute care should only be to achieve a specific outcome, or
for an assessment or treatment that could only be provided in a hospital setting.

GPs will also be involved in establishing protocols for community teams on how to
manage patients with complex needs and develop anticipatory care plans for these
patients in order that they can be cared for in their own homes for as long as possible.
As the expert generalist in the community, GPs will also support these community
teams when any expert GP input is required.

Undifferentiated Presentations

Seeing patients who are unwell, or believe themselves to be unwell, has to remain a
core part of General Practice as it is the basis for learning the clinical skills required of a
generalist and is expected by patients. However, GPs are a limited resource and their
capacity to see patients is finite. There will, therefore, need to be a balance found
between access to GP appointments, access to other health professionals where that is
more appropriate, and encouraging patients to seek self-care where appropriate.

The new model of care, with everyone working to the top of their licence, will require
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other health professionals to be more involved in meeting immediate patient needs.
Working alongside GPs they need to be able to efficiently assess and treat patients,
within their clinical competence. It will be essential that they are able to complete
episodes of care without recourse to the GP on a significant number of occasions. Yet,
GPs must retain oversight of the service and must maintain longitudinal patient contact
to develop and maintain the skills that are required to manage complex care.

Practices should act as a “patient gateway” to ensure that patients are being adequately
streamed to the most appropriate service. Patients should experience contacting the
Practice, either in person or remotely, as a way to obtain advice on how best to have
their needs met most efficiently by the service. GPs should oversee and manage the
process to ensure it is effective and that streaming of patients is clinically appropriate.

Whole System Quality Improvement and Clinical Leadership

GPs must have regular protected time to be able to develop as clinical leaders, with the
intended outcome that they become fully involved in assessing and developing services
intended to meet the needs of their patients and local communities.

As senior clinical decision-makers, GPs will assess the overall performance of their own
Practice, Practices within their cluster and the wider community team, with a clear focus
on outcomes of relevance to patients leading to suggestions for improvement that will,
in turn, be evaluated by them and others. This will require GPs to have influence to
direct change within the wider health and social care organisations. Indeed, it is
doubtful that health and social care organisations can be successful without the
significant involvement and engagement of GPs in this meaningful way.

Whilst it is recognised that many GPs may not currently see themselves attracted to
broader leadership roles and responsibilities, each will need to be involved in
improvement activity in both their Practice and the wider system, as any significant
improvement in patient outcomes is only likely to be achieved if every senior clinician is
engaged in these activities at some level.

CURRENT POSITION

Following initial engagement sessions led by the Partnership, NHS Greater Glasgow
and Clyde, the Scottish Government and the BMA, all 16 Practices in Inverclyde signed
up to participate in the pilot.

Feedback from these sessions, complemented by a wider multi-disciplinary session
(including Practice Managers (PM), Practice Nurses (PN), Pharmacy, District Nurses
(DN), Allied Health Professionals (AHP), Public Representatives, Third Sector and
Housing colleagues), clarified areas to address into 3 broad categories:-

e Communication
e Operational
e Transformational

Communication and Operational

From the sessions it became apparent that there was not widespread or consistent
awareness of the full range of services available within Inverclyde or, indeed, how to
access these. There was also frustration at some issues in operational systems which
were resulting in delays and inefficiencies in day to day working. Work has been
ongoing in these areas to fully identify the issues and explore how to address these
whilst also communicating across teams to improve understanding and up to date
knowledge of all services within Inverclyde.



Transformational

Transformational work has focused upon a number of Tests of Change, identified by the
Primary Care workforce as areas where realignment of activity could achieve the aim of
releasing GP capacity:-

To develop a reliable and responsive Community Phlebotomy Service;
implementation of a pre-bookable service that would run in parallel with the
existing service. Five local GP Practices are involved in this pilot to evaluate the
impact on GPs and Practice Nurses in terms of releasing capacity. The impact
would also be measured for existing community phlebotomy, treatment rooms
and district nursing services.

Addressing early intervention and prevention for people with long-term
conditions. Implementation of Activity of Daily Living (ADL) smartcare system to
increase self-management of non-acute conditions, direct patient access to
some items of aids to daily living, timely access to Occupational Therapy (OT)
for those patients at high risk and reduce dependence on GP Practice services.
We envisage that 6 local Practices will be involved in this Test of Change.

To provide first point of contact for assessment, diagnosis and initial
management of Musculoskeletal (MSK) conditions in a GP Practice setting. This
test will take place in 3 GP Practices in the hope that patients requiring early
interventions in acute MSK conditions will access the right person at the right
time. It is envisaged that this model will reduce the patient journey, reduce GP
referrals to MSK, reduce the need for longer courses of physio treatment and
use Secondary Care services effectively.

Exploring opportunities for working differently to maximise the nursing potential
within Practice and Community setting. Test the role of Advanced Nurse
Practitioner (ANP) based on learning from other areas. This test is in
preparatory stages working with local PNs and Community Nurses to determine
current roles and opportunities for working at an advanced level. Work is also
underway to develop local Health Care Assistants and determine the way
forward with this role in Practices.

Manage home visits more effectively by testing implementation of telephone
triage. One GP Practice will be involved in this test, with support from one of our
experienced PNs, as will other key professionals. This test will then focus on
responses to home visit requests to determine which patients could be safely
managed by other members of the Primary Care team.

5.3 Other Areas

Pharmacy — each Practice has been allocated additional support to shift the
balance of pharmacy workload from GPs to Pharmacists. This will take shape in
various formats depending on Practice need; examples are: acute/special
prescriptions, clinics, medication advice and medication reviews.

Older People — developing how older people are assessed and supported within
Acute and the community is underway, including the introduction of early
Comprehensive Geriatric Assessment in Inverclyde Royal Hospital and
consideration of how Community Geriatrician support can enhance care for older
people in the community. This supports New Ways by providing access to the
right person/support at the right time in the right place.

5.4 Complementary Workstreams

In addition to the tests of change, the work is underpinned by a number of
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complementary workstreams, all within direct GP involvement:-

e Patient and Carer Involvement — recognising that to move workload from GPs to
a range of other professionals, a key element is to inform the public of the need
for change, utilise their input to understand how and why they access services
and to begin to redirect to other services, we are working closely with Your Voice
to engage with patients and carers.

e Education and Communication — in redesigning services locally, we have
researched to understand how some of the issues we are facing have been
addressed elsewhere, rather than perhaps trying to reinvent the wheel from
scratch. The existing Continuing Professional Development Group is using this
to programme this year’s work, through formal Protected Learning Time events
and more informal network communication.

o Data and Outcomes — clearly in utilising the methodology of Tests of Change, to
understand the impact upon activity, we not only need to know what activity
changes but also what activity was happening as a baseline. We are
endeavouring to build this in at the outset of each piece of work, supported by
the expertise of colleagues in Public Health and Information Services Division.
This is an area of particular challenge as, unlike activity in Secondary Care,
much of Primary Care activity historically has not been vigorously recorded.

e Quality and Leadership — given the pivotal change to embed a qualitative
approach to Primary Care, a range of initiatives are underway. Facilitated
sessions for GPs, PMs and PNs have commenced in 4 locations, sharing basic
tools and techniques for Quality Improvement and using the time to identify
common themes/areas for improvement. In addition, access to Quality
Improvement Workshops at a Board level has been provided for some key
individuals, with local workshops planned for PMs, PNs and any other interested
parties. Over the course of the next 12 months, 5 groups will commence
working together following a national facilitated programme, Collaborative
Leadership in Practice. This will be delivered locally in 4 geographic clusters
and with the fifth supporting the work to improve pathways for older people
between Primary and Secondary Care. The Collaborative Leadership work is
key to widening the New Ways work beyond purely healthcare staff, and will
include Social Workers and Homecare Team Leads in particular, with the key
aim of improving understanding of how roles impact upon each other and can
change to meet the needs of our population more effectively.

PROPOSALS

The challenges leading to the development of the New Ways of Working project are
complex and multifactorial. Careful monitoring is underway to monitor the impact of
change and, in particular, the ability to move activity between services and/or
professionals encouraging all to work to the top of their licence. Inverclyde is not
unique in testing models of change, with some of the initiatives already tried in other
areas and, indeed, we have learned from this. However the scale of change, across
professions, with all Practices involved is not replicated elsewhere, giving us a unique
opportunity to progress a longer-term strategy of transformational change. To assist in
reviewing the impact and overview of the project, researchers from the Scottish School
of Primary Care at Glasgow University have been commissioned by the Scottish
Government to evaluate progress.

Of particular note to date has been the level of engagement and willingness to
participate we have secured from the local GP community, against the backdrop of the
whole purpose of the project, i.e. increasing demand for their services.



6.3

7.0

7.1

7.2

7.3

7.4

Going forward, a key issue will be finance. To date, the money supporting the project
has been on a one-off and non-recurring basis. Support secured, both directly
financially and support in kind, such as the Collaborative Leadership Programme, has
been considerably in excess of what we would have secured on a solely population
base. However, if we demonstrate the benefits of moving activity, inevitably the need
for recurring resources will arise and the 1JB should consider this in the light of any
available monies for allocation.

IMPLICATIONS
FINANCE
Financial Implications:

Funding in the region of £385,000 on a non-recurring basis has been allocated.

One off Costs

Cost Centre | Budget | Budget | Proposed | Virement Other Comments
Heading | Years Spend From
this
Report
£000
Health and New 2015-17
Community | Ways
Care

Annually Recurring Costs/ (Savings)

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

LEGAL

There are no legal issues within this report.

HUMAN RESOURCES

There are no human resources issues within 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.
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CONSULTATION

There has been ongoing discussion with the Staff Partnership Forum.

LIST OF BACKGROUND PAPERS

None.



48

49

50

AGENDA ITEM NO: 3

17

INVERCLYDE INTEGRATION JOINT BOARD — 20 JUNE 2016

Inverclyde Integration Joint Board

Monday 20 June 2016 at 3pm

Present: Councillors V Jones, J Clocherty (for S McCabe), J Mcllwee and L Rebecchi,
Mr A Macleod, Mr B Moore, Ms L Aird, Ms C Watt (for Ms R Garcha), Ms D McCrone,
Ms M Telfer, Mr | Bruce, Ms C Boyd and Ms S McLeod.

Chair: Councillor Mcllwee presided.

In attendance: Ms B Culshaw, Head of Health & Community Care, Ms H Watson,
Head of Health Improvement & Commissioning, Ms A McCrea (for Head of Children’s
Services & Criminal Justice), Chief Financial Officer, Ms V Pollock (for Head of Legal &
Property Services) and Ms S Lang (Legal & Property Services).

Apologies, Substitutions and Declarations of Interest

Apologies for absence were intimated on behalf of Councillor S McCabe, with Councillor
J Clocherty acting as proxy, Mr S Carr, Dr D Lyons, Mr R Finnie, Ms R Garcha, with Ms
C Watt acting as proxy, Dr H MacDonald and Ms C Roarty.

No declarations of interest were intimated.
Minute of Meeting of Inverclyde Integration Joint Board of 10 May 2016

There was submitted minute of the Inverclyde Integration Joint Board of 10 May 2016.
Decided: that the minute be agreed.

[JB Audit Arrangements

There was submitted a report by the Corporate Director (Chief Officer), Inverclyde
Health & Social Care Partnership (1) recommending the establishment of an Audit
Committee for the Inverclyde Integration Joint Board (1JB) and (2) setting out proposed
terms of reference, membership and meeting arrangements for the Committee.
Decided:

(1) that agreement be given to the establishment of an Audit Committee as a
standing committee of the Integration Joint Board and the remit and powers as set out
in Appendix 1;

(2) that the Board appoint six Members to serve on the IJB Audit Committee, having
due regard to the requirements set out in paragraph 4 of the report, as follows:

Voting Members

NHS Greater Glasgow & Clyde — Mr A Macleod and Mr S Carr

Inverclyde Council — Councillor S McCabe and Councillor L Rebecchi

Non-Voting Members

Mr | Bruce and Ms R Garcha

(3) that having due regard to the requirements set out in paragraph 4.4 of the report,
Mr A Macleod be appointed as Chair and Councillor S McCabe be appointed as Vice-
Chair of the 1JB Audit Committee;

03 MIN 11JB - 20 06 2016
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INVERCLYDE INTEGRATION JOINT BOARD — 20 JUNE 2016

(4) that the IIB Audit Committee meet at 1.30pm on the following dates, within the
agreed cycle of meetings:

18 August 2016

24 January 2017

14 March 2017; and

(5) that approval be given to the proposed audit arrangements set out in section 5 of
the report and the Chief Officer be directed to develop and implement a Service Level
Agreement with Inverclyde Council’s Chief Internal Auditor in relation to the internal
audit arrangements for the Integration Joint Board.

2015/16 Draft Annual Accounts

There was submitted a report by the Corporate Director (Chief Officer), Inverclyde
Health & Social Care Partnership (1) setting out a proposed approach for the Inverclyde
Integration Joint Board to comply with its statutory requirements in respect of its annual
accounts and (2) outlining the main aspects to be contained in the draft 2015/16
accounts which require to be submitted to the External Auditor.

Decided:

(1) that the Board approve the proposed approach to complying with the Local
Authority Accounts (Scotland) Regulations 2014;

(2) that the Board note the ongoing work in relation to the unaudited accounts for the
Inverclyde Integration Joint Board for 2015/16; and

(3) that it be agreed that the unaudited accounts for 2015/16 be submitted to the
Auditor.

Interim Budget 2016/17

There was submitted a report by the Corporate Director (Chief Officer), Inverclyde
Health & Social Care Partnership proposing the setting of an interim budget for the
Inverclyde Integration Joint Board for 2016/17, to be spent in line with the Strategic
Plan.

Decided:

(1) that the contents of the report be noted;

(2) that the Board agree an interim net budget of £50.084m to Inverclyde Council and
direct that this funding is spent in line with the Strategic Plan;

(3) that it be noted that the Health Board budget is not yet approved and that only an
indicative budget is available at this time which includes an unidentified savings target;
(4) that the Board agree an interim budget of £73.073m which excludes the “set
aside” budget to NHS Greater Glasgow & Clyde and directs that this funding is spent in
line with the Strategic Plan; and

(5) that it be noted that a further report on the budget and due diligence process will
be required in August 2016 when a finalised contribution from the Health Board will
have been confirmed.

Insurance Arrangements

There was submitted a report by the Corporate Director (Chief Officer), Inverclyde
Health & Social Care Partnership seeking approval to submit an application to become
a member of the Clinical Negligence and Other Risks Scheme (CNORIS).

Decided: that it be agreed to make an application to join the CNORIS Scheme.

03 MIN 11JB - 20 06 2016
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INVERCLYDE INTEGRATION JOINT BOARD — 20 JUNE 2016

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 paragraph 6 of Part | of
Schedule 7(A) of the Act.

54 Appendix to Minute of Meeting of Inverclyde Integration Joint Board of 10 May
2016

There was submitted appendix to the minute of the Inverclyde Integration Joint Board of

10 May 2016.
Decided: that the appendix to the minute be agreed.

03 MIN 11JB - 20 06 2016
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INVERCLYDE

H SC P AGENDA ITEM NO: 4
Health and Social
Care Partnership

Report To: Inverclyde Integration Joint Date: 18 August 2016
Board
Report By: Brian Moore, Corporate Director Report No: VP/LP/093/16

(Chief Officer), Inverclyde Health
and Social Care Partnership

Contact Officer: Brian Moore Contact No: 01475 712722

Subject: Directions from Integration Joint Board to Inverclyde Council and
NHS Greater Glasgow and Clyde

PURPOSE

The purpose of this report is to seek approval from the Inverclyde Integration Joint Board (1JB)
to issue directions to Inverclyde Council and Greater Glasgow & Clyde NHS Board (the Health
Board) in respect of the delivery of the functions delegated to the IJB under the Public Bodies
(Joint Working) (Scotland) Act 2014 (the Act).

SUMMARY

The Act places a duty on the 1JB to develop and publish a Strategic Plan for integrated
functions and budgets under its control. The 1JB approved its Strategic Plan at its meeting on
15 March 2016 which was thereafter published on the HSCP website. Responsibilities for
services and functions were then fully delegated from Inverclyde Council and the Health Board
to the IJB as from 1 April 2016.

The Act also places a duty on the 1IB to set out its mechanism for implementing the Strategic
Plan and this is to take the form of Directions from the IJB to Inverclyde Council and the Health
Board.

This report sets out the proposed Directions to both Inverclyde Council and the Health Board
relating to those functions and services which have been delegated by both parties to the 1JB.

RECOMMENDATION

It is recommended that the Inverclyde Integration Joint Board:-
(1) approves the Directions to Inverclyde Council and Greater Glasgow & Clyde NHS
Board in respect of the delivery of the functions delegated to the Inverclyde Integration

Joint Board as set out in Appendix 1 of this report;

(2) delegates authority to the Chief Officer to issue the Directions to the Chief
Executives of Inverclyde Council and Greater Glasgow & Clyde NHS Board; and

(3) agrees that both sets of Directions are reviewed by the Inverclyde Integration Joint
Board as and when updates are required and at a minimum on an annual basis in
respect of the following financial year.



Brian Moore
Corporate Director
(Chief Officer)
Inverclyde HSCP
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BACKGROUND

The Public Bodies (Joint Working) (Scotland) Act 2014 (the Act) places a duty on the I1JB to
develop and publish a Strategic Plan for integrated functions and budgets under its control.
The 1JB approved its Strategic Plan at its meeting on 15 March 2016 which was thereafter
published on the HSCP website. Responsibilities for services and functions were then fully
delegated from Inverclyde Council and the Health Board to the 1JB as from 1 April 2016.

The Act also places a duty on the 1JB to set out its mechanism for implementing the Strategic
Plan. The 1JB’s mechanism to implement the Strategic Plan is set out in Sections 26 to 28 of
the Act. This mechanism takes the form of binding written directions from the 1JB to one or both
of Inverclyde Council or the Health Board. A direction must be issued in respect of every
function which has been delegated to the IJB and must set out how each function is to be
delivered and the budget associated with that. One direction can cover more than one function.

CONTENT OF DIRECTIONS

Directions should set out a clear framework for operational delivery of the functions that have
been delegated to the IJB. A function can be described in terms of delivery of services,
achievement of outcomes, and/or by reference to the Strategic Plan. The direction may also
specify what the Health Board or Council is to do in relation to carrying out a particular function
and so there is scope to include detailed operational instructions in relation to particular
functions (and associated services).

Directions must include detailed information on the financial resources that are available for
carrying out the functions that are the subject of the Directions, including the allocated budget
and how that budget (whether it is a payment, or an amount made available) is to be used.

No standard template or format for Directions have been prescribed. The Scottish Government
has produced only a good practice note — which is not statutory guidance — for 1JBs in relation
to Directions. The format of Directions is therefore a matter for each 1JB, taking into account
the legislative requirements of Sections 26 to 28 of the Act. The draft Directions attached at
Appendix 1 are therefore framed within the context of the IJB’s Strategic Plan and existing
operational arrangements.

ISSUE AND REVISAL OF DIRECTIONS

A Direction does not have a fixed timescale and will remain in place until it is varied, revoked or
superseded by a later Direction issued by the 1JB in respect of the same function.

It would be good practice to review the Directions on a regular basis and particularly when there
are any developments — such as changes to strategic and/or operational plans or when action
is needed to balance budgets.

The mechanism of Directions has flexibility to ensure that delivery of integrated health and
social care functions is consistent with the Strategic Plan, and takes account of any changes in
local circumstances.

IMPLICATIONS

Finance

The Directions include the budget allocation made available to Inverclyde Council and the
Health Board to deliver the relevant functions as agreed by the IJB at its meeting of 20 June
2016.

One Off Costs

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

N/A

Annually Recurring Costs/(Savings)

Cost Centre | Budget With Annual Net Virement Other Comments
Heading | Effect Impact From (if
From Applicable)
N/A
Legal

The 1IB is, in terms of Sections 26 to 28 of the Public Bodies (Joint Working) (Scotland) Act
2014 required to direct Inverclyde Council and Greater Glasgow & Clyde NHS Board to deliver
services to support the delivery of the Strategic Plan.

Human Resources

There are no HR implications arising from this report.

Equalities

There are no equalities implications arising from this report.

CONSULTATIONS

The Corporate Director (Chief Officer) and the Chief Financial Officer of the Inverclyde Health &
Social Care Partnership, and the Head of Board Administration of Greater Glasgow and Clyde
NHS Board have been consulted in the preparation of this report.

CONCLUSIONS

The I1JB is required to issue Directions for the delivery of integrated health and social care
services as from 1 April 2016.

BACKGROUND PAPERS
Link to Integration Scheme:

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

INVERCLYDE

Health and Social
Care Partnership

INVERCLYDE INTEGRATION JOINT BOARD
DIRECTION

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

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 JB.

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

Health and Social Care Partnership Integration Scheme.

Associated Budget:

Budget
OBJECTIVE ANALYSIS 2016/17
£000
Budget SOCIAL WORK
SUBJECTIVE ANALYSIS 2016/17 Planning, Health Improvement & Commissioning 1,731
£000 Older Persons 22,778
SOCIAL WORK Learning Disabilities 6,327
Mental Health 1,117
Employee Costs 25,724] I Children & Families 10,689
Property costs 1,170f [physical & Sensory 2,062
Supplies and Services 728/ 'Addiction / Substance Misuse 1,038
Trangp_ort a_nd Plant 338 Business Support 2,005
ng'r;i:;at?&ﬁgféso dies 35 igj Assessment & Care Management 1,563
Inchne 13 ;338) Criminal Justice / Scottish Prison Service 0
SOCIAL WORK NET EXPENDITURE 50,084 [Homelessness 74
SOCIAL WORK NET EXPENDITURE 50,084

This direction is effective from 1 April 2016.
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INVERCLYDE INTEGRATION JOINT BOARD

DIRECTION

INVERCLYDE

Health and Social
Care Partnership

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

GREATER GLASGOW & CLYDE NHS 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.

Services:

Functions:

Associated Budget:

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
OBJECTIVE ANALYSIS 2016/17
£000
HEALTH
Children & Families 2,744
Health & Community Care 4,233
Budget Management & Admin 2,653
SUBJECTIVE ANALYSIS 2%%’37 Learning Disabilities 558
Addictions 1,827
HEALTH Mental Health - Communities 3,314
Employee Costs 21,317 [Mental Health - Inpatient Services 7,935
Property 499/ | Planning & Health Improvement 836
Suppl"efl & Itshe;"ic‘?s o zg'ggg Change Fund 1,504
Fami y Hea ervices (ne s . .
Prescribing (net) 17,422 Eiggi;izlth Services ig'igg
Resource Transfer 9,203 - — - !
Unidentified Savings (587) Unidentified savings (587)
Income (1,240)| |Resource Transfer 9,203
HEALTH NET EXPENDITURE 72,486/ |[HEALTH NET EXPENDITURE 72,486

An additional £17.704 million is set aside for large hospital services.

This direction is effective from 1 April 2016.
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INVERCLYDE

H SC P AGENDA ITEM NO: 5
Health and Social
Care Partnership

Report To: Inverclyde Integration Joint Date: 18 August 2016
Board
Report By: Brian Moore, Corporate Director Report No: VP/LP/092/16

(Chief Officer), Inverclyde Health
and Social Care Partnership

Contact Officer:  Vicky Pollock Contact No: 01475 712180
Subject: Freedom of Information Arrangements
PURPOSE

The purpose of this report is to seek approval for the adoption of a draft publication scheme for
the Inverclyde Integration Joint Board (IJB), as required by the Freedom of Information
(Scotland) Act 2002 (FOISA).

SUMMARY

The 1JB is designated as a public authority for the purposes of FOISA. This means that it is
subject to obligations under FOISA and will need to respond to requests for information which it
holds within the statutory timescales and have its own publication scheme.

This report advises the IJB of the proposed arrangements for meeting the legislative
requirements placed on it in terms of FOISA relating to how the 1JB holds and processes
information.

RECOMMENDATION
It is recommended that the Inverclyde Integration Joint Board:-

(1) approves the adoption of the Publication Scheme as detailed in Appendix 1 of this
report and agrees to its submission to the Scottish Information Commissioner for
approval;

(2) delegates authority to the Chief Officer to complete the preparation of the Guide to
Information as detailed in Appendix 2 of this report;

(3) delegates authority to the Chief Officer to prepare, complete and publish policies
and procedures, an internal review/appeals process and leaflet to staff and the public
detailing the Inverclyde Integration Joint Board’s arrangements for dealing with requests
for information in terms of the Freedom of Information (Scotland) Act; and

(4) delegates authority to the Chief Officer to review and amend as necessary the
Publication Scheme, Guide to Information, policies and procedures, internal
review/appeals process and draft leaflet to staff/the public in response to legislative
changes, best practice and operational requirements.



Brian Moore
Corporate Director
(Chief Officer)
Inverclyde HSCP
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BACKGROUND

The Freedom of Information (Scotland) Act 2002 (FOISA) — and the related Environmental
Information (Scotland) Regulations 2004 (EIRs) — provide any applicant with the right to request
— and be provided with — any recorded information held by Scotland’s public authorities. If an
authority considers that information should not be released it is required to justify its decisions
by applying one or more defined exemptions (or under the EIRs — exceptions).

The 1JB has been designated as a “public authority” for the purposes of FOISA. This means
that it is subject to both FOISA and the EIRs and must put in place the necessary arrangements
for properly responding to requests for information.

The 1JB’s responsibilities under FOISA and the EIRs are supplemented by Codes of Practice
issued by the Scottish Government and compliance with the legislation is monitored by the
Scaottish Information Commissioner, who provides advice and guidance on the operation of the
legislation

The 1JB is required to have the following:-

i. A Publication Scheme — Section 23 of FOISA imposes a specific duty on all Scottish
public authorities to adopt and maintain a scheme that relates to the publication of
information by the authority (a “Publication Scheme”). A Publication Scheme sets out
the types of information that a public authority routinely makes available. The 1JB will
need to put in place a Publication Scheme, along with a guide setting out which
information it will make available. The Publication Scheme at Appendix 1 follows the
model approved by the Scottish Information Commissioner and it is proposed that this
Publication Scheme is adopted by the 1JB. Once a public authority has agreed to adopt
the scheme, the Scottish Information Commissioner must be notified of its adoption.

ii. A guide to information, a draft of which is attached at Appendix 2.
iii.  Policies and procedures in place on how the 1JB responds to requests for information.

iv.  An internal review/appeals process to consider cases where an applicant is dissatisfied
with a response to a request for information, or there has been a failure to respond.

v. Arrangements in place to make staff and the public aware of the procedures to follow
and to distinguish appropriately between requests that should be processed by
Inverclyde Council or Greater Glasgow and Clyde NHS Board rather than the 1JB. The
determining factor is who holds the information.

The information needed for iii to v is being developed and authority is sought to prepare,
complete and publish these documents on the relevant website.

It is likely that the IJB will only hold a very limited amount of information to begin with and the
Publication Scheme and Guide to Information reflect that position. It is also important to note
that the 1IJB must respond to requests made directly to the 1JB for information which it holds.
The 1JB cannot simply refer requests on to the Council or Health Board to deal with — unless the
information requested is held by those parties rather than the 1JB. The Council and Health
Board will continue to be responsible for requests relating to information they hold about the
delivery of health and social care services under their own existing freedom of information
policies and procedures.

In order to comply with its duties under FOISA and the EIRs, the IIB will be supported by
officers from both Inverclyde Council and Greater Glasgow and Clyde Health Board with
relevant experience in dealing with freedom of information matters.

IMPLICATIONS

Finance
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The IIB is entitled to charge fees for certain types of requests for information and the 1JB’s
charging policy is set out in the Guide to Information.

One Off Costs

Cost Centre | Budget Budget | Proposed Virement Other Comments
Heading | Years Spend this From
Report
N/A

Annually Recurring Costs/(Savings)

Cost Centre | Budget With Annual Net Virement Other Comments
Heading | Effect Impact From (if
From Applicable)
N/A
Legal

The 1JB is required under the Freedom of Information (Scotland) Act 2002 to respond to
requests for information and have a Publication Scheme in place.

Human Resources
There are no HR implications arising from this report.
Equalities

The relevant legislation requires that equality issues are taken into account in responding to
requests for information.

CONSULTATIONS

The Corporate Director (Chief Officer) and the Chief Financial Officer of the Inverclyde Health &
Social Care Partnership, and the Head of Board Administration of Greater Glasgow and Clyde
NHS Board have been consulted in the preparation of this report.

CONCLUSIONS

The 1JB requires to adopt a Publication Scheme and have in place suitable arrangements to
deal with freedom of information requests.
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Introduction

1.

The Freedom of Information (Scotland) Act 2002 (the Act) requires Scottish public authorities
to adopt and maintain a publication scheme. Authorities are under a legal obligation to:

(i)  publish the classes of information that they make routinely available

(i)  tell the public how to access the information they publish and whether information is
available free of charge or on payment.

The Act also allows for the development of model publication schemes which can be adopted
by more than one authority. The Commissioner’s Model Publication Scheme was
approved on 29 March 2016.

The Commissioner has issued a Guide for Scottish Public Authorities to accompany the
model scheme. This is essential reading for authorities adopting the model scheme as it
explains the requirements of the scheme in detail and provides lists of types of information
the Commissioner expects authorities to publish.

Definition of “published” information

4.

For the purposes of this Model Publication Scheme, to be “published”, information must be:
(i)  already produced and prepared and
(i)  available to anyone to access easily without having to make a request for it

Research and information services which involve the commissioning of new information are
not “publications”.

Adopting this model scheme

6.

It is expected that the model scheme will be adopted by any authority which is subject to the
Freedom of Information (Scotland) Act 2002. For more information about which bodies this
applies to, please visit http://www.itspublicknowledge.info/YourRights/\Whocanlask.aspx

Adoption commits an authority to:
(i)  adopting the model scheme, and any updates to it, without amendment

(i)  publishing the information, including environmental information, that it holds and which
falls within the classes of information below.

(i)  ensuring that the way it publishes its information meets the Model Publication Scheme
Principles.

(iv)  producing a Guide to Information which sets out the information the authority publishes
through the model scheme, how to access it, whether there is a charge for it and how
to get help to access information.

(v) notifying the Scottish Information Commissioner that it has adopted the model
scheme.
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8.

Where an authority fails to meet the above commitments, it cannot be considered to have
adopted the Commissioner’'s model scheme and may be failing with the duty to adopt and
maintain a publication scheme in line with section 23(1) of the Act.

Notifying the Commissioner

g

10.

11.

Authorities adopting the model publication scheme for the first time must notify the
Commissioner that they have done so. Thereafter no further notification is required unless
the Commissioner has revoked approval (because the authority is not complying with the
scheme).

The Commissioner will regularly review the model scheme and will consult authorities before
making any substantive changes. The Commissioner will notify authorities of any changes.

The Commissioner will continue to monitor the effectiveness of authorities’ application of the
model publication scheme. As required, she may contact individual authorities about
practice issues, in line with her Enforcement Policy.

Model Publication Scheme principles

Principle One: Availability and formats

12.

13.

Information published through this model scheme should, wherever possible, be made
available on the authority’s website.

There must be an alternative arrangement for people who do not wish to, or who cannot,
access the information either online or by inspection at the authority’s premises. An authority
may e.g., arrange to send out information in paper copy on request (although there may be a
charge for doing so).

Principle Two: Exempt information

14,

If information described by the classes cannot be published and is exempt under Scotland’s
freedom of information laws e.g., sensitive personal data or a trade secret, the authority may
withhold the information or provide a redacted version for publication, but it must explain why
it has done so.

Principle Three: Copyright and re-use

15.

16.

17.

The authority’s Guide to Information must include a copyright statement which is consistent
with the fair dealing provisions of the Copyright, Designs and Patents Act 1988. Where the
authority does not hold the copyright in information it publishes, this should be made clear.

Any conditions applied to the re-use of published information must be consistent with the Re-
Use of Public Sector Information Regulations 2015.

The Commissioner recommends that authorities adopt the Open Government Licence and/or
the non-commercial Government Licence, produced by The National Archives for their
published information.

Principle Four: Charges

18.

The Guide to Information must contain a charging schedule, explaining any charges and how
they will be calculated.
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19.

20.

No charge may be made to view information on the authority’s website or at its premises,
except where there is a fee set by other legislation e.g., for access to some registers.

The authority may charge for computer discs, photocopying, postage and packing and other
costs associated with supplying information. The charge must be no more than these
elements actually cost the authority e.g. cost per photocopy or postage. There may be no
further charges for information in Classes 1 — 7 below. An exception is made for commercial
publications (see Class 8 below) where pricing may be based on market value.

Principle Five: Contact details

21.

22.

The authority must provide contact details for enquiries about any aspect of the adoption of
the model scheme, the authority’s Guide to Information and to ask for copies of the
authority’s published information.

The Act requires authorities* to provide reasonable advice and assistance to anyone who
wants to request information which is not published. The authority’s Guide to Information
must provide contact details to access this help.

Principle Six: Duration

23.

Once published through the Guide to Information, the information should be available for the
current and previous two financial years. Where information has been updated or
superseded, only the current version need be available (previous versions may be requested
from the authority).

! Section 15 of the Freedom of Information (Scotland) Act 2002 and regulation 9 of the Environmental
Information (Scotland) Regulations 2004
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The Classes of Information

Class

Description

1 | About the authority

Information about the authority, who we are, where to
find us, how to contact us, how we are managed and
our external relations

How we deliver our functions

Information about our work, our strategies and policies

2 d . for delivering functions and services and information for
and services our service users
3 How we take decisions and Information about the decisions we take, how we make
what we have decided decisions and how we involve others
Information about our strategy for, and management of,
4 What we spend and how we financial resources (in sufficient detail to explain how

spend it

we plan to spend public money and what has actually
been spent)

How we manage our human,
5 | physical and information
resources

Information about how we manage the human, physical
and information resources of the authority.

How we procure goods and
6 | services from external
providers

Information about how we procure goods and services
and our contracts with external providers

7 | How we are performing

Information about how we perform as an organisation
and how well we deliver our functions and services

8 | Our commercial publications

Information packaged and made available for sale on a
commercial basis and sold at market value through a
retail outlet e.g., bookshop, museum or research
journal.

9 | Our open data

Open data made available by the authority as
described by the Scottish Government’s Open Data
Strategy and Resource Pack, available under an open
licence.
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Document control sheet

Document Information

Full name of current version: Class, Title, Version No and
Status.

E.g. C5 Key Documents Handbook vO1 CURRENT ISSUE

C2 Model Publication Scheme v01 CURRENT ISSUE

VC Fileld 69809
Type Briefing
Approver SMT
Responsible Manager HOPI

Date of next planned review

31 March 2017

Approval & Publication

Approval Date (major version)

29 March 2016

For publication (Y/N)

Y

Date published

14 April 2016

Name of document in website file library

ModelPublicationScheme

Corrections / Unplanned or Ad hoc reviews (see Summary of changes below for details)

Date of last update

Summary of changes to document

Date Action Version New Brief description
by updated version
number
(initials) | (e.o. (e.0. (e.g. updated paras 1-8, updated HOPI to HOOM, reviewed whole
v01.25-36) | v01.27, or section on Pl test, whole document updated, corrected typos,
02.03) reformatted to new branding)

05/04/16 JAW 01.00 01.01 New document created
05/04/16 JAW 01.01 01.02 Addition of VC FilelD
14/04/16 JAW 01.02 01.03 Correction to cross references to VC documents
14/04/16 KB 01.03 01.04 DCS updated
14/04/16 KB 01.04 01.05 DCS updated, published on website
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Scottish Information Commissioner
Kinburn Castle

Doubledykes Road

St Andrews, Fife

KY16 9DS

t 01334 464610

f 01334 464611
enquiries@itspublicknowledge.info

www.itspublicknowledge.info



APPENDIX 2
INVERCLYDE

Health and Social
Care Partnership
Inverclyde Integration Joint Board

GUIDE TO INFORMATION AVAILABLE UNDER THE MODEL PUBLICATION SCHEME 2016

Contents

SECTION 1: Introduction to the Integration Joint Board — Guide to Information
SECTION 2: About Inverclyde Integration Joint Board

SECTION 3: Accessing Information under the Guide

SECTION 4: Information that we may withhold

SECTION 5: Our Charging Policy

SECTION 6: Our Copyright Policy

SECTION 7: Records Management Policy

SECTION 8: Contact details for enquiries, feedback and complaints
SECTION 9: How to access information which is not available in the Guide to Information
SECTION 10: Classes of Information

Class 1: About Inverclyde Integration Joint Board

Class 2: How we deliver our functions and services

Class 3: How we take decisions and what we have decided

Class 4: What we spend and how we spend it

Class 5: How we manage our human, physical and information resources
Class 6: How we procure goods and services from external providers
Class 7: How we are performing

Class 8: Commercial publications

Class 9: Open Data


langs
Typewritten Text

langs
Typewritten Text
APPENDIX 2


Section 1: Introduction

The Freedom of Information (Scotland) Act 2002 (the Act) requires Scottish public authorities to
adopt and maintain a publication scheme which has the approval of the Scottish Information
Commissioner, and publish information in accordance with that scheme. The publication scheme
must:

e publish the classes of information that the authority makes routinely available; and
e tell the public how to access the information and whether information is available free of
charge or on payment

Inverclyde Integration Joint Board has adopted the Model Publication Scheme 2016 which has
been produced and approved by the Scottish Information Commissioner.

You can see this scheme on our website at: https://www.inverclyde.gov.uk/health-and-social-care

You can also contact us at the address below if you prefer a copy of the Model Publication Scheme
2016, or this Guide to Information, to be provided in a different format.

The purpose of this Guide to Information is to:

e allow you to see what information is available (and what is not available) for the Inverclyde
Integration Joint Board in relation to each class in the Model Publication Scheme 2016;

state what charges may be applied;

explain how you can find the information easily;

provide contact details for enquiries and to get help with accessing the information; and
explain how to request information we hold that has not been published.

Alongside the Act, the Environmental Information (Scotland) Regulations 2004 (the EIRs) provide a
separate right of access to the environmental information that we hold. This guide to information also
contains details of the environmental information that we routinely make available.

Section 2: About Inverclyde Integration Joint Board

The Inverclyde Integration Joint Board (the Board) was established on 27 June 2015 as a corporate
body under the terms of the Public Bodies (Joint Working) (Scotland) Act 2014. It is one of 29
Integration Joint Boards each created covering one or more areas coterminous with that of local
authorities. The function of the Board which contains representatives of Inverclyde Council, Greater
Glasgow and Clyde NHS Board and a number of professional and stakeholder representatives, is to
provide arrangements for the development of the integration of health and social care. This
integration will improve the outcome for patients, service users, carers and their families. The Board
has delegated to it, in terms of the Act and an Integration Scheme approved by the Scottish
Ministers, functions and resources of Inverclyde Council and Greater Glasgow and Clyde NHS
Board.

The Board is commonly referred to as the Inverclyde Health and Social Care Partnership. This is the
public facing aspect of the Board and comprises the organisation drawing staff from the Council and
the Health Board which supports the Board in delivering its objectives.

Introducing the Inverclyde Integration Joint Board

The Board has its principal offices at Hector McNeil House
7-8 Clyde Square
Greenock
PA15 1NB
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Telephone 01475 715365 Fax [ ] e-mail HSCP.Communications@ggc.scot.nhs.uk
The Chief Officer of the Board is Brian Moore.

We cover the area of Inverclyde Council.

We work in co-operation with other Integration Joint Boards, Inverclyde Council and Greater Glasgow
and Clyde NHS Board and other agencies in planning and commissioning health and social care
services.

The governing body is the Integration Joint Board, which comprises 8 voting members — 4 members
appointed from Councillors on Inverclyde Council; 4 members from the Non-Executive Board
Members of Greater Glasgow and Clyde NHS Board. Additionally there are non-voting stakeholder
members and professional members. For more information on the Board see Section 10 — Classes
of Information — Class 1.

Section 3: Accessing Information under the Scheme
Availability and formats

The information we publish through this Guide to Information is, wherever possible, available on our
website. We offer alternative arrangements for people who do not want to, or cannot, access the
information online or by inspection at our premises. For example, we can usually arrange to send
information to you in paper copy (although there may be a charge for this — see Section 5: Our
Charging Policy).

Information in our Guide to Information will normally be available through the routes described below.
Section 10 — Classes of Information provides more details on the information available under the
Guide, along with additional guidance on how the information falling within each class may be
accessed.

Online:

Most information listed in our Guide to Information is available to download from our website. In many
cases a link within Section 10: Classes of Information will direct you to the relevant page or
document. If you are having trouble finding any document listed in our guide, then for further
assistance please contact:

Head of Administration & Business Support (Freedom of Information)
Hector McNeil House

7-8 Clyde Square

Greenock

PA15 1NB

Telephone: 01475 715365
Email: HSCP.Communications@qgc.scot.nhs.uk
Website: https://www.inverclyde.gov.uk/health-and-social-care

By email:

If the information you seek is listed in our Guide to Information but is not published on our website,
we can send it to you by email, wherever possible. When requesting information from us, please
provide a telephone number so that we can telephone you to clarify details, if necessary.

By phone:


mailto:HSCP.Communications@ggc.scot.nhs.uk
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All information in the guide will be available in hard copy form for example, paper copies. Hard copies
of information can be requested from us over the telephone. Please call us to request information
available under this scheme.

By post:
You can also request hard copies of any information in the Guide by post. Please address your
request to:

Head of Administration & Business Support (Freedom of Information)
Hector McNeil House

7-8 Clyde Square

Greenock

PA15 1NB

When writing to us to request information, please include your name and address, full details of the
information or documents you would like to receive, and any fee applicable (see Section 5: Our
Charging Policy for further information on fees). Please also include a telephone number so we can
telephone you to clarify any details, if necessary.

Personal visits:

If you prefer to visit us to inspect the information you may do so during our normal office hours of
9.00 am to 5.00pm Monday to Thursday and to 4.00pm on a Friday. It may avoid delay if you notify
us in advance that you intend to visit. In a limited number of cases you may be required to make an
appointment to view the information. In such cases, this will be set out within Section 10 — Classes of
Information, and contact details will be provided within the relevant class.

Advice and assistance:
If you have any difficulty identifying the information you want to access, then please contact us to
help you.

Exempt information

We will publish all the information we hold that falls within the classes of information in the Model
Publication Scheme 2016. We publish this information in Section 10 of this guide. If a document
contains information that is exempt under Scotland’s freedom of information laws (for example
sensitive personal information or a trade secret), we may remove or redact the information before
publication but we will explain why.

Section 4: Information that we may withhold

All information covered by our Guide to Information can either be accessed through our website, or
will be provided promptly following our receipt of your request. Our aim in adopting the
Commissioner’s Model Publication Scheme 2016 and in maintaining this Guide to Information is to be
as open as possible. You should note, however, that there may be limited circumstances where
information will be withheld from one of the classes of information listed in “Section 10 — Classes of
Information”. Information will only be withheld, however, where the Act (or, in the case of
environmental information, the EIRS) expressly permits it. Information may be withheld, for example,
where its disclosure would breach the law of confidentiality, harm an organisation’s commercial
interests, or endanger the protection of the environment.

Information may also be withheld if it is another person’s personal information, and its release would
breach data protection legislation.

Whenever information is withheld we will inform you of this, and will set out why that information
cannot be released. Even where information is withheld it will, in many cases, be possible to provide
copies with the withheld information edited out. If you wish to complain about any information which



has been withheld from you, please refer to Section 8 — Contact details for enquiries, feedback and
complaints.

Section 5: Our Charging Policy

This section explains when we may make a charge for our publications and how any charge will be
calculated.

There is no charge to view information on our website, at our premises (except where there is a
statutory fee, for example to access registers), or where it can be sent to you electronically by email.

We may charge you for providing information to you, for example photocopying and postage, but we
will charge you no more than it actually costs us to do so. We will always tell you what the cost is
before providing the information to you.

Our photocopying charges per sheet of paper are shown in the table below:

Black and white photocopying

Size of paper Pence per sheet
of paper

Al Not available

A2 Not available

A3 20p

Ad 10p

A5 10p

Colour photocopying

Size of paper Pence per sheet
of paper

Al Not available

A2 Not available

A3 60p

A4 30p

A5 30p

Information provided on CD-Rom will be charged at £1.00 per computer disc.

Postage costs will be recharged at the rate we pay to send the information to you. Our charge is
based on sending information by Royal Mail First Class.

When providing copies of pre-printed publications, we will charge no more than the cost per copy of
the total print run.

We do not pass any other costs on to you in relation to our published information.

Details of any individual charges which differ from the above charging policy are provided within
Section 10 — Classes of Information.

Section 6: Copyright

Inverclyde Integration Joint Board holds the copyright for the vast majority of information in this
Publication Scheme. All of this information can be copied or reproduced without our formal
permission, provided it is copied or reproduced accurately, is not used in a misleading context, is not
used for profit, and provided that the source of the material is acknowledged.



Providing access to information does not mean that copyright has been waived, nor does it give the
recipient the right to re-use information for commercial purposes. If you intend to re-use information
obtained from the Scheme, and you are unsure whether you have the right to do so, please make a
request to re-use the information to:

Head of Administration & Business Support (Freedom of Information)

Inverclyde Integration Joint Board

Hector McNeil House

7-8 Clyde Square

Greenock

PA15 1NB

Telephone: 01475 715365
Email: HSCP.Communications@aqgc.scot.nhs.uk

Your request will be considered under the Re-use of Public Sector Information Regulations 2015,
which may provide the right to impose a charge. In the event that a charge is payable you will be
advised what this is and how it is calculated. If you require more information on the re-use of
information go to http://www.nationalarchives.gov.uk/information-management/re-using-public-sector-
information/ or contact the Head of Administration & Business Support.

The Publication Scheme may contain information where the copyright holder is not the Integration
Joint Board. In most cases, the copyright holder will be obvious from the documents. In cases where
the copyright is unclear it is the responsibility of the person accessing the information to locate and
seek the permission of the copyright holder before reproducing the material or in any other way
breaching the rights of the copyright holder. This includes, for example, Ordnance Survey Maps,
which are Crown Copyright.

Section 7: Records Management Policy

Inverclyde Integration Joint Board regards its records as a major asset of the organisation. It confirms
that its records are one of the essential resources, which support management in the efficient and
effective fulfilment of its governance, business and legal responsibilities. The Board will over coming
months develop records management and retention policies which will be applied to the management
of information held by the Board.

Section 8: Contact details for enquiries, feedback and complaints

The Act requires that we review our publication scheme from time to time. As we have adopted the
Model Publication Scheme 2016, this means we will review our Guide to Information from time to
time. As a result, we welcome feedback on how we can develop our guide further. If you would like to
comment on any aspect of this Guide to Information, or comment or complain that information is not
included then please contact us via.

Head of Administration & Business Support (Freedom of Information)
Hector McNeil House

7-8 Clyde Square

Greenock

PA15 1NB

Telephone: 01475 715365
Email: HSCP.Communications@qgc.scot.nhs.uk
Website: https://www.inverclyde.gov.uk/health-and-social-care

You may, for example wish to tell us about:


mailto:HSCP.Communications@ggc.scot.nhs.uk
http://www.nationalarchives.gov.uk/information-management/re-using-public-sector-information/
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* other information that you would like to see included in the guide;
» whether you found the guide easy to use;

» whether you found the guide to information useful,

» whether our staff were helpful;

* other ways in which our guide to information can be improved.

Our aim is to make our guide to information as user-friendly as possible, and we hope that you can
access all the information we publish with ease. If you do wish to complain about any aspect of the
Guide then please contact us and we will try and resolve your complaint as quickly as possible.

Any complaint will be acknowledged within three working days of receipt and we will respond in full
within twenty working days.

You have legal rights to access information under the Model Publication Scheme 2016 (as described
in this Guide to Information) and a right of appeal to the Scottish Information Commissioner if you are
dissatisfied with our response. These rights apply only to information requests made in writing® or
another recordable format. If you are unhappy with our response to your request you can ask us to
review it and if you are still unhappy, you can make an appeal to the Scottish Information
Commissioner

Request for Information

Internal Review if
requester dissatisfied with

response

Appeal to Scottish
Information Commissioner
if requester still
dissatisfied

The Commissioner’'s website has a guide to this three step process, and she operates an enquiry
service on Monday to Friday from 9:00am to 5:00pm.

Her office can be contacted as follows:

Scottish Information Commissioner
Kinburn Castle

Doubledykes Road

St Andrews

Fife KY16 9DS

! Verbal requests for environmental information carry similar rights



Tel: 01334 464610
Email: enquiries@itspublicknowledge.info
Website: www.itspublicknowledge.info/YourRights

Section 9: How to Access Information which is not available in the Guide to Information

If the information you are seeking is not available through the Model Publication Scheme 2016 (as
described in this Guide) then you may wish to request it from us. The Act provides you with a right of
access to the information we hold, subject to certain exemptions. The EIRs separately provide a right
of access to the environmental information we hold, while the Data Protection Act 1998 (DPA)
provides a right of access to any personal information about you that we hold.

Again, these rights are subject to certain exceptions or exemptions. Should you wish to request a
copy of any information that we hold that is not available under the Model Publication Scheme 2016
(and described in this Guide), please write to:

For requests under Freedom of Information and the EIRs please contact:

Head of Administration & Business Support (Freedom of Information)
Inverclyde Integration Joint Board

Hector McNeil House

7-8 Clyde Square

Greenock

PA15 1NB

Telephone: 01475 715365
Email: HSCP.Communications@agqgc.scot.nhs.uk

For requests under the Data Protection Act please contact:
Head of Administration & Business Support (Data Protection)
Inverclyde Integration Joint Board

Hector McNeil House

7-8 Clyde Square

Greenock

PA15 1NB

Telephone: 01475 715365
Email: HSCP.Communications@gqgc.scot.nhs.uk

Charges for information that is not available under the scheme:

The charges for information that is available under this Guide to Information are set out under
Section 5 — Our Charging Policy.

If you submit a request to us for information that is not available in this Guide the charges will be
based on the following calculations:

General information requests:
» There will be no charge for information requests that cost us £100 or less to process.

* Where information costs between £100 and £600 to provide you may be asked to pay 10% of the
cost in excess of £100. That is, if you were to ask for information that cost us £600 to provide, you
would be asked to pay £50 calculated on the basis of a waiver for the first £100 and 10% of the
remaining £500 being chargeable.

* We are not obliged to provide information in response to requests which will cost us over £600 to
process.
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* In calculating any fee, staff time will be calculated at actual cost per staff member hourly salary rate
to a maximum of £15 per person per hour.

» We do not charge for the time to determine whether we hold the information requested, or for the
time it takes to decide whether the information can be released. Charges may be made for locating,
retrieving and providing information to you.

* In the event that we decide to impose a charge we will issue you with notification of the charge (a
fees notice) and how it has been calculated. You will have three months from the date of issue of the
fees notice in which to decide whether to pay the charge. The information will be provided to you on
payment of the charge. If you decide not to proceed with the request there will be no charge to you.

Charges for environmental information:

Environmental information is provided under the EIRs rather than the Act. The rules for charging for
environmental information are slightly different. We do not charge for the time to determine whether
we hold the environmental information requested, or deciding whether the information can be
released. Charges may be made for locating, retrieving and providing information to you, for example
photocopying and postage. In the event that we decide to impose a charge we will issue you with
notification of the charge and how it has been calculated. The information will be provided to you on
payment of the charge. If you decide not to proceed with the request there will be no charge to you.

Charges are calculated on the basis of the actual cost to the I1JB of providing the information without
any disregard for the first £100 and without any discount on the elements above £100.

e Photocopying is charged at 10p per A4 sheet for black and white copying, 30p per A4 sheet
for colour copying.

e Postage is charged at actual rate for Royal Mail First Class.
e Staff time is calculated at actual cost per staff member hourly salary rate.

The IJB may elect to waive the fee:-

o if satisfied that there is a widespread
public interest in the publication of the information in question. This is unlikely to be the case
where a request appears to be driven by commercial interests or is highly specific in terms of
focus or geographical area;

o if satisfied that it would be uneconomical
to issue a fees notice and process payment. The IJB may elect to waive the fee where
information is requested which consists of a mixture of environmental and non-environmental
information, and the non-environmental information would not be subject to a fee in terms of
the FOI legislation.

The 1JB may elect to apply a disregard of the first £100 of any fee and charge only 10% of the
marginal costs between £100 and £550 if it has processed an environmental information request as a
mainstream FOI request. This should not be taken as an indication that the same disregard will be
applied to any similar requests in future.

Charge for request for your own personal data:

The minimum cost is £10 rising to a maximum of £50 depending on the volume and type of
information requested, plus reproduction and postage costs (both on the same basis as for FOI
requests).



Section 10 — Classes of Information

CLASS 1: ABOUT INVERCLYDE INTEGRATION JOINT BOARD

Class description:

Information about Inverclyde Integration Joint Board, who we are, where to find us, how to contact
us, how we are managed and our external relations.

The information we publish under this class

CLASS 2: HOW WE DELIVER OUR FUNCTIONS AND SERVICES

Class description:

Information about our work, our strategy and policies for delivering functions and services and
information for our service users.

The information we publish under this class



CLASS 3: HOW WE TAKE DECISIONS AND WHAT WE HAVE DECIDED

Class description:
Information about the decisions we take, how we make decisions and how we involve others.

The information we publish under this class

CLASS 4: WHAT WE SPEND AND HOW WE SPEND IT

Class description:

Information about our strategy for, and management of, financial resources (in sufficient detail to
explain how we plan to spend public money and what has actually been spent).

The information we publish under this class

CLASS 5: HOW WE MANAGE OUR HUMAN, PHYSICAL AND INFORMATION RESOURCES
Class description:

Information about how we manage the human, physical and information resources of Inverclyde
Integration Joint Board

The information we publish under this class

Human Resources

Physical Resources

Information Resources

Data Protection; Policy for the Retention and Disposal of Documents and Records Paper and
Electronic; Environmental Information Regulations; Freedom of Information; Re-use of Public Sector
Information.

CLASS 6: HOW WE PROCURE GOODS AND SERVICES FROM EXTERNAL PROVIDERS

Class description:
Information about how we procure goods and services, and our contracts with external providers.

The information we publish under this class

CLASS 7: HOW WE ARE PERFORMING

Class description:
Information about how we perform as an organisation, and how well we deliver our functions and
services.



The information we publish under this class

CLASS 8: OUR COMMERCIAL PUBLICATIONS

Class description:

Information packaged and made available for sale on a commercial basis and sold at market value
through a retail outlet e.g. bookshop, museum or research journal.

We do not publish any information in this class
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INVERCLYDE

Health and Social
Care Partnership AGENDA ITEM NO: 6

Report To: Inverclyde Integration Joint Board Date: 18™ August 2016
Report By: Brian Moore Report No:
Corporate Director, (Chief Officer) 1JB/38/2016/HW

Inverclyde Health and Social Care
Partnership (HSCP)

Contact Officer: Helen Watson Contact No: 715285
Head of Service
Planning, Health Improvement
& Commissioning

Subject: FREEDOM OF INFORMATION

PURPOSE

The purpose of this report is to inform Integration Joint Board Members of the
number, themes and sources of Freedom of Information requests from July 2015 to
June 2016, and our performance with regard to response timescales.

SUMMARY

The Freedom of Information (Scotland) Act 2002 (FOISA) came into force on 1st
January 2005. The Act provides a statutory right of access to information held by
Scottish public bodies and requires us to respond appropriately to requests for
information made under the terms of the Act. Responses should normally be
completed and issued within 20 working days of receipt of the request. Information
is available through the Council and NHS Board’s Publication Schemes, located at
www.inverclyde.gov.uk and www.nhsggc.org.uk . Requests for access to information
can be made by anyone, whether resident in the UK or not, and can be made for
information held prior to enactment of the Act. The right of access to information is
subject to a number of exemptions within FOISA.

During the year from 1% July 2015 to 30" June 2016, we received 166 requests under
the terms of the Act, and of these 148 (94%) were responded to within 20 working
days. There are currently 8 still outstanding, within the 20 day timescale for response.
There were 10 completed outwith the 20 working days.

We seek to respond to all requests within 20 working days however there are times
when the 20 working day turnaround presents challenges where there are complex
cases.

RECOMMENDATIONS

The Integration Joint Board is asked to note the Annual Report on the operation of
the Freedom of Information (Scotland) Act 2002 in Inverclyde Health and Social Care
Partnership in period 1 July 2015 to 30 June 2016

Brian Moore
Corporate Director (Chief Officer)
Inverclyde HSCP
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4.0

4.1

4.2

BACKGROUND

The Freedom of Information (Scotland) Act 2002 (“the Act”) imposes a number of
obligations on Scottish public authorities, including NHS Greater Glasgow and Clyde
(NHSGG&C) and Inverclyde Council. The Act gives a general right of access to
recorded information held by public authorities, subject to certain exemptions. The Act
also imposes additional responsibilities:-

(a) to produce a Publication Scheme which is subject to approval by the Scottish
Information Commissioner. Publication schemes are high level, strategic documents in
which a public authority makes binding commitments to make information available to
the general public. Such schemes:-

 provide clear evidence to the public that an authority is meeting its obligations
under the Act to be accessible, open & transparent;

 enable the public to see what information is already published, and to access it
without having to make a formal request for information;

» give employees clear guidance about the information that they can and should
give out to the public so they can respond to information requests efficiently;

* help reinforce leadership messages about openness and accountability to staff at
all levels in the organisation;

» are to be easily accessible and designed to be easy to understand and to use by
everyone (including those with no internet access).

(b) to respond to requests (which must be in writing or some other permanent form)
made by anyone for information held by the authority within set timescales (normally
20 working days) regardless of when it was created, by whom, or the format in which it
is now recorded.

(c) to advise an applicant if information is not held.

(d) to specify within the terms of exemptions set out in the Act if the authority refuses
to release the requested information.

(e) to charge for the provision of information only in accordance with regulations made
under the Act and to decline to provide information if the cost of doing so exceeds a
specified level.

(f) to make applicants aware of their right to seek a review of any decision on a
request for information and of the right to pursue an appeal to the Scottish Information
Commissioner if dissatisfied with the decision of the authority.

Given that the HSCP is part of both Inverclyde Council and NHSGGC, there are two
different processes in place. We have worked to streamline the system in that we
receive FOIs through a central office and comply with the correct organisational
procedure which in turn gives an overall picture of FOIs received. It is important to
note that while there are slight variations in the detail of organisational processes, the
legislation that covers both parent organisations is the same, as are the response
timescale requirements.

5.0 REQUESTS RECEIVED

51

During the specified time-frame there were 166 FOI requests. Table 1 below outlines



5.2

our performance in relation to timescales.

Quarter Total FOI Completed within Timeframe
Requests Timeframe not met

Jul - Sep

2015 38 34 4
Oct - Dec

2015 39 35 4
Jan - Mar

2016 61 59 2
Apr - Jun N

2016 28 20 0
Total 166 148 10

Table 1 — Performance in respect of timescales
* 8 Requests currently active

All of the above have come through the Council FOI system. This does not include
local health FOI requests. Health requests are centrally co-ordinated at the Health
Board, and generally relate to the whole Board area, rather than Inverclyde
specifically.

Table 2 and Figure 1 provide a breakdown of the source of requests for information in
respect of Freedom of Information. This shows the majority of requests come from
individuals (38%), followed by requests from journalist/ media organisations (20%).

Indicative source of request L1720 SRl July 2014 - June
2016 2015
(():rgf;i]ti)é/;ia(;r:saign/Vquntary 10 (6%) 12 (7%)
Commercial organisations 27 (16%) 35 (21%)
Education/research 3 (2%) 7 (4%)
Journalist/Media organisation 33 (20%) 33 (19%)
Legal Organisations 3 (2%) 5 (3%)
Individuals 63 (38%) 58 (34%)
g/llsgé?jcgft;[ii;glParliament/other 25 (15%) 18 (11%)
Other Public Body 1 (0.5%) 0 (0%)
Frde UnoniPrfessonl 105 2 @50
Total 166 170

Table 2 — Source of requests
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6.0

6.1

Fig 1 — the chart below shows indicative source of requests from July 2015 — June
2016 alongside comparator data from 2014/15
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Figure 1 — Source of requests

The information shows a slight decrease in the number of FOIs received since 14/15.
Going from 170 in 2014/15 to 166 in 2015/16. The decrease is most notable in the
amount of requests received from Charity and Voluntary Organisations and
Commercial Organisations, however there is an increase in requests from Individuals
and MSP/Scottish Parliament.

TYPE OF INFORMATION REQUESTED

A number of recurring themes were identified in the subject matter of requests for
information. These are listed below together with a flavour of the detail of what was
asked in relation to each key theme.

July 2014 - June

Themes July 2015 - June 2016 2015

Finance 29 12
Social Work Staffing 23 21
Adult Services — Social Care 40 42
Fees/ Care Home Info.

Learning Disability Services 9 5
SDS Personalisation 8 12
Children & Families 45 47




6.2

Carers & Respite Services 0 2

The Travelling Community 2 2
Housing & Homelessness 26 6
Criminal Justice 5 8
Mental Health & Addictions 5 8
Corporate Policies & Reports/

. 3 12
Complaints
Welfare/ Financial Advice 5 3

Service

Table 3 — Themes of requests

Fig 2 — Themes are shown below between July 2015 — June 2016 along with
comparator data from 2014/15, with detailed analysis showing an increase in FOI
requests around finance and housing and homelessness, with a slight reduction noted
in respect of children and families and adult social care.
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Figure 3 — Themes of requests

The biggest increases in relation to the themes are noted around information requests
about housing and homelessness, finance and learning disability services. We will
review the information on the Publication Scheme relating to these aspects to see if it
can be improved, to reduce the need for future FOI requests and responses.
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7.4

8.0

8.1

CONCLUSION

Whilst we embrace the spirit of the Act, it should be noted that there is significant
demand on staff with 166 requests from July 2015 to June 2016. We have issued 11
exemption notices during this period, both in respect of time and financial limits as this
would have involved an excessive amount of staffing resource including front line
practitioner resource to gather and return the information. To date no applicant has
responded to the 11 exemption notices, therefore no charge for information has been
issued by Inverclyde HSCP.

The majority of requests to Inverclyde HSCP came from individuals, journalists and
commercial organisations, which we seek to address by working with the corporate
functions of the Council to further develop the Scheme of Publication to help interested
members of the public, and to reduce the amount of time required to respond to
requests.

The Council has developed a Freedom of Information Working Group, which:-

¢ Oversees the implementation of local guidance based on the Scottish Ministers
Code of Practice on the discharge of functions by public authorities under the
Freedom of Information (Scotland) Act 2002.

o Reviews current arrangements and makes suggestions for better working and
streamlining processes and consistency across the Council.

e Provides a forum for all staff with FOI remit to come together to share knowledge
and expertise.

¢ Discusses the volume and types of requests received by the council, and amends
the publication scheme as indicated.

e Monitors significant changes in access legislation and updates group members on
developments in the law.

e Makes recommendations relating to the legislation when necessary and/or
appropriate.

o Discusses performance of FOIs.

o Reports to the Information Governance Steering Group on progress.

Members are asked to note this updated report on the operation of the Freedom of
Information (Scotland) Act 2002 within Inverclyde HSCP and give any comments or
views on the format of the report or on any area with regard to the Act.
IMPLICATIONS

FINANCE

Financial Implications:

One off Costs

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

£000




Annually Recurring Costs/ (Savings)

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

LEGAL

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

8.3 There are ho human resources issues within this report.
EQUALITIES

8.4 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.

9.0 CONSULTATION

9.1 This report has been prepared by the Chief Officer, Inverclyde Health and Social Care
Partnership (HSCP)

10.0 BACKGROUND PAPERS

10.1 None.
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Health and Social
Care Partnership

INVERCLYDE

H S‘ P AGENDA ITEM NO: 8

Report To: Inverclyde Integration Joint Date: 18 August 2016
Board

Report By: Brian Moore Report No: 1JB/43/2016/LA
Corporate Director (Chief
Officer)

Inverclyde Health & Social Care
Partnership

Contact Officer: Lesley Aird Contact No: 01475 712744
Subject: HEALTH BOARD FINANCIAL ALLOCATION 2016/17
PURPOSE

The purpose of this report is to provide the Board with an update on the financial
allocation agreed for Inverclyde Integration Joint Board (1JB) by the Health Board for
2016/17.

SUMMARY

The 1JB agreed an interim Health budget on 20 June 2016. This interim budget was
based on assumed Health Board funding to the 1JB of £76.935m (including £4.449m for
Social Care) for 2016/17.

The Health Board budget for 2016/17 was subsequently agreed on 28 June 2016. The
Chief Executive of the Health Board wrote to the Chief Officer on 5 July 2016 confirming
an Inverclyde financial allocation for the year of £76.313m, £0.622m less than
previously anticipated. A copy of that letter is enclosed at Appendix A.

The main movement relates to an additional £0.587m savings target applied to
Inverclyde as part of the Board wide Partnership savings target of £20m. Half of the
£20m was identified through system wide projects, the remainder has been shared
across Partnerships on a pro-rata basis

RECOMMENDATIONS

It is recommended that the Integration Joint Board notes the contents of this report.

Brian Moore Lesley Aird
Corporate Director (Chief Officer) Chief Financial Officer
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5.5

5.6

BACKGROUND

The Health Board approved the 2016/17 Financial Plan for NHS Greater Glasgow
and Clyde on 28 June 2016. As part of that Financial Plan assumed savings of
£20m had been applied to Health and Social Care Partnerships. Of this £20m, less
than half had already been identified through whole system projects. The Health
Board has split the remaining balance across Partnerships on a pro rata basis as
an additional savings target. The Inverclyde 1JB financial allocation for 2016/17
has been confirmed as £76.313m, £0.622m less than previously anticipated. A
copy of the funding letter from the Health Board Chief Executive is enclosed at
Appendix A.

BUDGET IMPACT 2016/17

The Health Board has recognised that Partnerships may not be able to release the
full value of their targeted savings in 2016/17 and the enclosed letter confirms that
limited non-recurring relief is available to offset the full year effect of savings
delivered in year. No funding is being released to Partnerships to cover this at this
stage.

Partnerships had an unachieved savings balance from 2015/16 of £7.8m. The
Health Board has advised that it will endeavour to cover this from non-recurring
sources.

The Health Board budget had a further balance of £10m of Board wide savings still
to be identified for 2016/17. We have been advised that further savings schemes
may need to be identified as part of the Board’s overall plan should the national
programme of work fail to identify sufficient savings to cover this gap.

Inverclyde Savings Target

The Inverclyde share of the unidentified Partnership savings balance has been
calculated by the Health Board at an additional £0.587m of savings to be delivered
in 2016/17, bringing the total savings target to £0.911m, or around 2% of
influenceable spend. Influencable spend for the purpose of this exercise is
everything excluding the Prescribing, Change Fund and Resource Transfer
budgets. The full savings are to be identified and agreed by January 2017. It is not
known what portion of the further £10m savings (outlined in 5.3 above) might be
apportioned against Inverclyde.

The detail of the calculation methodology splitting the savings target between
Partnerships has been requested but not yet received.

The movement in anticipated funding allocation from the interim budget at 20 June
till now is £0.622m. This is comprised of:

e Additional savings target applied to Inverclyde £0.587m
e Other budget minor adjustments and realignments totalling £0.035m
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Inverclyde Savings Proposals

Of the total £0.911m savings for Inverclyde, the Partnership had already identified
savings of £0.324m which are in the process of being delivered. These are:

Saving released

Saving in 2016/17 Full Year Saving

£000 £000
Workforce savings through removal of 80 200
vacancies and other initiatives
Savings within the Alcohol & Drug 40 75
Partnership as part of GG&C wide
initiative
Health Visiting as part of GG&C wide 21 21
initiative
Public Health — removal of 0.5 WTE 28 28
vacant post
TOTAL 169 324

Savings options for 2016/17 to address the £0.587m balance of the £0.911m are
being developed by officers and will be brought to the IIB for approval later in the
year. The allocation letter from confirms that the Health Board has some limited
non-recurring relief available in year to offset the full year effect of savings
delivered in year.

Work is also underway to identify options for savings for 2017/18. While actual
savings targets for 2017/18 have not been confirmed at this time officers are
working out scenarios based on initial advice from the Health Board Finance team.
IMPLICATIONS

Finance

Additional savings of £0.587m need to be identified from within Health Budgets in
2016/17.

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
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6.4

7.0

7.1

8.0

8.1

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

There are no equality issues within this report.

CONSULTATION

The Chief Officer, the Council’'s Chief Financial Officer and Director of Finance
NHSGGC have been consulted.

BACKGROUND PAPERS

None.



APPENDIX

Greater Glasgow and Clyde NHS Board JB Russell House
Gartnavel Royal Hospital
1055 Great Western Road
GLASGOW e W
G12 OXH Greater Glasgow

Tel. 0141-201-4444
Fax. 0141-201-4601
Textphone: 0141-201-4479

www.nhsgqgc.org.uk

and Clyde

Brian Moore Date: 5h July 2016
Chief Officer OurRef:  RC/BOB
Inverclyde Health and Social Care i Bl 4

H nquiries to: ~obert Lalderwool
Parhorshib Direct Line:  0141-201-4614
10 Clyde Street Y L

E-mail: mailfo:robert.calderwood@ggc.scot.nhs.uk

Greenock
PA15 1LY
Dear Brian

2016/17 Financial Allocation to Inverclyde Health & Social Care Partnership

The Board approved the 2016/17 Financial Plan for NHS Greater Glasgow and Clyde on
28 June 2016.

The attached paper outlines the main assumptions as they apply to HSCPs and Appendix
| gives specific details for your partnership including some recently agreed adjustments to
Facilities budgets. Some further adjustments are required for telecoms, property
maintenance and rates budgets. The prescribing out-turn figures for 2015/16 which form
the basis for setting the current year budget have only recently become available and
therefore the net uplift to your current prescribing budget will be applied during July.

The adjustments in the attached schedule will be processed in the Health Board ledger in

time for the closure of the June reporting period and should be reflected in the out-turn you
report to your HSCP Board for the first quarter of 2016/17.

Yours sincerely

Robeft Calderwood
Chief Executive

Delivering better health

WWW.NNSgge.org.uk
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NHS FINANCIAL PLAN 2016/2017
T UPLIFTS TO PARTNERSHIPS

and Clyde

Summary
The Board'’s Financial Plan was approved by the Board on 28 June 2016.

This paper provides details of uplifts for pays, non-pays and prescribing growth in
2016/17. This will form the basis for updating budgets for 2016/17.

Salaries Inflation
(1) Agenda for Change

A provision has been made for an increase of 1.0%. In addition, a provision has
been made for a flat rate increase of £400 for staff earning less than £22,000.

(2) Medical & Dental

A provision has been made for a general increase of 1.0%.

(3) Other Staff Groups

A provision has been made for a general increase of 1.0%.

(4) Employers’ National Insurance

A provision has been made for the abolition of the contracted out rebate of 3.4% in
employers’ national insurance contributions in respect of staff who are members of

the superannuation scheme.

For paragraphs (1) to (4), this gives a composite uplift of 2.98% with the following
recurring uplift: '

Salaries Inflation £9,583,168

(5) Incremental Pay Progression — AfC

The experience of monitoring Agenda for Change (AfC) related pay trends has
helped the Board develop a detailed understanding of the effect of incremental pay
progression. This has enabled us to carry out a detailed forecast of pay growth for
2016/17, using current staff turnover ratios by staff category. The pay modelling has
indicated incremental pay progression will not be a cost pressure in 2016/17, so no
provision has been made for additional costs.

(6) Incremental Pay Progression — Consultants

The pay modelling has indicated incremental pay progression will not be a cost
pressure in 2016/17, so no provision has been made for additional costs.
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and Clyde

(7) Auto-enrolment to Superannuation

A provision has been made for the estimated cost of additional staff remaining within
the Superannuation scheme following automatic re-enrolment on 1 April 2016. This
will be applied to budgets as the actual costs are confirmed.

(8) Discretionary Points

A provision has been made for the on-going impact of funding additional
discretionary points. This gives the following recurring uplift:

Discretionary Points £100,000

Supplies Inflation
(1) PPP and similar costs

Provision has been made for the following recurring uplift:

PPP Inflation £209,813

(2) General non pay uplifts — a provision of 1.0% has been made for other supplies,
excluding drugs which will be separately funded. This gives the following recurring
uplift:

Supplies Inflation £603,142

Capital Charges

It is not possible to establish allocations for capital charges costs at this stage until
the effects of the revaluation are assessed and capital charge forecasts are finalised.
When this is complete the funding allocations for 2016/17 will be confirmed. It has
been agreed that capital charges budgets will be removed from partnerships during
2016/17 and managed on a whole system basis.

Prescribing Growth — Primary Care

The prescribing cost growth projection for 2016/17 is based on information from the
Board’s Prescribing Advisers. It includes provision for likely growth in volume /
prices, based on current trends, related to drug treatments prescribed within Primary
Care.

The recurring uplift for 2016/17 is:

Partnerships
Increase in Volume £12,200,000
New Drugs £8,500,000
Targeted Cost Savings (£5,000,000)
Prescribing Growth £15,700,000
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Allocations to individual partnerships are currently being finalised and will be applied
to budgets prior to closure of the June reporting period. The Board will continue to
operate the risk sharing arrangement for prescribing costs during 2016/17.

Resource Transfer

A provision of 1.7% has been made for uplifts to resource transfers. This gives the
following recurring uplift: '

Resource Transfer £2.207,688

Cost Savings

Local Cost Savings plans for 2016/17 have not yet been fully developed and
quantified. An interim recurring amount of £10.4m has been identified for 2016/17
reflecting the collective cost savings programme to achieve £69.0m.

Chief Officers were advised by the Chief Executive on 14 March 2016 that further
recurring local savings will be required during 2016/17 to meet the overall
partnerships savings requirement of £20.0m. The allocation of the overall savings
requirement is shown in appendix .

Cost Savings (£20,000,000)

It is recognised that Partnerships may not be able to release the full £20.0m in
2016/17. Non recurring relief is limited but availability of non-recurring relief to offset
the full year effect will be subject to further discussion during the year, so no funding
will be released at this stage. ' '

The Board will endeavour to cover 2015/16 unachieved savings of £7.8m from non
recurring sources, however further savings schemes may need to be identified as
part of the contribution to the £10m of unidentified savings in the Board's financial
plan should the national programme of work fail to identify sufficient savings to cover
this gap.

Service Commitments

Provision has been made to fund service commitments arising from specific funding
allocations. This gives the following recurring uplifts:

Infegrated Care Fund £59,354,000

Funding for other service commitments will be dealt with separately.
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Apbendix I

Details of the specific uplifts and other adjustments are detailed in the table below.

| Inverclyde

. L Aplartneirsr‘lp B_udge"ts SYeEm = k.
Rollover Budgets 71,253.0
Uplifts Applied ‘
Pay incl low pay allowance 233.0
National Insurance rebate withdrawn 364.9
Auto Enrolment ( NR - Amounts to M2 only) 40.8
RT Uplift incl addictions RT 156.5
Non Pay Uplift 24.0
PPP 4.0
Net Prescribing adjustment the
Social Care funding 4,449.0
Facilities Budget withdrawn
Depreciation Budget Withdrawn -295.0
Savings
Savings Targets Applied ( Month 2) -324.0
Outstanding Savmgs Targets to be applied { Month 3) -587.0
2016.17 Opening Budget: - 7 -=: = ] b 75319
Antlupated Fundmg & Minor adjustments 994, 1
2016.17 budget as at 30.06.16 ' - 76,3132
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INVERCLYDE

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

Report To: Inverclyde Integration Joint Date: 18 August 2016
Board
Report By: Brian Moore Report No: 1JB/41/2016/HW

Corporate Director (Chief Officer)
Inverclyde Health & Social Care
Partnership

Contact Officer: Helen Watson Contact 01475 715285
Head of Service No:
Planning, Health Improvement &
Commissioning

Subject: PERFORMANCE EXCEPTIONS REPORT

PURPOSE

The purpose of this report is to present a sample of key performance exceptions data to the
Integration Joint Board which reflects a balanced view of performance across the four Heads of
Service areas of the HSCP as well as providing a picture of how people in Inverclyde
experience Health and Social Care Services.

SUMMARY

The measures have been carefully selected from our on-going Quarterly Service Review (QSR)
arrangements, to evidence areas of positive and negative performance and to highlight the
remedial actions we plan to put in place in order to improve performance in those areas. The
measures consist of health and social care delivery and span the Nurturing Inverclyde model of
wellbeing categories which includes: safe, healthy, achieving, nurtured, active, respected and
responsible and included.

Our previous performance report was presented to the former CHCP Sub-Committee on 23rd
April 2015. This report re-commences the twice yearly performance exceptions reporting that
has been put in place since formal establishment of the HSCP and IIB structures.

RECOMMENDATIONS

Members are asked to note performance within the report along with the remedial actions
suggested where performance is below the standard that we would expect, and to provide any
relevant comments to assist in ongoing performance improvement and reporting of such to the
Integration Joint Board (1JB).

Brian Moore

Corporate Director (Chief Officer)
Inverclyde Health & Social Care
Partnership
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BACKGROUND

The Integration Joint Board has a central function in respect of reviewing performance and
scrutinising achievement of key outcomes. This report structure ensures that our efforts are
focused on improving performance in line with our key commitments, as outlined in our Strategic
Plan 2016 — 2019, and approved by the IJB in April 2016.

Our fully integrated system and process for the management of performance in the form of
Quarterly Services Reviews (QSR) arrangements are now well embedded into our performance
reporting framework and have already proven to be successful in assisting the service with the
demands of all our local and national reporting requirements.

PROPOSALS

None, however Members are asked to note performance within the report along with the
remedial actions suggested, and to provide any relevant comments to assist in ongoing
performance improvement and reporting.

IMPLICATIONS

Finance

There are no financial implications in respect of this report.

Financial Implications:

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 £000 | From (if
from Applicable)
N/A
Legal

There are no legal implications in respect of this report.

Human Resources

There are no human resources implications in respect of this report.
Equalities

There are no equalities implications in respect of this report.

CONSULTATIONS

None.
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National Health and
Wellbeing Outcome
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MHAH

Homelessness Temporary Accommodation

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

MHAH

Referral to Treatment, Inverclyde Integrated
Drugs Service

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

MHAH

Dementia and Post Diagnostic Support

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

HCCPC

Delayed Discharges

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

HCCPC

Self-Directed Support

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

Step-Up Beds

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

Smoking Cessation

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

Complaints

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

Absence

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

18

CFCJ

MMR vaccination

(9) Resources are used effectively in
the provision of health and social care.

20

CFCJ

Smoking in Pregnancy

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

21

CFCJ

Community Payback Orders (CPO)

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

23
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MHAH: Homelessness Temporary Accommodation

Objective Reduce reliance upon temporary accommodation by ensuring that
people are housed into secure tenancies.
Outcome (5) Health and social care services contribute to reducing health
inequalities.
Measure Length of time in temporary accommodation
Current Performance 2015/16 — 17527 days occupied
Number of days temporary accommodation occupied by financial year.
Accommodation Type
Year Bed and Hostel RSL dwelling Grand Total
Breakfast

2010/11 1462 9078 26306 36846

2011/12 323 9448 21797 31568

2012/13 87 9773 19834 29694

2013/14 79 9407 17272 26758

2014/15 17 8936 14022 22975

2015/16 7 8911 8609 17527

Total days occupied by financial year with 2 year
projection for RSL & Hostel
30000
26306
25000
19834
20000 17272
14022
10000 X
8609
10000 —
9078 9448 9773 9407 8936 8911
5000
1462
% 87 79 17 7
O T T X 1 X T X T X T T 1
2010/11  2011/12  2012/13  2013/14  2014/15  2015/16  2016/17  2017/18
——B&B ——Hostel —&—RSL «¢e¢¢¢¢Trend: Hostel Trend: RSL
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Commentary
The use of Bed & Breakfast has significantly reduced as a result of increased capacity within the

Registered Social Landlord (RSL) accommodation. The RSL temporary accommodation usage has
dropped significantly year on year and this trend is likely to continue. This can be attributed to a
number of factors including prevention work, link with Advice Services and easier access for securing
a tenancy.

Homelessness presentations nationally and locally have been reducing year on year. This is mainly
attributable to the increased activity around prevention work, housing options and the work of the
Housing Options Hubs initiated by the Scottish Government.

However, the recent implementation of Choice Based Lettings by all the RSLs has resulted in a
similar number of homeless applicants accessing housing by this method as those accessing housing
by their Section 5 referral. This is resulting in homeless people receiving an offer of housing earlier
and spending shorter period of time in temporary accommaodation.

The number of temporary days occupied in a hostel has remained static due to the client group that
are normally accommodated by this service. The provision of emergency accommodation, out of
hours services and specific health support on site provide an essential service to the homeless people
of Inverclyde.

Actions

The Homelessness Service will continue to monitor this performance on a quarterly basis through the
Mental Health, Addictions and Homelessness Quarterly Service Review (QSR).

The Homelessness Service continues to work with the Registered Social Landlords (RSLs) to access
permanent accommodation for those in need via the Section 5 process.
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MHAH: Referral to Treatment - Inverclyde Integrated Drugs Service (lIDS)

Objective At least 90% of all 1IDS Service Users will receive a 1% treatment
appointment within 3 weeks of assessment
Outcome (1) People are able to look after and improve their own health
and wellbeing and live in good health for longer.
Measure Referral to 1% Treatment Drug Services: % of services users
seen within 3 weeks
Current Performance Janl6 to Marl6: 60.53%

2014/15 2015/16
Apr - Jul - Oct - Jan - Apr - Jul - Oct - Jan -
Jun Sep Dec Mar Jun Sep Dec Mar
Total Clients 66 71 61 63 89 97 76 43
Clients waiting <=3 weeks 59 59 57 62 57 49 46 37
% cllents waiting <=3 89.00% | 83.10% | 93.44% | 98.41% | 64.04% | 50.52% | 60.53% | 86.05%
Clients waiting >3 weeks 7 12 4 1 32 48 30 6
100% —=
X_____%____.%-_ >K\ <
80% : < pras
\
N Pl
e
60% b < —=
- sX’ -
40%
20%
0%
Apr-Jun | Jul-Sep | Oct-Dec | Jan - Mar | Apr-Jun | Jul-Sep | Oct-Dec | Jan - Mar |
2014/15 2015/16
= (=9 clients waiting <=3 weeks = 90% Target
Commentary

The Scottish Government set a target that by June 2013, 90% of people who need help with their
drug problem will wait no longer than three weeks for treatment that supports their recovery. This
was one of the national Health Improvement, Efficiency, Access, Treatment (HEAT) targets and has
now become a Local Delivery Plan (LDP) standard.

Between March and July 2015 the performance against the 90% target dropped due to various
issues, this in addition to an increase in the number of referrals.

In order to reduce the negative impact of this, cases were prioritised; people with child care
responsibilities and those injecting were seen promptly, while some other cases were signposted to
more appropriate services.

By taking a more targeted and focused approach, the graph above demonstrates that performance
against waiting times is improving again, and at March 2016 was close to the target of 90% starting
treatment within 3 weeks.
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Actions

Performance against this target will continue to be monitored in the Mental Health, Addictions

and Homelessness Quarterly Service Review (QSR).
We have negotiated alternative destinations for non-urgent cases; e.g. cannabis users who
do not require medical intervention [these would have been low priority and waited beyond 3

weeks].
We are prioritising cases (people with child care responsibilities and those injecting are seen

quickly).
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MHAH: Dementia — Post Diagnostic Support (PDS)

Objective All people newly diagnosed with dementia will have a minimum
of a year’s worth of post-diagnostic support coordinated by a link
worker, including the building of a person-centred support plan.

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

Measure New referrals to Post Diagnostic Support Service

Current Performance 57 new referrals in the quarter Jan 2016 to Mar 2016 (up from

21 in the same period last year)

Dementia Post Diagnostic Support (PDS) new referrals

Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar

2014/15 6 5 6 4 4 6 5 13 8 7 7 7
2015/16 5 8 12 19 20 21 27 18 26 15 19 23
30

A
. \/\//‘
12 // ./‘\‘~

e
- — ’ i aluiuted dutuiuln 4

Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar

== 2014/15 -—@=—2015/16

Commentary

We have seen a notable increase in people being referred to the PDS service. Total referrals for the
financial year 2014/15 were 78 and for 2015/16 were 213, a 173% increase. This represents a
challenging increase in demand for the PDS service.

To respond to the increase in referrals, since April 2015 an additional post has been funded but
despite this we still have an increasing waiting list for PDS. Whilst the increasing number of referrals
shows positive access and is a clear indication of the need for the service, the average wait from the
date of diagnosis to being seen by the service is now 12 weeks. Some people have been referred
within the 12 months post diagnostic period and have received support, whilst others are offered
support from the Alzheimer Scotland Dementia Advisor and/or referred for other support services as
appropriate.

The picture over the year indicates that the diagnostic rate in Inverclyde is much higher than the
figures for the previous year would suggest.
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Actions

o Performance against this indicator will continue to be monitored in the Mental Health,
Addictions and Homelessness Quarterly Service Review (QSR).

e Continue to review Argyll Unit service to improve the Post Diagnostic Support for people in
Inverclyde.
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HCCPC: Delayed Discharges

Objective Ensure people are not in hospital longer than they need to be

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

Measure Acute Bed Days Lost to Delayed Discharge

Current Performance 104 bed days lost in January 2016

I A I - - A
5 -y c - o o s > o) & & < L
51§52 2] 88|28 88| &) %
Number of acute bed days lost
to delayed discharges (65+) 138 97 80 | 142 | 167 | 192 | 116 99 90 | 169 | 143 | 127 | 104

Delayed Discharges - Bed Days Lost and Delays at Census

250

200

—— Bed Days Lost (inc AWI's)

& 75% Reductiion Target
100

50

[v]

Apr-15  May-15  Jun-15 Jul-15 Aug-15  Sep-15 Oct-15  MNowv-15 Dec-15 lan-16 Feb-16 Mar-16 Apr-16

Commentary

From April 2015 the target for Delayed Discharge decreased from 4 weeks to 2 weeks. NHS Greater
Glasgow and Clyde has also reported on the number of bed days lost due to delayed discharges; this
provides a more complete picture of the impact of hospital delays.

We continue to maintain positive performance in relation to the 14 day Delayed Discharge target.

We have consistently achieved zero delays over 2 weeks since April 2015 up to and including May
2016.

Despite an increase in delays and bed days lost during the winter period (in Inverclyde as well as the
rest of GG&C) we are achieving the overall target of reducing bed days so far this financial year.

Across the year (April 15 to March 16), we reached a 76.8% reduction on Bed Days Lost against the
2009/10 baseline; 1.8% better than the target set for us.

Our total Bed Days Lost for this period was 1,560, which works out on average at 130 lost days per
month. The monthly target is 140, so we exceeded the target on average by ten days each month.
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The overall performance indicates positive outcomes for service users who are returning home or
moving on to appropriate care settings earlier and spending less time inappropriately in hospital.

Actions

Work with colleagues at Inverclyde Royal Hospital continues to demonstrate the effectiveness of
early commencement of assessments regarding future care needs in achieving an appropriate,
timely and safe discharge. The result is that the majority of individuals are assessed and discharged
home as soon as they are deemed medically fit for discharge, including those requiring a home care
package and residential care placement

There is a continued focus to develop integrated and joint improvements to continually improve the
hospital journey and discharge processes. This covers intermediate care (step up beds) and
comprehensive geriatric assessment.
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HCCPC: Self Directed Support (SDS)

Objective To give options to the supported person ensuring that they are
provided with the information and tools to make an informed
choice about the available services and funds to best help them
meet their outcomes.

Outcome (1) People are able to look after and improve their own health
and wellbeing and live in good health for longer.
Measure Increase in Number of unique and mixed options chosen over the
last 3 years.

Current Performance 2509 SDS clients in 15/16 — increase of 1068 clients from 14/15

&2 =14
B Mumber of SDS51 onby
clients
m Mumber of SDS2 onby
clients
1778 Nf.nr'nl::ler of SD53 onby
clients
m Mumber of SDS4 (mixed
505 option) clients
Increased
No. of
SDS Unique Client Summary 2014/15 | 2015/16 | clients
Total Number of SDS clients 1441 2509 1068
Number of SDS1 only clients 53 62 9
Number of SDS2 only clients 51 95 44
Number of SDS3 only clients 1316 1778 462
Number of SDS4 (mixed SDS option) clients 21 574 553

Commentary
Since the 1% of April 2014, Scottish councils have a legislative duty to offer the 4 SDS options to all

service users assessed as requiring social care support. Collating the information to evidence the
choices being made and the shift in services has been a major challenge. Since January 2016 we have
put in place an individual support plan that is able to record the SDS option chosen by service users and
link to service provided.

For 2015 all 2,509 service users assessed or reviewed were offered a choice of the 4 SDS options and
the graph illustrates the number of individual service users who chose each option. 574 individuals chose
a mix of the options offered which demonstrates the exercise of real choice and control by these
individuals and the flexibility of service provision within Inverclyde.

There is a slight but gradual increase in number of SDS Option 1 (Direct Payment) which appears to be in
line with other local authority areas but still below the average uptake. The more marked increase is in
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Option 2 (individual service fund) and is related to changes in service provider following the
implementation of the Homecare contract, choice around an independent day care provider for older
people and re-coding services such as short breaks from option 3 (HSCP arranged service) to option 2.

Actions
Revision of the SDS Implementation Plan which will cover 4 themes.

People

Processes and Procedures
Positioning the Social Care Market
ICT

Key areas for action this year include;

e Governance Structure around SDS Implementation

o Review of the current Resource Allocation System (RAS)

o Finalise Procedures and Practice Guidance — including Service Agreements for Option 1 & 2.
e Training matrix for Staff

e Public Information including Employer Handbook

e Community Connectors and Inverclyde Life Portal

e Communication

e Support to strategic commissioning

¢ Continuation of SDS project team staff temporary posts

To deliver on the Creating a Confident Workforce element of the SDS legislation we are developing a
Training Plan for staff covering awareness of outcome focused work and assessment and support
planning.
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HCCPC: Step Up Beds (Intermediate Care)

To avoid unnecessary hospital admission and to provide
rehabilitation within an alternative community environment.

Objective

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

Outcome

Bed days provided within step up beds (intermediate care) rather
than acute hospital.

Measure

Current Performance

261 days provided at 27 May 2016

Step Up Beds - Bed Days Used by Number of Clients
Jan16 - May 16

90
80
70
60
50
40
30
20
10

Number of Bed Days/Clients

Jan-16

Feb-16

Mar-16

Apr-16

May-16

Jan-16

Feb-16

Mar-16

Apr-16

May-16

H No. of Days in SUB

83

84

72

15

H No. of Clients in SUB 1 5 5 5 3

Commentary

There have been 35 referrals to step up beds since 11™ January 2016 with 11 admissions to the end
of May 2016. We are confident that these individuals would otherwise have been admitted to hospital
but instead were cared for in a community setting saving 261 days of acute bed usage. Of the 11
people who were admitted to Step Up Beds, one person subsequently required long term care and
the other 10 were able to return to their own homes.

Actions

Complete full review of pilot so far to inform commissioning process. Health & Community Care
Management team to determine way forward and meet with providers at the end of August 2016.
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PHIC: Smoking Cessation

Objective To sustain and embed successful smoking quits, at 12
weeks post quit, in the 40% SIMD areas
Outcome (1) People are able to look after and improve their own health
and wellbeing and live in good health for longer.
Measure The 2015/16 target for Inverclyde is 94 quits, 12 week post quit

date from the 40% most deprived from all Inverclyde stop
smoking services (community, pharmacy, acute, pregnancy).

Current Performance

Currently 130 have quit, 12 weeks post quit date from the 40%
most deprived, which is 38% above the target. The data is
incomplete for this reporting period, therefore it is anticipated to
be higher.

Estimated smoking prevalence of adults (16+) in Inverclyde is 27.6% (source = Health & Wellbeing
Survey 2013) which equates to 18,510 people.

Quarter Quit Quits @ 1 Quits @ 3 % Quits @ 1 | % Quits @ 3
Attempts Month Months Month Months
Aprl5 - Juni5 216 80 40 37% 19%
Jull5 - Sepl5 199 77 45 39% 23%
Oct15 - Decl5 188 71 45 38% 26%
Janl6 - Marl6 269 91" 34%
TOTAL 872 319" 130"
* only partial data available for the period of Jan16 to Marl6.
4 300 ™
o 250 /
§ /
©
5 150
o)
E
S 100
= .__/.
50
0
=o—Quit Attempts == Quits @ 1 Month Quits @ 3 Months
. J
Commentary

A comprehensive stop smoking service is delivered across Inverclyde, within community, hospital,
pregnancy and pharmacy settings. All services contribute towards the target with the pharmacy
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service having the greatest footfall.

Over the preceding 3 years, there has been a gradual reduction in the number of people accessing
stop smoking services across Inverclyde and further afield. As a result a piece of research was
carried out with smokers from SIMD areas, including Inverclyde, to ascertain reasons for this
reduction. Reasons included poor awareness of services and support available and the increased
role of e-cigarettes. A review, re-branding and redesign of community stop smoking services was
carried out and improvements implemented, early indications are that there has been an increase in
uptake of services and improved performance.

The first Tobacco Strategy for Inverclyde was ratified in January this year through our Community
Planning Partnership. It is anticipated, with support from our Inverclyde Alliance partners, that a
comprehensive tobacco control strategy will be implemented which in turn will increase awareness
of local services and further reduce the smoking prevalence within Inverclyde.

Actions

There is a further proposed 2016/17 Local Delivery Plan target for Inverclyde, which has the same
focus on 12 week successful quits from the 40% most deprived communities. The proposal sees
the target potentially increasing to 167 across all Inverclyde stop smoking services. NHSGGC has
still to formally commission this level of delivery.

Continue to increase local awareness of the stop smoking services with local community, alcohol
and drug services, family centres, GP practices, health and social care staff.

Increasing links with local pharmacy services across Inverclyde.

Increase support and activity of the Inverclyde Tobacco Strategy Local Implementation Group.
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PHIC: Complaints

Objective We use complaints as a valuable feedback to improve service
standards

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

Measure % of complaints received & investigated within timescales

Current Performance 100% March 2016

2015/16* All Complaints 2014/15" Investigated Complaints
C laint Met Not Met % within Met Not Met % within
ompiaints € otMe timescale € ot vie timescale
| Acknowledged 54 4 93.1% 48 3 94.1%
Social | within Timescale
Work
Completed 39 19 67.2% 34 17 66.7%
within Timescale
Acknowledged 8 0 100% 15 0 100%
within Timescale
NHS C leted
omplete 7 1 87.5% 11 4 73.3%
within Timescale
100%
80%
60%
40% -
20% -
0% -
Complaints Complaints Completed Complaints Complaints Completed
Acknowledged within within Timescale Acknowledged within within Timescale
Timescale Timescale
Social Work | NHS
@2015/16 % within timescale m2014/15 % within timescale
Commentary

The Health and Social Care Partnership Integrated Complaints Procedure was implemented in 2015
which combined the requirements of the NHS and Social Work response target into an agreed formal
process based on the Scottish Public Service Ombudsman Model Complaints Handling Process.
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In house training supported by the SPSO took place in 2015 to support managers and teams in
effective complaints handling and investigation skills.

Only Investigated Complaints were previously reported. As we seek to improve our learning from
complaints resolved at the frontline, these have been included in the figures for future analysis and
reporting.

Resolving complaints within the agreed timescales is an important measure of performance.
However the complex, multifactorial nature of some complaints needs consideration to ensure a
comprehensive, accurate and meaningful response.

Actions

e Action plans with key themes for learning are identified by managers on conclusion of
complaints.

e Performance for complaints is routinely monitored and scrutinised at quarterly performance
management information reviews (QSR) within all service areas within Head of Service
Meetings and at Clinical and Care Governance Group.

e The Annual Complaints Report for April 2015 — March 2016 has been compiled for
presentation to the 1JB during August 2016.

e The Quality and Complaints Officer will provide a focus for developing a quality assurance
process around complaints.

e The Public Services Reform (Social Work Complaints Procedure) (Scotland) Order 2016
abolishes the existing social work complaints process and gives SPSO authority to undertake
the review procedure for Social Work Services Complaints. This is due to become
operational from April 2017.

e The Children and Young People (Scotland) Act 2014 (Part 4 and Part 5 Complaints) Order
2016 gives the SPSO the ability to consider the merits of decisions when dealing with
complaints made under parts 4 and 5 relating to the named person and child’s plan.

e Further guidance is awaited on the SPSO role and their approach around both pieces of
legislation.

e Once guidance is received from SPSO local arrangements will be further developed.
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PHIC: Absence

Objective To manage attendance effectively to ensure a sufficient
workforce to meet the needs of the service user.

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

Measure targetis 9 days/ 4%

Current Performance LA- 65% / NHS-4.82%

March 2015 - March 2016 Absence Rates (LA & NHS)
8.00%
7.00% S N
6.00% \*/ﬂv N‘
5.00% \A /J"""h —
4.00% \/ —LA
—NH3

3.00%
2.00%
1.00%
DDD% T T T T T T T T T T T T 1

Mar-15 Apr-15 May-15 Jun-15  Jul-15  Aug-15 Sep-15 Oct-15 MNov-15 Dec-15 Jan-16 Feb-16 Mar-16

Mar-15 | Apr-15 | May-15 | Jun-15 Jul-15 | Aug-15 | Sep-15| Oct-15 | Nov-15 | Dec-15| Jan-16 | Feb-16 | Mar-16
LA 6.55% | 5.24% | 4.08% | 4.70% | 494% | 4.84% | 3.88% | 3.44% | 5.16% | 4.68%  556% | 5.38% 6.05%
FTE* 913.30 927.70
NHS 576% | 5.58%| 5.25% 6% | 6.16% | 577% | 6.21%| 7.06% | 7.33% | 650% | 6.47% | 5.05% 4.82%
FTE* 489.56 486.53

*The ratio of the total number of paid hours during a period (part time, full time, contracted) by
the number of working hours in that period.

*The ratio units are full time equivalent (FTE) units or equivalent employees working full-time. In
other words, one FTE is equivalent to one employee working full-time.

Commentary

To improve attendance at work we have regular meetings with the Chief Officer, Head of
Service and HR to identify areas within the HSCP that have high numbers of absence.
Support is provided to managers particularly around complex cases.

We provide reports on attendance by employee and distribute to all line managers charged
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with managing attendance and also include quarterly workforce information reports.

HR staff have been focusing on long term absence and have been involved in a number of
terminations over the past year. There is a focus on referrals to occupational health and
producing letters of concern.

Attendance at work is a standing item on the Trade Unions (TU) liaison group who also
receive management reports. Improving attendance is also a standing agenda item for the
Senior Management Team.

We have improved working environments across the HSCP which can improve attendance
as can flexible working which we have introduced across some teams within the HSCP, in
line with the Council’'s Mobile Working Policy and the NHS Agile Working Policy.

The chart shows the number of whole time equivalents at end March 2014/15 and 2015/16,
and the absence percentage in year 2014/15 in comparison to 2015/16.

Actions

Ongoing monitoring of absence information of all service areas

¢ Regular absence meetings with Chief Officer, Head of Service, HR Council and NHS to
explore ways to improve attendance.

e Absence Information provided to each Service Manager on a monthly basis

e Focus on letters of concern / referral to occupation health / long term absence and support
returning to work
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CFCJ: MMR vaccination

Objective Deliver childhood immunisation programmes improving uptake
of Measles, Mumps and Rubella vaccination (MMR).

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

Measure % children vaccinated MMR at 24 months

% children vaccinated MMR at 5 years

Current Performance % children vaccinated MMR at 24 months is sitting above target
by 1.5%. This is the highest uptake since Jul-Sep 2014.

% children vaccinated MMR at 5 years is sitting above target by
3.8%.

Jan - Mar | Apr-Jun | Jul-Sep | Oct-Dec | Jan-Mar | Apr-Jun | Jul-Sep | Oct- Dec
14 14 14 14 15 15 15 15

24 Months 96.4% 94.5% 97.8% 95.6% 95.3% 96.1% 93.9% 96.5%

5 Years 95.9% 95.5% 96.5% 95.6% 95.3% 95.8% 95.5% 95.7%

Target 95% 95% 95% 95% 95% 95% 95% 95%

100%

99% - ———

98% - KD - =
97% N o~ __ - -

96%
95%
94%
93%
92%

91% T T T T T T T 1
Jan - Mar Apr-Jun 14Jul - Sep 14 Oct-Dec Jan-Mar Apr-Jun 15Jul - Sep 15 Oct - Dec
14 14 15 15

------ 24 months = = 5years Target

Commentary
The graph above shows performance against the MMR immunisation target for children aged 24

months and 5 years. The target has been consistently achieved for children aged 5 and only
dipped below the target for children aged 24 months on two occasions since January 2014.

Most immunisations continue to be delivered via the Health Visiting teams. Parents are actively
encouraged to bring their children for immunisations. All parents in Inverclyde are given information
relating to the benefits of the MMR vaccination, and the importance of attending.

Actions

We will continue to deliver the childhood immunisation programme, with a particular focus on
improving uptake of MMR. We will monitor performance via the Children’s Services Quarterly
Service Review (QSR).
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CFCJ: Smoking in Pregnancy

Objective Reduce smoking in pregnancy and reduce equalities gap

through the delivery of targeting smoking cessation services for
women in SIMD 1.

Outcome (5) Health and social care services contribute to reducing
health inequalities.
Measure % of expectant mothers who smoke whilst pregnant

(lower = better)

Current Performance 17.8% at Dec 2015 — overall (above target)
23.5% at Dec 2015 — most deprived quintile (below target)

Octl2 | Janl13 | Aprl3 | Jull3 | Octl3 | Janl4 | Aprl4 | Jull4 | Octl4 | Janls

Healthy

Sep13 | Dec13 | Marl4 | Junl4 | Sepl4 | Decl4 | Marl5 | Junl5 | Sep15 | Decl5

Smokingin 1 55 500 | 20,796 | 19.8% | 19.6% | 18.6% | 18.3% | 19.0% | 17.6% | 16.7% | 17.8%
pregnancy

Number 724 | 744 | 739 | 750 | 742 | 722 | 717 | 695 | 700 | 650
Pregnant

Number

: 161 154 146 147 138 132 136 122 117 116
Smoking

smoking in
pregnancy

(most 27.5% @ 25.3% 28.2% 22.7% | 23.5%
deprived

quintile)
Number 369 369 384 377 374 363 351 327 339 323
Pregnant
Number 123 120 113 110 103 92 99 82 77 76
Smoking
40%
35%
—_— —— - = — \
30% ~—
—
~ ~N
25% = ~
\ —
200 === — ===c =
15% T T T T T T T T T T T 1
(4p] (90] ™ (90] <t < < < n o Ko} n
— — — — — — — — — — — —
S 5 o o 3 5 o 3 T 5 & o
= ) wn &) = L) n @) = ) n e
o o S a 9 9 3 S N S 3 9
g = 5§ & 2 =5 § & 2 "5 § &
====3Smoking in pregnancy — = Smoking in pregnancy (deprived) Target
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Commentary

There has been a continual improvement in reducing the percentage of expectant mothers
smoking. In March 2014 we exceeded the 20% target for the Inverclyde area and the trend for the
most deprived quintile is moving in the right direction with our lowest percentage to date. The
Health Improvement Team facilitated joint development sessions with Health Visitors and Midwives
specifically focussed on smoking in pregnancy to ensure referral pathways and joint working
arrangements are robust.

The Health Improvement Team will continue to work with maternity Smoke Free Services to support
women to reduce the incidence of smoking in pregnancy. The plan is to take the learning from the
service evaluation which includes the entire pregnancy pathway from pre conception to post natal;

Reducing smoking in pregnancy is important because it is related to other health issues, particularly
low birth weight of babies and poorer child health.

Actions

o We will continue to monitor performance of the target waiting times as part of our
established Quarterly Service Reviews (QSR).

o Work with maternity smoke free services to provide all possible support for women to
reduce the incidence of smoking in pregnancy.
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CFCJ: Community Payback Orders (CPO)

Objective

A Community Payback Order (CPO) is a community sentence which is
designed to ensure that individuals who have committed offences
payback to society, and in particular their communities, along with
providing learning opportunities to support change.

Outcome

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

Measure

o Number of Community Payback Orders (CPOs)

¢ Number of CPOs imposed with Supervision Requirements
¢ Number of CPOs with Unpaid Work Requirements.

e Unpaid Work hours imposed

Current Performance

e 102 new CPOs (Jan to Mar 16)

e 44 new CPOs with Supervision Requirements (Jan to Mar 16)

e 77 CPOs made with Unpaid Work Requirements (Jan to Mar 16)
e 8975 hours of Unpaid Work (Jan to Mar 16)

2013/14 2014/15 2015/16

Apr- | Jul- | Oct- | Jan- | Apr- | Jul- | Oct- | Jan- | Apr- | Jul- | Oct- | Jan -

Jun Sep Dec Mar Jun Sep Dec Mar Jun Sep Dec Mar
Community
Payback Orders 64 63 57 60 76 72 71 73 84 75 86 102
Number CPOs
with Supervision 24 28 22 25 27 22 33 38 48 28 51 44
Number CPOs
with Unpaid work 56 51 48 46 66 59 50 55 62 59 67 77
unpaid work 6900 | 5958 | 6194 | 5845 | 7300 | 5843 | 4735 | 6870 | 6900 | 6464 | 6782 | 8975

Hours imposed
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2013/14 2014/15 2015/16

Unpaid work Hours imposed = &~ Community Payback Orders

«+% -+ Number CPOs with Unpaid work —@®— Number CPOs with Supervision
Commentary

e There has been a 42% increase in the number of CPOs imposed by the courts from 2013/14
to 2015/16 (up from 244 to 347)
e Supervision requirement has increased by 73% (up from 99 to 171)
e CPOs with Unpaid Work have also risen by 14% (up from 201 to 265)
e The amount of hours of Unpaid Work being imposed has also seen a rise of 17% (up from
24,897 to 29,121)
[}
The increase in CPO’s has a positive impact on the community as the reduction in short term
custodial sentences is beneficial to both the person and society in general. Retaining their tenancy,
minimal disruption to the family unit and the opportunity to learn new skills have all been positive
outcomes for the person. Society benefits from the work being carried out in the community and by
the programmes and treatments offered to support the person to be rehabilitated in a community
setting.

This upward trend in the imposition of CPOs is mirrored nationally. The resourcing implications in
terms of servicing this rise in CPOs has proved extremely challenging given there has been no uplift
to the core funding for Criminal Justice Social Work nationally. In addition the recent consultation on
extending the presumption against short sentences beyond the current 3 months will certainly, if
taken forward, generate a further increase in numbers.

Actions

The Criminal Justice Social Work (CJSW) funding formula is currently under review and Social Work
Scotland along with COSLA has actively been involved in this process. The Inverclyde CISW
Service Manager is an active member of Social Work Scotland and from discussions which have
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taken place to date it is unlikely that the proposed changes to the formula will deliver an uplift that
corresponds to the challenge of meeting this increasing demand, particularly if there is no national
uplift in the CISW funding to which the formula is applied.

The CISW Management Team has also been proactive in looking at the efficiency and effectiveness
of how our current resources are deployed. However, these changes are unlikely to be sufficient in
themselves, particularly if the upward trend continues, to meet the demand. The current funding
model does not lend well to employing additional staff as for example the transfer of resources from
the prison service to the community is only in place on a short term basis. The Scottish Government
are currently reviewing this position and it is proposed that a new funding model will be applied to
allocate funds on a three year basis. This would support the service to better plan and to employ
staff to support the ongoing changes.
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INVERCLYDE

Health and Social AGENDA ITEM NO: 10
Care Partnership

Report To: Inverclyde Integration Joint Date: 18 August 2016
Board

Report By: Brian Moore Report No: 1JB/42/2016/HW
Corporate Director (Chief
Officer)

Inverclyde Health and Social
Care Partnership (HSCP)

Contact Officer: Helen Watson, Contact No: 01475 715385
Head of Planning, Health
Improvement and
Commissioning

Subject: HSCP COMPLAINTS ANNUAL REPORT 2015/16

PURPOSE

The purpose of this report is to inform the Inverclyde Integration Joint Board (1JB) of
the annual performance of the Inverclyde Health and Social Care Partnership
(IHSCP) following implementation of the new Integrated Complaints Handling
Procedure.

SUMMARY

This report describes and analyses performance in handling complaints from 01 April
2015 to 31 March 2016. The annual report provides the following information:

i. Performance Information
ii. Analysis of Complaints Activity
iii. Future Proposals

RECOMMENDATIONS

It is recommended that 1JB members note the annual performance of the Inverclyde
HSCP Integrated Complaints Procedure and comment as required.

It is recommended that 1IJB members note the changes to legislation which will
require amendments to the local procedure in due course.

Brian Moore
Corporate Director (Chief Officer)
Inverclyde HSCP
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BACKGROUND

The purpose of this report is to inform the Inverclyde Integration Joint Board of the
annual performance of the Inverclyde HSCP Integrated Complaints Procedures
which encompasses NHS and Statutory Social Work complaints.

The Inverclyde HSCP Integrated Complaints Procedure issued by the Chief Officer
became operational in the 2015/16 reporting period. It supports the Public Bodies
(Joint Working) (Scotland) Regulations 2014 to more closely align the respective
complaints handling processes of health complaints and social work complaints.

In line with statutory requirements there is still an additional stage for social work
complaints procedure:

Stage 1 — Frontline resolution whereby the complaint is dealt with directly at point of
service
Stage 2 - Complaint requires formal investigation and response
Stage 3 — Referral to Independent Complaint Review Committee (CRC) for social
work complaints only.

Complainants have the legal right of referral to the Scottish Public Service
Ombudsman (SPSO) to appeal NHS complaint outcomes. For social work
complaints, only maladministration of the procedure can currently be investigated by
the SPSO.

The Quality and Development Service has lead responsibility to manage, co-ordinate
and record complaints across IHSCP in line with the Integrated Complaints
Procedure.

There are two electronic administrative systems which log health and social work
complaints. However there is one central point within IHSCP where all complaints
are logged which enables us to report collectively.

Complaints information is one of several sources of feedback about staff and service
performance used to inform service improvements. This is generally obtained locally
at the frontline with an overview of these collated within this report.

The Annual Complaints Report details the following:

« Performance of Frontline Resolution and Investigated Complaints
+« Analysis in respect of:
= Complaint OQutcomes
= Complaint Themes
= Learning from Complaints
+ Learning from Complaints
% Positive Feedback

PROPOSALS

The Public Services Reform (Social Work Complaints Procedure) (Scotland) Order
2016 will fully align social work complaints with other public bodies. It repeals the
Complaints Review Committee element of the current process and the appeal
process will be fully administered by the SPSO, including determining the
professional judgement of social work. This is due to come into force in April 2017.

The Children and Young People (Scotland) Act 2014 (Part 4 and Part 5 Complaints)
Order 2016 gives the SPSO the authority to consider the merits of professional
decisions made relating to the named person and child’'s plan when dealing with



complaints.

5.3

Once guidance is received in relation to both areas of legislation, the HSCP will need

to determine what support, processes and consultation are required in order to
implement this new legislation locally.

6.0 FINANCE
6.1

One off Costs

Financial Implications: There are no financial issues within this report.

Cost Centre | Budget | Budget | Proposed | Virement Other Comments
Heading | Years Spend From
this
Report
£000
Annually Recurring Costs/ (Savings)
Cost Centre | Budget | With Annual Virement Other Comments
Heading | Effect | Net Impact | From (If
from £000 Applicable)

LEGAL
6.2
HUMAN RESOURCES
6.3
EQUALITIES

6.4

There are no legal issues within this report.

There are no equality issues within this report.

There are no human resources issues within this report.

Has an Equality Impact Assessment been carried out?

YES

(see attached appendix)

Therefore,

\/ 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.

no Equality Impact

7.0 CONSULTATION

7.1 None

8.0 BACKGROUND PAPERS




8.1 None.
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1. Introduction

1.1 Background

Inverclyde Health and Social Care Partnership (IHSCP) is a fully integrated
partnership incorporating functions and services from Inverclyde Council and NHS
Greater Glasgow and Clyde Health Board, to meet the requirements of the Public
Bodies (Joint Working) (Scotland) Act 2014. This brings together community and
primary healthcare, social work and social care services. Inverclyde HSCP goes
beyond the minimum requirements of the Act, in that it includes Children & Families
and Criminal Justice Services as well as adult services.

Previous work undertaken within the Inverclyde Community Health Care Partnership
(ICHCP) has provided a strong foundation on which to embed the new legislation
and further improve joint working within and for the benefit of our communities.

Our vision of Improving Lives is underpinned by the values that:

[1We put people first;
[JWe work better together;
] We strive to do better;
[JWe are accountable.

1.2 Our People

Inverclyde Health and Social Care Partnership has 1,666 members of staff employed
by both NHS Greater Glasgow and Clyde Health Board and Inverclyde Council to
serve a population of 79,860.

1.3 Our Place

Inverclyde is divided into three wellbeing localities which are set out in the map and
tables below, with Inverclyde East being the largest wellbeing locality in terms of
geography shown in blue; Inverclyde Central is shown in green and Inverclyde West
is shown in orange.

The Community Planning Partnership for Inverclyde has made a commitment to
Getting it Right for Every Child, Citizen and Community. This is a whole population
approach that strives to support everyone in Inverclyde to be Safe, Healthy,
Achieving, Nurtured, Active, Respected, Responsible and Included.



Within Inverclyde Health and Social Care Partnership our staff strive to work in
partnership with individual service users, carers, patients and the local community to
ensure that services are user led and co-produced. To support this there are a
number of involvement opportunities at strategic, service and on a general level
across Inverclyde.

The Health and Social Care Partnership Advisory Group membership is drawn from
the broader HSCP People Involvement Network and formally represent service users
and carers on the Inverclyde Integrated Joint Board (1JB) and the Inverclyde Alliance
(our Community Planning Partnership).

There are service specific arrangements to support ongoing engagement with the
people using services and their carers to bring about continuous improvements and
change.

Complaints form a valuable part of this continuum of service development and
improvement and provide a vital source of information to help analyse a situation or
service and pinpoint any recurring, underlying or potential problems. Collectively
these can help identify performance within a service or team in order to identify
areas for improvement based on sound evidence.

1.4 Current Procedures

The Quality and Development Service has lead responsibility to manage, co-ordinate
and record all complaints across the HSCP, including contracted services. A key
aspect of the development of the procedure is to focus on the learning from
complaints and feedback.

The HSCP Integrated Complaints Procedure based on the Scottish Public Service
Ombudsman Model Complaints Handling Procedure became operational in 2015 -
2016. The aim is to provide a quick, simple, streamlined process with a strong focus
on local, early resolution by empowered, well trained staff. This enables
complainants to have their issues or concerns dealt with close to the event which
gave rise to making the complaint.

As far as possible the complainant should be actively and positively engaged with
the process from the outset.
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Frontline Resolution: Frontline resolution should be attempted where there are
straightforward issues, potentially easily resolved with little or no investigation. This
should be completed within 5 working days.

Investigation Stage: Where complaints are not resolved at the frontline stage, are
complex, serious or high risk a thorough investigation will be undertaken. This
typically requires more thorough examination in order to establish facts prior to
reaching a conclusion. This should be completed within 20 working days.

Complaints Review Committee: This is a statutory social work review process
only, and comprises a formal “tribunal” approach overseen by Elected Members.

Scottish Public Service Ombudsman: NHS appeals of complaints outcomes are
reviewed by the SPSO. Currently maladministration of Social Work complaints can
be investigated by the SPSO.

1.5 Governance Arrangements

Governance arrangements are in place to report and analyse complaints within the
HSCP as follows:

Heads of Service Meetings;

HSCP Management Team Meetings;
Clinical and Care Governance;
Quarterly Service Reviews (QSRSs).

There are also reporting systems within our partner organisations NHS Greater
Glasgow and Clyde Health Board and Inverclyde Council which the Inverclyde HSCP
contributes to.

Health and social work complaints are logged in two systems, however there is a
central point of contact for recording and administering the process.



2. Summary of Performance

2.1 Number of Complaints

The IHSCP received a total of 66 complaints during the reporting period 2015/16.
This is a reduction of sixteen on the previous year. 58 relate to social services and 8
relate to community NHS services. 22 were resolved as frontline resolutions and 44
required to be fully investigated.

Number of Number of Number of Number of

Front Line Investigated FrontLine Investigated

Resolution Complaints Resolution Complaints
2015/16 2015/16 2014/15 2014/15

Social
Work

NHS

Total

2.2 Complaint Trends

The number of investigated complaints is down by a third from 66 to 44. This in turn
has slightly reduced the annual trend down from an average of 52 to 51 complaints
per year.

Total No. of Investigated Complaints
20 cn 66
o AA{“
50
40 Total No. of
30 Investigated Complaints
20
10 Trend
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2.3 Timescales

Along with changes to procedural arrangements, timescales for reporting were also
streamlined. Following implementation of the new procedure, a number of frontline
and investigated complaints did not meet the designated timescales. Guidance to
investigating officers is in place from the outset with additional reminders throughout
the process to support this.

6



2015/16

Timescale Not
Met

Timescale Met

Investigated Complaints
Acknowledged 36 0
within Timescale

Investigated Complaints
Completed 23 13

Saaiel within Timescale

Work

FLR Complaints
Acknowledged 18 4
within Timescale

FLR Complaints
Completed 16 6
within Timescale

Complaints
Acknowledged 8 0
NHS within Timescale

Complaints Completed
within Timescale

2.4 Complaint Outcomes

Of the 66 complaints received between NHS and Social Work, 32 (48%) were not
upheld. Ten (15%) were logged but later removed from the complaints procedure as
it was deemed that other avenues for investigation were more appropriate.

For example those which involved commissioned services, services hosted by other
Health and Social Care Partnerships were handled through appropriate service
processes, and some of those which related to staff conduct were appropriately
investigated through disciplinary procedures. One complaint was withdrawn from the
process by the complainant.

Of the 58 Social Work complaints, 11 were upheld and 7 were partially upheld. Of
the 8 health complaints, 3 were partially upheld. Two social work complaints were
reviewed by the Complaints Review Committee.
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2.5 Complaint Themes

The 21 complaints which were upheld or partially upheld were examined for key
themes. Multiple themes are evident in 14 of these, whilst 7 specifically related to a
single factor. Communication issues followed by a failure to achieve a quality of
service are the two main factors resulting in complaints.

Complaint Themes

B Communication Issues
13

M Failure to Provide a
Service 6

M Failure to Achieve a
Quality Service 12

M Failure to Follow
Procedures 1

B Employee
Attitude/Conduct 5

2.6 Learning from Complaints

Inverclyde HSCP is committed to reflecting on occasions when we may not get it
right in order to highlight opportunities for improvement. As such where a complaint
has been upheld or partially upheld, the service should determine what actions are
required to support continuous improvement.



Of the 18 social work complaints upheld or partially upheld, only one generated a full
Service Improvement Plan with two recommendations.

However, on reviewing outcome letters to complainants it is reassuring to see that as
the new procedures have embedded, some services are adopting a “what happened,
what should have happened and what will happen now” approach.

Services were able to advise complainants that they had taken immediate action or
that action was imminent so a full service improvement plan was not required. In
response to the multiple complaint themes there are also a number of complaints
with multiple improvement themes.

Improvement Themes

M Practice Standards 8

H Internal Processes 11
Communication 12

B Quality Assurance 4

M Learning and
Development 5

2.7 Appeals

Following an investigation and written response, if a complainant remains
dissatisfied with the outcome of an investigation they have the right to appeal that
decision. For NHS complaints the appeal is directly to the Scottish Public Service
Ombudsman.

For Social Work complaints, under the Statutory Complaint Procedure for Social
Work Services the appeal process is firstly by Independent Review by the Social
Work Complaints Review Committee.

In the reporting period 2015/16, two complaints were reviewed by the Complaints
Review Committee. Both related to Children’s Services and Criminal Justice, and
both were assessed by the Review Committees as not upheld.

There were no complaints investigated by the SPSO from the Inverclyde HSCP in
this period.



3. Future Developments

3.1 Social Work Complaints Procedure

To further align social work complaints with other public sector complaints
procedures, The Public Services Reform (Social Work Complaints Procedure)
(Scotland) Order 2016 sets to abolish the existing social work complaints process.

It removes the current Social Work Complaints Review Committee and allows the
Scottish Public Service Ombudsman to undertake the review procedure. Thus,
taking into account the professional judgement of Social Work exercised on behalf of
local authorities. It also allows for the sharing of information between the SPSO,
Care Inspectorate and the Scottish Social Services Council when appropriate.

Guidance has not yet been received from the SPSO but the order is due to come
into force on 1 April 2017. The SPSO has announced that it will be working with key
stakeholders both in developing the new process and in preparation of their new
role.

3.2 Named person and child’s plan

The Scottish Parliament also recently passed the Children and Young People
(Scotland) Act 2014 (Part 4 and Part 5 Complaints) Order 2016. This order will give
the SPSO the ability to consider the merits of decisions when dealing with
complaints made under parts 4 and 5 relating to the named person and child’s plan.
Further guidance is awaited on the SPSO role and their approach.

Inverclyde HSCP will, in due course, undertake consultation to ensure that local
people are informed of these changes.
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4. Contracted and Commissioned Services Complaints

4.1 Commissioned Services Complaints

The HSCP contracts with 137 external care providers who deliver 194 services
ranging from Care and Support at Home to Care Homes that meet a range of needs
(including Older People; Learning Disability); Supported Accommodation (such as
Sheltered Housing and group living accommodation), and some therapeutic
services.

There is a notable reduction in the number of complaints received.

2015/16 2014/15
Outcome Number Number %
Upheld
Partially Upheld

Not Upheld
Withdrawn
Ongoing
Total

Of the 14 upheld and partially upheld complaints, service standards and care
practice are the two main themes for making a complaint.

Commissioned Services - Complaint
Themes

m Staff Conduct 2
M Care Practice 4
Policy & Procedures 3

M Service Standards 5

4.2 NHS GG&C Contracted Health Services

Independent providers such as GPs, Pharmacists, Optometrists and Dental
Practitioners are contracted to deliver community health services on behalf of the
NHS.

Independent Contractors have their own processes for responding to complaints and
undertaking service improvements in response. This complaint activity is monitored
11



and reported via the Clinical and Care Governance Group where recommendations
can be made. One optometry complaint was received which was not upheld. There
were no other complaint reports received.

4.3 GP Practices

There were 60 complaints received by the 16 GP practices during the reporting
period 2015/16. Of these (57) 95% were responded to within the timescales. 24 of
these were fully or partially upheld. 5 complaints were irresolvable.

Of the data available the most common issues were around access to GPs and
appointments, communications and staff attitudes.

GP Complaint Themes

B Prescription Issues 1
B Communications 8
H Clinical Care 9
B Access/Appointments 11
B Results Handling 2
1 Staff Attitude 6
Medical Records 2

Administration 4

5. Positive Feedback

5.1 Thank you

It is important that as individual staff members, services and as a whole organisation
we learn from complaints. Equally important is when we receive positive feedback to
let us know that our staff have done a good job or surpassed expectations.
Compliments motivate, encourage and inspire repeat standards of excellence
throughout our services.

There is no better example of integrated working than in the following thank you
letter. It demonstrates an enabling, joined up approach to supporting a gentleman to
remain at home with family and friends in his last few weeks of his life.

Not only were the right professional team in the right place at the right time to enable
this to happen but the family were empowered to develop their own confidence and
skills to support their Dad.

“On behalf of my family and myself, | would like to nominate the following teams who
cared for my late father in the final weeks, days and hours before his peaceful death.

12



The care provided by HSCP Homecare, District Nurses and Tuckdown staff was
outstanding. Each individual demonstrated great professionalism, dedication,
compassion, care and support for him. Each carer quickly understood his health and
care requirements but equally got to know him personally and respected his
preferences and requests with regards to his personal care.

Despite his deteriorating health both Dad and his family appreciated the positivity
and humour shown by the team which helped keep his and our spirits up. We
personally appreciated the updates given by the care staff following each visit. They
were always friendly, honest and kept us abreast of Dad’s condition, with practical
advice given to us the opportunity to assist him in between their visits.

The care provided made the final weeks immeasurably more comfortable for all. The
skill and professionalism of every carer and the collaboration between agencies
meant that our dad spent those precious final days in the comforting knowledge that
others were fully in control which lifted a great weight from our shoulders during a
very difficult time.

| would be delighted to see the care teams achieve some recognition so that the
challenging work they do and the positive impact they have on patients and their
families can be appreciated by the wider public”.

The Advice Service is instrumental in supporting potentially vulnerable members of
the community in navigating the welfare system, maximising their income and
supporting them in managing their finances.

“I am writing to advise you of the fantastic service | received from staff at the Advice
Services. Some years ago my husband had a spell of ill health and was unable to
work. As a result | found myself in financial difficulty. This was a very stressful time
and | did not feel that | could talk to anyone about the problems | was facing. | was
therefore under a great deal of pressure trying to manage the situation and this
began to have an impact on my health.

| made contact with Advice Services and was seen by a worker who was very
empathic and understanding and led me through my options and supported me to
make the right decision. | felt as though a great weight had been lifted from
me........ | feel so much more in control of my financial situation. Your service not
only helped me out of a spiralling debt problem, but has helped me to budget and
manage my finances. | cannot praise the service enough and | ask that you pass on
my thanks to your staff”.

5.2 Compliments

Here are some from the many other positive comments received across the HSCP
about the people and services who support them.

“Just wanted to say thank you to all who helped and supported our Dad over recent

months. At difficult times knowing that you were there to care and speak to, helped
us along the way. Many thanks”.

13



“Just to say many thanks for managing [named individual's] care so well and with a
smile”.

“You're brilliant, thanks”.

“Just a quick note to say thank you for the level of care you provided my dad. Thank
you again”.

“The kindness and thoughtfulness you have shown will always be remembered,
thank you very much”.

“To all thank you for all the support and help”.

“For the wonderful care and attention received by my husband during his iliness, it
was very much appreciated. Thank you once again”.

“You are just the sort of person whose kindness means more than you could ever
know”.

“All the family want to say thank you very much for all your help with my sister. We
are very grateful for all your hard work”.

5.3 Award Winning Staff

Although every member of staff strives to achieve the best outcomes possible for the
people whom they support, special mention must go to Donna Macintyre who
recently received recognition at the SIRCC Residential Childcare Awards 2016.

The Residential Childcare Worker of the Year, nominated by the young people,
recognises workers who are a bit extra special, supporting and make real, positive
differences to the young people in their care.

In the words of Annie who nominated Donna:

“Donna has always encouraged me to do things, she has advocated on my behalf
and ensured that my needs are met. Even after | moved on from Kylemore
Children's Unit, Donna has continued to provide me with emotional and practical
support and is an excellent example of what a corporate parent should be."

But Donna does this not because she is a corporate parent, she does it because she
cares about me”.

6. Conclusion

Inverclyde HSCP remains committed to thoroughly investigating, learning from, and
taking action as a result of individual complaints where it is found that standards
have fallen below the level we expect and where services could be improved. We
are also committed to learning from when we get things right.

This has been a year of transition as the new Integrated Complaints Process
becomes embedded. Whilst it is welcome that the number of complaints has
14



reduced over the year, going forward we need to examine our systems and
processes to ensure that making a complaint is easy and accessible, and freely
available to all who wish to do so.

We will continue to report and publicise noted improvements and as we move to the
corporate recording system this will assist the Quality and Development Team to
better analyse and report on findings in future.

Finally, whilst there is evidence that there are ongoing learning opportunities for

individuals, services and Inverclyde HSCP as a whole, further work is needed to
determine how assured complainants are on resolution of their complaint.
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INVERCLYDE

Health and Social
Care Partnership AGENDA ITEM NO: 11

Report To: Inverclyde Integration Joint Date: 18 August 2016
Board

Report By: Brian Moore Report No: 1JB/46/2016/BC
Corporate Director (Chief
Officer)

Inverclyde Health and Social
Care Partnership (HSCP)

Contact Officer: Beth Culshaw Contact No: 01475 715283
Head of Health and
Community Care

Subject: Delayed Discharge Performance

1.0 PURPOSE

1.1 The purpose of this report is to advise the Integration Joint Board on Inverclyde’s
performance towards achieving the national target for Delayed Discharge.

2.0 SUMMARY

2.1 The Delayed Discharge target reduced from 4 weeks to 2 weeks on 1 April 2015,
reflecting the ongoing strategic commitment to Shifting the Balance of Care.

3.0 RECOMMENDATIONS

3.1 Members are asked to note the progress towards achieving the target and note the
preparation for recording performance for the forthcoming year.

Brian Moore
Corporate Director (Chief Officer)
Inverclyde HSCP
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BACKGROUND

Since April 2015 the target for Delayed Discharge decreased from 4 weeks to 2
weeks. NHS Greater Glasgow and Clyde has also reported on the number of bed
days lost due to Delayed Discharges as this provides a more complete picture of the
impact of hospital delays. Members will be aware that the HSCP have been working
closely with partners to successfully achieve the target.

From July 2016 there have been some changes to how Delayed Discharges will be
recorded; the census day has been moved from the 15" of each month to the last
Thursday of each month and all patients in an acute hospital bed on that day will be
counted as a delay breach if they have exceeded 14 days since they were medically
fit for discharge. It is not thought that this change in recording will have a significant
impact on performance.

To date, the proposed change in the target from 14 days to 72 hours has not been
confirmed.

PERFORMANCE

We continue to maintain positive performance in relation to the 14 day Delayed
Discharge target (Appendix A). We achieved zero delays of more than 2 weeks at
the census date for the whole of 2015/16 and have continued to maintain this
performance since April this year.

This performance has a context of a continued high level of referrals for social care
and community supports following discharge (Appendix B). During June 2016, 157
individuals were referred for social care support of which 40 people required a single
shared assessment indicating complex support needs. A total of 8 individuals (at
census date) were identified as being delayed following the decision they were
medically fit for discharge.

NHS Greater Glasgow and Clyde

Despite an increase in delays and bed days lost during the winter period (in
Inverclyde as well as across GG&C) we are achieving the Board target of reducing
bed days lost. Across the year (April 15 to March 16), we reached a 76.8% reduction
on bed days lost against the 2009/10 baseline. In terms of total beds used by these
patients, this has reduced in Inverclyde from 9 (2014/15) to 4 (2015/16).

Greater Glasgow and Clyde monitoring of bed days lost (Older People) provides a
consistent picture of improving performance across all HSCP localities. As a whole,
Greater Glasgow and Clyde has had a reduction of 54% in bed days lost based on
2012/13 whilst Inverclyde has a similar reduction of 48% over the same period.

The Chart (Appendix C) illustrates Inverclyde’'s performance against three HSCPs
which are closest in terms of population size.

The overall performance indicates positive outcomes for service users who are
returning home or moving on to appropriate care settings earlier and spending less
time inappropriately in hospital.

PROPOSALS

Work with colleagues at Inverclyde Royal Hospital continues to demonstrate the



6.2

6.3

7.0

7.1

7.2

7.3

effectiveness of early commencement of assessments regarding future care needs in
achieving an appropriate, timely and safe discharge. The result is that the majority of
individuals are assessed and discharged home as soon as they are deemed
medically fit for discharge, including those requiring a home care package and
residential care placement.

There is a continued focus to develop integrated and joint improvements to improve
the hospital journey and discharge processes. Areas under discussion include
development of comprehensive geriatric assessment and consideration of
designating acute beds to allow a greater emphasis on older patients who only
require a short hospital stay.

Inverclyde HSCP have also been piloting an intermediate care model to avoid
unnecessary hospital admission and to provide rehabilitation within an alternative
community environment. There have been 35 referrals to step up beds since
January 2016 with 11 admissions to the end of May 2016. We are confident that
these individuals would otherwise have been admitted to hospital but instead were
cared for in a community setting.

We will continue to develop our performance monitoring with an emphasis on the

hospital discharge pathway and in particular the outcomes for service users, their
families and carers.

IMPLICATIONS

Finance

There are no specific financial implications from this report.  All activity will be
contained within existing budgets.

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

Report

£000
N/A

Annually Recurring Costs/ (Savings)

Cost Centre | Budget | With Annual Virement Other Comments
Heading | Effect | Net Impact | From (If
from £000 Applicable)
N/A
Legal
None.

Human Resources

There are no Human Resource implications at this time.



Equalities

7.4 Has an Equality Impact Assessment been carried out?

8.0

8.1

9.0

9.1

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.

CONSULTATION

None.

BACKGROUND PAPERS

None.




Appendix A

Delayed Discharges at Census by length of delay
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Appendix B

IRH Discharge Team - Referrals
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Appendix C

= & =FEast Dunbartonshire

— W~ East Renfrewshire

i |NVETClyde
«+-@++ West Dunbartonshire

Bed Days Lost to Delayed Discharge (65+) by year
10,000
9,000
R _SRIERIRORS .

8,000 .

[ .

*-. - ...
7,000 = - -

\ Tsel :
6,000 '~ < ™ .

\ 4_’\/\ \’\ . . L . ...-
5,000 .____-_.~ ,, S~ [ *. ....
T~o - A\ /T
4,000 w \ ’ "%
3,000
2,000
1,000
0 T T T T T 1
2009/10 2010/11 2011/12 2012/13 2013/14 2014/15 2015/16




Appendix D

Bed days lost to delayed discharge (18+)
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The above chart shows Bed Days lost to Delayed Discharge per 1000 population of those who are 18 years and over. Population data used is the National
Records of Scotland Mid-Year Estimate for 2015. This allows for effective comparison between two different population sizes.
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Health and Social
Care Partnership

INVERCLYDE

H S‘ P AGENDA ITEM NO: 12

Report To: Inverclyde Integration Joint Date: 18 August 2016
Board

Report By: Brian Moore Report No: 1JB/40/2016/LA
Corporate Director (Chief
Officer)

Inverclyde Health & Social Care
Partnership

Contact Officer: Lesley Aird Contact No: 01475 712744
Subject: RISK MANAGEMENT POLICY AND STRATEGY
PURPOSE

The purpose of this report is to seek approval of the enclosed risk management policy
and strategy and provide an update on the development of the Inverclyde Integration
Joint Board (1JB) Strategic Risk Register.

SUMMARY

The Integration Scheme refers to the model risk management policy which was
developed by an NHS Greater Glasgow & Clyde IJB Chief Finance Officer working
group named the Technical Finance Working Group (TFWG).

On 10 August 2015, the 1JB considered an initial draft of the enclosed Risk
Management Policy and Strategy. The policy has now been updated and adapted to
reflect the Inverclyde position.

The Integration Scheme stipulates that the first integrated risk register should be
presented to the 1JB within six months following the delegation of functions to the I1JB. It
is proposed that this be discussed and developed further at an IJB development
session later this year.

RECOMMENDATIONS

It is recommended that the Integration Joint Board:
1. Notes the contents of the report;

2. Approves the enclosed Risk Management Policy and Strategy, and
3. Agrees to discuss and finalise the 1JB Risk Register at a future 1JB development
session in 2016.

Brian Moore Lesley Aird
Corporate Director (Chief Officer) Chief Financial Officer
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5.1
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5.3

5.4
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5.6

5.7

BACKGROUND

As reported to the 1JB in August 2015, a model or ‘specimen’ Risk Management
Policy and Strategy has been developed in collaboration with Health and Local
Authority colleagues across the NHS Board area that would be tailored to reflect
circumstances in each Partnership.

The work to tailor the risk management arrangements for Inverclyde was
completed over the past couple of months, following the appointment of the Chief
Financial Officer. The resulting combined Risk Management Policy and Strategy is
attached at Appendix 1.

KEY MESSAGES FROM THE POLICY AND STRATEGY

Good risk management will prevent or mitigate the effects of loss or harm and will
increase success in the delivery of better clinical and financial outcomes,
objectives, achievement of targets and fewer problems.

The 1JB should seek to promote an environment that is risk ‘aware’ and that strives
to place risk management information at the heart of key decisions.

Strategic risks will represent the potential for the 1JB to achieve (opportunity) or fail
to meet (threat) its desired outcomes and objectives as set out within the Strategic
Plan.

Operational risks will represent the potential for impact within or arising from the
activities of an individual service area or team operating within the scope of the
IJB’s activities. Parent bodies will retain responsibility for managing operational
risks as operational risks will be more ‘front-line’ in nature and the development of
activities and controls to respond to these risks can be led by local managers and
team leaders.

All risks will be analysed and scored consistently in line with the Inverclyde Council
approach as being Low, Medium, High or Very High based on the following scoring
mechanism:

Risk Impact Likelihood

1 — Insignificant 1 - Rare

2 — Minor 2 — Unlikely

3 — Moderate 3 — Possible

4 — Major 4 — Probable

5 — Catastrophic 5 — Almost Certain

Risks will be owned by/assigned to whoever is best placed to manage the risk and
oversee the development of any new risk controls required.

The risk register will be reported through the Audit Committee every six months
(from 2017/18 onwards this will be at the beginning of year and a mid year
update).
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RISK REGISTER

A draft Risk Register for the 1JB is being developed by officers. This will be
formally discussed and refined at a risk management workshop to be arranged as

part of an IJB development session later in the year.

IMPLICATIONS

Finance

There are no specific 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

There are no equality issues within this report.

CONSULTATION

This report has been prepared by the 1JB Chief Financial Officer. The Chief Officer

and Heads of Service have been consulted.

BACKGROUND PAPERS

None.
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Policy — the risk management approach

1.1 The Inverclyde Integration Joint Board is

committed to a culture where its workforce is
encouraged to develop new initiatives, improve
performance and achieve goals safely,
effectively and efficiently by appropriate
application of good risk management practice.

1.2 In doing so the Joint Board aims to provide safe

and effective care and treatment for patients
and clients, and a safe environment for
everyone working within the Joint Board and
others who interact with the services delivered
under the direction of the Joint Board.

1.3 The Integration Joint Board believes that

appropriate application of good risk
management will prevent or mitigate the effects
of loss or harm and will increase success in the
delivery of better clinical and financial outcomes,

Key benefits of effective risk management:

appropriate, defensible, timeous and best value
decisions are made;

risk ‘aware’ not risk ‘averse’ decisions are based
on a balanced appraisal of risk and enable
acceptance of certain risks in order to achieve a
particular goal or reward,;

high achievement of objectives and targets;
high levels of morale and productivity;
better use and prioritisation of resources;

high levels of user experience/ satisfaction with a
consequent reduction in adverse incidents,
claims and/ or litigation; and

a positive reputation established for the Joint
Board.

objectives, achievement of targets and fewer unexpected problems.

1.4 The Joint Board purposefully seeks to promote an environment that is risk ‘aware’ and strives to

place risk management information at the heart of key decisions. This means that the Joint Board
can take an effective approach to managing risk in a way that both address significant challenges

and enables positive outcomes.

5
Adequate

Catastrophic
5)

8
Adequate

Major
(4)

6 9

(3)

Adequate Adeq

Moderate
Internal Control

Impact of Risk

8
Adequate

Minor
(2)

Residual
Risk

Insignificant
(1)

Likelihood of Risk

Adequate

Almost

R 1)  Unlikely (2) Possible (3) Probably (4
are (1) nlikely (2) Possible (3) Probably (4) Certain (5)

1.5 In normal circumstances the Joint Board’s appetite/ tolerance for risk is as follows:

—————— Risk Appetite
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An explanation of the risk scores and how the risk should be managed is as follows:

Level of Risk (Inherent Risk |Indicated
Score) By How risk should be managed

Requires active management.

High impact/high likelihood: risk requires active management to manage down
and maintain exposure at an acceptable level.

Contingency plans.

A robust contingency plan may suffice together with early warning mechanisms
to detect any deviation from plan.

Very High Risk (16 - 25)

High Risk (10 - 15)

Good Housekeeping.

May require some risk mitigation to reduce likelihood if this can be done cost
effectively but good housekeeping to ensure the impact remains low should
be adequate. Reassess frequently to ensure conditions remain the same.

Medium Risk (5-9) Yellow

Review periodically.
Risks are unlikely to require mitigating actions but status should be reviewed
frequently to ensure conditions have not changed.

Low Risk (1-4)

1.6 The Joint Board promotes the pursuit of opportunities that will benefit the delivery of the Strategic
Plan. Opportunity-related risk must be carefully evaluated in the context of the anticipated benefits for
patients, clients and the Joint Board.

1.7 The Joint Board will receive assurance reports (internal and external) not only on the adequacy but
also the effectiveness of its risk management arrangements and will consequently value the
contribution that risk management makes to the wider governance arrangements of the Joint Board.

1.8 The Joint Board, through the following risk management strategy, has established a Risk
Management Framework, (which covers risk policy, procedure, process, systems, risk management
roles and responsibilities).

Strategy - Implementing the policy

1. Introduction

1.1 The primary objectives of this strategy will be to:

= promote awareness of risk and define responsibility for managing risk within the Integration Joint
Board;

= establish communication and sharing of risk information through all areas of the Integration Joint
Board;

» initiate measures to reduce the Integration Joint Board’s exposure to risk and potential loss; and,

= establish standards and principles for the efficient management of risk, including regular
monitoring, reporting and review.
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1.2 This strategy takes a positive and holistic approach to risk management. The scope applies to all
risks, whether relating to the clinical and care environment, employee safety and wellbeing,financial
risk, business risk, opportunities or threats.

1.3 Strategic risks represent the potential for the Integration Joint Board (I1JB) to achieve (opportunity)
or fail to meet (threat) its desired outcomes and objectives as set out within the Strategic Plan, and
typically these risks require strategic leadership in the development of activities and application of
controls to manage the risk.

1.4 Operational risks represent the potential for impact (opportunity or threat) within or arising from the
activites of an individual service area or team operating within the scope of the Joint Board’s
activities. Parent bodies will retain responsibility for managing operational risks as operational risks
will be more ‘front-line’ in nature and the development of activities and controls to respond to these
risks can be led by local managers and team leaders. Where a number of operational risks impact
across multiple service areas or, because of interdependencies, require more strategic leadership,
then these can be proposed for escalation to ‘strategic risk’ status for the 1JB.

1.5 All risks will be analysed consistently with an evaluation of risk based Risk Impact scored 1 to 5
multiplied by likelihood (scored 1 to 5) as follows:

Risk Impact Likelihood

1 — Insignificant 1 - Rare

2 — Minor 2 — Unlikely

3 — Moderate 3 — Possible

4 — Major 4 — Probable

5 — Catastrophic 5 — Almost Certain

1.6 All risks assessed as scoring 10 or above on the following matrix will be monitored and extreme risk
scoring 16 or above will be viewed as significant and therefore subject to closer scruitiny by the 1JB
Audit Committee.

1.7 This document represents the risk management framework to be implemented across the Joint
Board and will contribute to the Joint Board’'s wider governance arrangements.

2. Risk management process

2.2 The 1JB embeds risk management practice by consistent
application of the risk management process shown in the
diagram on the right, across all areas of service delivery and
business activities.

K Evaluate Risk ) -«
J

(_ Treat Risk >
|

2.1 Risk Management is about the culture, processes and : L
structures that are directed towards realising potential . @ Conte@
opportunities whilst managing adverse effects®. Itis pro- F .
L L . ) o
acpve in under;tgndlng risk anq uncerte_unty, it Igarns and S 0 dentify Risk ) RN v
builds upon existing good practice and is a continually - g
evolving process that has an important role in ensuring that & a L . o B
defensible and beneficial decisions are made. & Analyse Risk ) N -
- L 2 B
= 5
= s
Q
Q

! Australia/ New Zealand Risk Management Standard, AS/NZS 4360: 2004
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3. Application of good risk management across the IJB activities

3.1 Standard procedures (3.1.1 — 3.1.9) will be implemented across all areas of activity that are under
the direction of the I1JB in order to achieve consistent and effective implementation of good risk
management.

311

3.1.2

3.1.3

3.14

3.1.5

3.1.6

3.1.7

3.1.8

3.1.9

Full implementation of the risk management process. This means that risk management
information should (wherever possible) be used to guide major decisions in the same way that
cost and benefit analysis is used.

Identification of risk using standard methodologies, and involving subject experts who have
knowledge and experience of the activity or process under consideration.

Categorisation of risk under the headings below:

= Strategic Risks: such as risks that may arise from Political, Economical, Social, Technological,
Legislative and Environmental factors that impact on the delivery of the Strategic Plan
outcomes.

= Operational Risks: such as risks that may arise from or impact on Clinical Care and Treatment,
Social Care and Treatment, Customer Service, Employee Health, Safety & Well-being,
Business Continuity/ Supply Chain, Information Security and Asset Management.

Appropriate ownership of risk. Specific risks will be owned by/ assignhed to whoever is best
placed to manage the risk and oversee the development of any new risk controls required.

Consistent application of the agreed risk matrix to analyse risk in terms of likelihood of
occurrence and potential impact, taking into account the effectiveness of risk control measures in
place. The risk matrix to be used is attached in Appendix 1.

Consistent response to risk that is proportionate to the level of risk. This means that risk may be
terminated; transferred elsewhere (ie to another partner or third party); tolerated as it is; or,
treated with cost effective measures to bring it to a level where it is acceptable or tolerable for the
Joint Board in keeping with its appetite/ tolerance for risk. In the case of opportunities, the Joint
Board may take an informed risk in terms of tolerating it if the opportunity is judged to be (1)
worthwhile pursuing and (2) the Joint Board is confident in its ability to achieve the benefits and
manage/ contain the associated risk.

Implementation and maintenance of risk registers as a means of collating risk information in a
consistent format allowing comparison of risk evaluations, informed decision-making in relation to
prioritising resources and ease of access to information for risk reporting.

Reporting of strategic risks and key operational risks to the IJB Audit Committee on a six monthly
basis.

Routine reporting of risk information within and across teams and a commitment to a ‘lessons
learned’ culture that seeks to learn from both good and poor experience in order to replicate good
practice and reduce adverse events and associated complaints and claims.




Page |6

Risk leadership and accountability

4. Governance, roles and responsibilities

4.1 Integration Joint Board
Members of the Integration Joint Board are responsible for:

= oversight of the 1JB’s risk management arrangements;

= receipt and review of reports on strategic risks and any key operational risks that require to be
brought to the IJB’s attention; and,

= ensuring they are aware of any risks linked to formal reports and recommendations from the
Chief Officer and other senior officers of the Health and Social Care Partnership concerning new
priorities/ policies and the like.

= Strategic risk registers will be presented to the 1JB Audit Committee for scruitiny and the 1JB for
approval on an annual basis.

4.2 Chief Officer
The Chief Officer has overall accountability for the 1JB’s risk management framework, ensuring that
suitable and effective arrangements are in place to manage the risks relating to the functions within
the scope of the 1JB. The Chief Officer will keep the Chief Executives of the 1JB’s partner bodies
informed of any significant existing or emerging risks that could seriously impact the IJB’s ability to
deliver the outcomes of the Strategic Plan or the reputation of the [JB.

4.3 Chief Financial Officer
The Chief Financial Officer will be responsible for promoting arrangements to identify and manage
key business risks, risk mitigation and insurance.

4.4 Partnership Senior Management Team
Members of the Senior Management Team are responsible for:

= supporting the Chief Officer and Chief Financial Officer in fulfilling their risk management
responsibilities;

= receipt and review of regular risk reports on strategic, shared and key operational risks and
escalating any matters of concern to the 1JB; and,

= ensuring that the standard procedures set out in this strategy are actively promoted across their
teams and within their areas of responsibility.

4.5 Individual Risk Owners
It is the responsibility of each risk owner to ensure that:

= risks assigned to them are analysed in keeping with the agreed risk matrix;

= data on which risk evaluations are based are robust and reliable so far as possible;

= risks are defined clearly to make explicit the scope of the challenge, opportunity or hazard and
the consequences that may arise;

= risk is reviewed not only in terms of likelihood and impact of occurrence, but takes account of any
changes in context that may affect the risk;

= controls that are in place to manage the risk are proportionate to the context and level of risk.

4.6 All persons working under the direction of the 1JB
Risk management should be integrated into daily activities with everyone involved in identifying
current and potential risks where they work. Individuals have a responsibility to make every effort to
be aware of situations which place them or others at risk, report identified hazards and implement
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safe working practices developed within their service areas. This approach requires everyone to
understand:

= the risks that relate to their roles and activities;

= how their actions relate to their own, their patient’s, their services user’s/ client's and public
safety;

= their accountability for particular risks and how they can manage them;

= the importance of flagging up incidents and/ or near misses to allow lessons to be learned and
contribute to ongoing improvement of risk management arrangements; and,

= that good risk management is a key part of the 1JB’s culture.

These operational risks are controlled and monitored by the Council and Health Board rather than

the 1JB.

4.7 Partner Bodies
It is the responsibility of relevant specialists from the partner bodies, (such as internal audit, external
audit, clinical and non clinical risk managers and health and safety advisers) to attend meetings as
necessary to consider the implications of risks and provide relevant advice. It is the responsibility of
the partner bodies to ensure they routinely seek to identify any residual risks and liabilities they retain
in relation to the activities under the direction of the IJB.

4.8 Senior Information Risk Owner
Responsibility for this specific role will remain with the Council and the Health Board.

Resourcing risk management

5. Resourcing the risk management framework

5.1 The Health Board’s Director of Finance and Council's Section 95 Officer will ensure that the 1B and
its Audit Committee is provided with the necessary technical and corporate support to develop,
maintain and scrutinise strategic risk registers.

5.2 Much of the work on developing and leading the ongoing implementation of the risk management
framework will be undertaken as part of routine actitity within the 1JB.

5.3 Wherever possible the 1JB will ensure that any related risk management training and education
costs will be kept to a minimum, with the majority of risk-related courses/ training being delivered
through resources already available to the 1JB (the partner body risk managers/ risk management
specialists).

6. Resourcing those responsible for managing specific risks

6.1 Where risks impact on a specific partner body and new risk control measures require to be
developed and funded, it is expected that the costs will be borne by that partner organisation.

6.2 Financial decisions in respect of the IJB’s risk management arrangements will rest with the Chief
Financial Officer.
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Training, learning and development

7.

7.1

7.2

Risk management training and development opportunities

To implement effectively this policy and strategy, it is essential for people to have the competence
and capacity for managing risk and handling risk judgements with confidence, to focus on learning
from events and past experience in relation to what has worked well or could have been managed
better, and to focus on identifying malfunctioning ‘systems’ rather than people.

Training is important and is essential in embedding a positive risk management culture across all
activities under the direction of the I1JB and in developing risk management maturity. The Senior
Management Team will regularly review risk management training and development needs and
source the relevant training and development opportunities required .

Monitoring activity and performance

8.

8.1

8.2

8.3

9.1

9.2

9.3

9.4

Monitoring risk management activity

The Joint Board operates in a dynamic and challenging environment. A suitable system is required
to ensure risks are monitored for change in context and scoring so that appropriate response is
made.

Monitoring will include review of the IJB’s risk profile at Senior Management Team level every six
months.

It is expected that partner bodies will use IJB risk reports to keep their own organisations updated
on the management of the risks, highlighting any IJB risks that might impact on the partner
organisation.

Monitoring risk management performance

Measuring, managing and monitoring risk management performance is key to the effective delivery
of key objectives.

Key risk indicators (KRIs) will be linked where appropriate to specific risks to provide assurance on
the performance of certain control measures. For example, specific clinical incident data can
provide assurance that risks associated with the delivery of clinical care are controlled, or, budget
monitoring Pls (Performance Indicators) can provide assurance that key financial risks are under
control.

The performance data linked to the Strategic Plan will also inform the identification of new risks or
highlight where existing risks require more attention.

Reviewing the Joint Board’s risk management arrangements on a regular basis will also constitute
a ‘Plan/ Do/ Study/ Act review cycle that will shape future risk management priorities and activities
of the Joint Board, inform subsequent revisions of this policy and strategy and drive continuous
improvement in risk management across the Joint Board.

Communicating risk management
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10. Communicating, consulting on and reviewing the risk management framework

10.1 Effective communication of risk management information across the Joint Board is essential to
developing a consistent and effective approach to risk management.

10.2 Copies of this policy and strategy will be widely circulated via the Senior Management Team and
will form the basis of any risk management training arranged by the 1JB.

10.3 The Policy and Strategy (version 1.0) was approved by the Integration Joint Board at its meeting of
TBC.

10.4 This policy and strategy will be reviewed every three years to ensure that it reflects current
standards and best practice in risk management and fully reflects the Integration Joint Board’s
business environment.
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Appendix 1 Risk Matrix
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Risk Impact
1 2 3 4 5
Insignificant Minor Moderate Major Catastrophic
Financial <£100k £100k-£250k £250k-£500k £500k-£1,000k £1,000k>
Reputation Individual negative Local negative Intra industry or National negative Sustained national
perception perception regional negative perception negative
perception perception
Legal and Minor regulatory  Breach of Regulatory censure Breach of Public fines and
Regulatory or contractual legislation or code oraction, regulation or censure,
breach resultingin resultingina significant legislation with regulatory veto on
no compensation compensation contractual breach severe costs/fine projects/
orloss award withdrawal of
funding. Major
adverse corporate
litigation
Opertional/ An individual Minor problems in Impact on specific Widespread Major service of
Continuity service or process specific areas of customer group or problemsin process failure
failure service delivery process business impacting majority
operations or major customer
groups
Likelihood
1 2 3 4 5
Rare Unlikely Possible Probable Almost Certain
Definition Not likely to Unlikely to happen Possible to occurin Likely to occurin  Very likely to occur

happen in the next inthe next 3years the next3years
3years

the next year

inthe next6
months
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INVERCLYDE

Health and Social AGENDA ITEM NO: 13
Care Partnership

Report To: Inverclyde Integration Joint Date: 18 August 2016
Board

Report By: Brian Moore Report No: 1IB/37/2016/HW
Corporate Director, (Chief
Officer)

Inverclyde Health and Social
Care Partnership (HSCP)

Contact Officer: Helen Watson Contact No: 01475 715285
Head of Service
Planning, Health
Improvement &
Commissioning

Subject: IMATTER UPDATE

PURPOSE

The purpose of this report is to advise the Integration Joint Board on the
implementation of the staff experience employee engagement tool ‘iMatter’ across
Inverclyde Health & Social Care Partnership.

SUMMARY

iMatter is a new team-based employee engagement tool that is being rolled out
nationally as part of the 2020 Workforce Vision to support a Healthy Organisational
Culture in the NHS.

The online system is supplied by Webropol (a company from Finland), and the
questions used in the model have been extensively validated to accurately measure
employee engagement and produce an Employee Engagement Index (EEI) score.
iMatter produces team level reports and allows key issues to be identified and
improved upon.

The Scottish Workforce Governance Commitment expects that all areas of the NHS
will have run at least one iMatter cycle by the end 2017. Inverclyde HSCP
volunteered to be a pilot for the first roll-out within an integrated Partnership. At this
point in time, Inverclyde is the only HSCP in Scotland to have rolled out iMatter.

RECOMMENDATIONS

The Integration Joint Board is requested to note the contents of this report.

Brian Moore

Corporate Director (Chief Officer)
Inverclyde Health & Social Care
Partnership
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BACKGROUND

Feedback from both NHS and Council recent staff surveys highlighted that some staff
felt disengaged. The results from the surveys highlighted that staff felt too removed
from the findings, as the data was not specific to the daily operation of services at
team level.

In addition, previous staff engagement sessions within Inverclyde had highlighted
team development as a key issue with practice, opportunity and the need for
development being variable between and across services. Feeling more empowered
and involved in decision making at team level was identified as a desired objective.

Acknowledging this feedback from staff and recognising the connection to the HSCP
Values and in particular those that state:

We will strive to do better by building a competent, confident and valued
workforce and

We are accountable and everyone is encouraged to make a positive
contribution to service improvement and delivery, the decision was taken to
volunteer to be the first integrated Partnership in Scotland to roll out the iMatter
model of staff engagement.

THE IMATTER MODEL

The questionnaire itself consists of 29 questions: 12 questions about the employee’s
experience as an individual in their role; 7 about the employee’s experience of their
team and line manager; 9 about the employee’s view of Inverclyde Partnership and
one final question in which respondents are asked to rate their overall experience of
working in Inverclyde HSCP in the past 12 months.

A team report is produced following completion of the questionnaires (response rate of
minimum 60% required and 100% for teams with less than 5). The report shows line
managers their overall team response rate, Employee Engagement Index (EEI) score,
which is an average score of all questions, and an overview of responses to the
guestions answered, identifying key strengths and areas for improvement within the
team.

Following receipt of the team report, line managers meet with teams to review and
discuss the report and from there identify one team strength and up to three areas for
improvement, which then provides an action plan and storyboard to take forward,
updating progress on the system. The questionnaire and subsequent actions are then
completed annually by each team.

PROCESS- There are 7 steps in the process. These are:

Preparation to clarify the reporting line for every member of staff and to raise
understanding about iMatter and everyone’s responsibility in the process.

Every Line Manager receives an account login to the iMatter system and confirms all
staff that report to them.

The questionnaire is launched for all staff to complete electronically via email or on
paper copy. Questionnaire results contribute to Team Reports.
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9.0

9.1

Webropol (iMatter system contractor) completes the input of all data.

The Chief Officer accesses a summary report for the Partnership which contains the
Employee Engagement Index (EEI) score and the summary scores for all questions.

Line Managers access their Team Reports, share these with their teams, agree
improvement actions and generate their team’s iMatter Storyboard.

All teams are required to update on the web-based system regarding their
improvement action progress.

CURRENT POSITION
Team reports and a component report are now available for the HSCP.

Line managers are currently reviewing their individual team reports at team meetings
with team members agreeing on actions for uploading onto action plans. This activity
is to be completed by the end of July 2016. Action plans are to include three areas for
improving upon and one to celebrate success.

Progress on agreed actions is to be updated into team action plans by the end of
September 2016.

The cycle recommences in February 2017 with the learning from the initial roll out
embedded into the anniversary process.

The Staff Partnership Forum has been a key partner in the successful implementation
of the model.

CELEBRATING SUCCESS

The national lead for iMatter requested that Inverclyde’s willingness to support the
prohcess be acknowledged and visible at The NHS Scotland Annual Event on 14™ and
15" June.

In agreement with the Chief Officer, a film crew, commissioned by the national lead,
visited Inverclyde HSCP on 18" May 2016 to film and interview staff on their progress
to date and their hopes from this model of staff engagement.

At the NHS Scotland Event on 14™ and 15" June, Inverclyde HSCP was represented
by two team leaders and the aligned OD advisor. This involved facilitating a workshop
session on the model. The film was shown at the outset of the session, and both days
there were over 200 delegates in the workshop sessions.

Regular updates on iMatter are provided through all communication channels with
inserts and updates within The Chief Officer's Brief. A link to access the film will
shortly be made available to all staff.

A report on the key lessons learned from the implementation in Inverclyde has been

shared with Partnership Chief Officers across the Greater Glasgow and Clyde area.

CONCLUSION

This ‘People Management’ approach focuses on empowering individuals and on
engaging employees in the organisation’s purpose. As it takes collective leadership to
make the purpose achievable, it is therefore critical that leaders and teams work
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together to help clarify how each team is contributing to the overarching vision and
values of the HSCP.

By adopting the iMatter model of staff engagement in Inverclyde, the hope and
expectation, based on research data, is that it will help staff feel more connected to the
vision of Inverclyde HSCP of ‘Improving Lives'.

RECOMMENDATIONS

The Integration Joint Board is asked to note the contents of this report.

IMPLICATIONS
Finance
There are no direct financial implications within 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 £000 | From
from
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.




12.0 CONSULTATION

12.1 N/A

13.0 BACKGROUND PAPERS

13.1 N/A
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INVERCLYDE

Health and Social AGENDA ITEM NO: 14
Care Partnership

Report To: Inverclyde Integration Joint Date: 18 August 2016
Board

Report By: Brian Moore Report No: 1JB/47/2016/HW
Corporate Director (Chief
Officer)

Inverclyde Health and Social
Care Partnership (HSCP)

Contact Officer: Helen Watson Contact No: 01475 715285
Subject: GP HEALTH AND CARE EXPERIENCE SURVEY 2015/16
PURPOSE

The purpose of this report is to provide the Integration Joint Board with an overview
analysis of the results of the GP Health and Care Experience Survey 2015/16.

SUMMARY

The Scottish Health and Care Experience Survey asks people about their
experiences of their GP practice, as well as local care and support services provided
by their local council and other organisations. The survey was posted to potential
participants in early December 2015 to a random selection of people aged 17 and
over who are registered with a GP practice in Scotland.

The overall Inverclyde results with regard to the National Wellbeing Outcomes
provide a generally positive picture in comparison to the Scottish averages, with all
but one outcome scoring at or above average.

The report, which can be found at

http://www.gov.scot/T opics/Statistics/Browse/Health/GPPatientExperienceSurvey, indicates
a number of areas for improvement, but also a number of areas where we compare
favourably with the rest of Scotland.

RECOMMENDATIONS

The Integration Joint Board is asked to note the Inverclyde results of the survey, with
a view to these being considered a baseline against which future survey results can
be compared.

Brian Moore
Corporate Director, (Chief Officer)
Inverclyde HSCP
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BACKGROUND

The Scottish Health and Care Experience Survey asks people about their
experiences of their GP practice, as well as local care and support services provided
by their local council and other organisations. The survey was posted to potential
participants in early December 2015 to a random selection of people aged 17 and
over who are registered with a GP practice in Scotland. Questionnaires could either
be sent back by post, or completed online.

The survey and sampling approach was developed by the Scottish Government in
consultation with a range of stakeholders including NHS Boards, Integration
Authorities and NHS National Services Scotland, and the results will be used to
inform the national performance framework that gauges levels of delivery on the nine
National Wellbeing Indicators. Table 1 below provides an indication of Inverclyde
survey results for the questions that align to the National Wellbeing Outcomes. An
asterisk (*) denotes that the result has not been tested for statistical significance, and
an “s” in superscript indicates that the result is statistically significant.

Wellbeing Outcome Overall %age
Positive Difference
Score from the

Scottish
Average

| am able to look after my own health 90% -4*

Service users are supported to live as independently 88% +5

as possible

Service users have a say in how their help, care or 85% +7°

support is provided

Service users' health and care services seem to be 79% +4

well coordinated

Rating of overall help, care or support services 84% +3

Rating of overall care provided by GP practice 87% 0

The help, care or support improves service users' 88% +5

quality of life

Carers feels supported to continue caring 46% +5

Service users feel safe 87% +3

Table 1: Inverclyde survey results relating to the National Wellbeing Outcomes

The overall Inverclyde results with regard to the National Wellbeing Outcomes
provide a generally positive picture in comparison to the Scottish averages, with all
but one outcome scoring at or above average. The one outcome showing below the
Scottish average is the one relating to the perceived ability of people to look after
their own health. In relation to service users having a say in how their help, care or
support is provided, the Inverclyde score is 7 percentage points above the Scottish
average which is statistically significant. This positive result will be used to help
develop our local work on supported self-management, and will hopefully have a
positive influence on the future views of people being able to look after their own
health (outcome 1).
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The survey provides reports for each of the 16 Inverclyde GP Practices, and results
are summarised under five key themes as outlined in table 2.

Theme Average Inverclyde %age Scottish
Positive Range Points in Average
Responses Between Range
(Inverclyde) GP
Practices

Arranging to see a 71% 37% - 99% 62 71%
doctor
Arranging to see a 83% 63% - 97% 34 82%
nurse
Compassion and 84% 71% - 90% 19 85%
understanding
GP Practice Care 88% 74% - 96% 22 86%
Out of Hours Care 73% 64% - 93% 29 71%

Table 2: Summary results from Inverclyde GP practices

Table 2 demonstrates that when considered across all 16 practices, Inverclyde GPs
collectively score on or close to the Scottish average. However there are marked
differences between practices as noted in the range of scores within each dimension,
and the percentage points within these ranges. The most notable differences are
reflected in the patient experience of arranging to see a doctor or nurse, with a range
of 62 percentage points in the former and 34 percentage points in the latter. There is
likely to be scope for narrowing the patient experience gap through cross-practice
learning.

Further detailed representation of the results is included at appendix one, where
Inverclyde responses to each question from the survey are provided, alongside:

o the national average,

e national range, and

e Inverclyde’s ranking in terms of positivity (with 1% denoting the most positive
reported patient experience).

Each question has been categorised as red, amber or green, based on the level of
drift (either way) from the national averages, and the overall ranking of Inverclyde in
comparison to the other 30 HSCPs. In future years, analysis will be undertaken on
comparisons within Inverclyde, using the current survey results as a baseline. This
will help us identify improvements (or otherwise) locally.

Appendix 1 indicates a number of areas for improvement, but also a number of areas
where we compare favourably with the rest of Scotland.

Areas for improvement

In response to the question “If you ask to make an appointment with a doctor 3 or
more working days in advance, does your GP practice allow you to?”, 67% of
Inverclyde people responded positively. This compares to the national average of
77%, and Inverclyde ranked 28" out of 31 Partnerships.

In response to the question “The last time you needed to see or speak to a doctor or
nurse from your GP practice quite urgently, how long did you wait?”, 79% of
Inverclyde people responded positively. This compares to the national average of
85%, and Inverclyde ranked 31% out of 31 Partnerships (worst).
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In response to the question “Thinking of the last time you contacted this GP practice
by phone, how easy was it for you to get through?”, 76% of Inverclyde people
responded positively. This compares to the national average of 83%, and Inverclyde
ranked 26" out of 31 Partnerships.

All of these questions relate to issues about contacting the practices and getting
access to the primary care team. A review of contact processes, with learning from
those practices where patients report a more positive experience might be beneficial.
It should be noted that these areas do not relate to clinical care, but, rather, to
administrative processes. As such, it could potentially be relatively straightforward to
review and perhaps align these processes, to improve the patient experience.

Areas where positive experience is reported

In response to the question “The help, care or support improved or maintained my
quality of life?”, 88% of Inverclyde people responded positively. This compares to
the national average of 85%, and Inverclyde ranked 3™ out of 31 Partnerships.

In response to the question “I had a say in how my help, care or support was
provided?”, 85% of Inverclyde people responded positively. This compares to the
national average of 79%, and Inverclyde ranked 3™ out of 31 Partnerships.

In response to the question ‘I felt that the nurse had all the information needed to
treat me?”, 95% of Inverclyde people responded positively. This compares to the
national average of 93%, and Inverclyde ranked 2™ out of 31 Partnerships.

In response to the question “I felt confident in the nurses’ ability to treat me?”, 96% of
Inverclyde people responded positively. This compares to the national average of
94%, and Inverclyde ranked 2" out of 31 Partnerships.

These positive responses indicate that Inverclyde people feel included in negotiating
their own care, and have confidence in the primary care team. That positivity can be
built upon to help us to realise the nine National Wellbeing Outcomes at a local level,
and to do this in the context of our Strategic Commissioning Themes.
IMPLICATIONS

FINANCE

Financial Implications:

There are no financial issues within this report.

One off Costs

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

Annually Recurring Costs/ (Savings)

Cost Centre | Budget | With Annual Virement Other Comments
Heading | Effect | Net Impact | From (If
from £000 Applicable)
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5.3

5.4

5.5

6.0

6.1

LEGAL

There are no legal issues within this report.

HUMAN RESOURCES

There are no human resources issues within 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.

CLINICAL OR CARE GOVERNANCE IMPLICATIONS

There are no governance issues within this report.

BACKGROUND PAPERS

None.




‘Bunoos sanebsu oy abelane

|BuoljEU By} Mojeq syuiod omy si pue pue 'Buliods
aaisod Joy abelane [eucyjeu ay) sjenba apApiaau)
‘Bunoos aanebau

10} abelane [euoljeu ay) sjenba pue ‘Bulioos
anljisod Joy abelsane jeuoijeu ayj sjenba apAjoseaul
‘Bunoos anlebau jo) sbesaae [euoneu

3y} mojeq sjulod g pue ‘Guiioos aayisod Joy
abeiane |euoljeu ay) aroge siuiod Z st apAoIaAul

‘Bunioos aaebau
Joy abeiane |euoljeu ay) sjenbs pue ‘Bulioos
od oy abelsene jeuoneu ay} sjignbe spAjpiaau]

"Bulioas anlebau o) abelsae

[euoneu ayj aacqe julod | pue ‘Bulioas aapisod Jo)
abeiane [euoieu ay) mojaq sjulod ¢ S| apAjoianu)
‘Bupoos annebau io) ebelane

|euoneu sy} anoqe juiod | pue ‘Bulioos aapsod Joj
abelane |euoneu ay) mojaq juiod | s 9pAjoIaAl|
‘Buiioos anijebau Joy sbelaae

|euoiieu sy} aroge juiod | pue ‘Buuoos aayisod Joy
abelane [euoiieu ay} mojaq Julod | si spAjpianu]
‘Bulods anyebau Joy

abesaae |euoneu sy} mojaq juiod | S| pue ‘Bulioos
ansod Joj abessne [euoieu ay) sjenba apAosanu)

‘Bulioos anyebsu loy abelane

leuoneu ay) aaoge julod | pue ‘Bunioas aaysod oy
abeJsane [euoijeU By} MOjaq juiod | S| 8pAjoianu)
‘uonsanb siy}

uo sdiysiasuned g |je jo jno souspadxe Jusyed
1saJood pag ay) Buiney se apAjosaau) payuel

sey siy] Buuoos anebsu Jo) abelaae [euoneu
ay) aaoge suiod gL pue ‘Buliods aapisod Joy
afesane |euoneu ay) mojaq sjuiod o) si apAjoianu)
‘uonsanb

siy) uo sdiyssauped Lg ||e Jo Ino souauadxs
sned ysajood ay) Buiaey se epAjolanu) payues
sey siyy ‘Bunioos sayebau Joj abesone jeuoijeu
8y} anoge sjulod g pue ‘6uli0ds aasod 1oy
abesane [euoneu ay) mojaq sjuiod g s1 apAjlaal)
‘uofisenb sy uo Buods ul uoneleA Mo| AjBAneel
st alayj jey) pajou aq pjnoys 1l ‘Bunuioddesip se
papieBal aq Jubiw (1€ jo o) Yoz jo Bunjuel ay)
ybnoyyy -Buuoos anjebau Joy abesane jeucijeu
8y} anoge sjulod g pue ‘Bunoas aaysod 1oy
abesane |euoneu ay} mojeq sjulod g s apAjoenu)

"Bunioos aanebau io) abelane jeuoieu

8y} anoge sjuiod £ pue 'Buiiods aasod Joy
abeJtane [euoneu ay) mojaq sjuiod / si apAjolanu)

Juawwon

ysi

iLL

izl

wel

yise

puge

puzz

Url

yioe

ez

Isle

wae

yive

ansod

Auey
apA|aJaauj

<29

Sy-¢

Le-9

0L-0

aAnebap
abuey
[euoieN

Ll

€5

vi

02

134

St

Ll

aaneban
abeiany
leuoneN

1S

Sl

€€

¥4

ve

aanebap 9,
apA|aiaau)

6.-G9

16-08

L1928

96-26

vL-GS

¥6-8L

001-68

L8-1L

L6-69

86-G5

¥6-61

00L-06

L6-69

aanisod
abuey
|[euonen

43

L8

iy

v6

€9

98

¥6

8L

08

L

S8

S6

€8

aAnIsod
abelany

|euoneN apAjosaau)

L

18

&Y

v6

65

g8

€6

84

6.

L9

62

€6

9L

eSO

%

£snoy Jo Jno
paouaiadxa noA aleo sy} 8jed NOA pinom moy ‘|lessa0

joomoeld 4o
1ok Ag papinoud 8180 8y} 8jel NOA PINom Moy ‘[|BIsAQ

LIIBIBAO )M 1[B3P SEM )l MOY U)iM PBYSIES NOA 219

i(sisoubeip

'paquosald ssulipaw ‘synsal 1sa) Ul a|dwexa oy
Buipnjour) sonoeid 4o 1nok Aq aea Jo Juswieal) inok
Ul 3pewW sem axe)siw e aAaljaq NoA op Jeah i1sed ay) uj
{luswieal) pue a1e0 JnoA JNoge suois|Dap

Ut aq 0} Juem NOA Se Yonw Se PaA|oAUl NOA ary

¢eoloeld 4o Inok Je sALLE NOA JB)e Udas aq o] JIem
0} ey Ajjensn noA Buoj moy Jnoge |aaj NoA op MoH

é9o10eud
d9 JnoA e sysiuondasas sy puy noA op [nydiay moH

£,5801M8s Jayjo 935 o) bueb soy sjuswabuelle ay)
8jel NoA pinom moy ‘sadlalas B1eD U)|EaY JaY)0 0) NoA
pausjel aoljoeid 49 JnoA awi jse| ay) ynoge Buyuiy )

¢Jay81d noA Jojoop ay) 8as Ajlensn nok ueo
aopj0eid 49 JnoK je J0jo0op E 995 0) abuelse noA usypp

£.01 NOA mojje
8a1j9e4d d<) INOA Sa0p ‘aoueape ul sAep Bujiom aow
10 € 10J20p E yim Juawjuiodde ue ayew o} jse noA §|

iiem noA pip
Buoj moy ‘Apuabin aynb aonoeid 4o Inok wouy 9sinu o
10j00p & 0} yeads Jo 83s 0} papasau NoA awi jse| ay |

i Palamsue oym uosied ay) sem
Inidjay moy ‘sanseld 4o ay) pauoyd noA swwiy jSe| ay |

&ubnoayy 186 01 noA 1oy ) sem Asea moy ‘auoyd Ag
aoioeId 49 Siy) pajoejuoo nok awy ise| ayy jo Bumjuly |

uopsenp

apAanu)

apAjaianu|

apAjoJanu)

apA|pJanu|

apAjosanu|

aphjosanu|

apAjaIanu|

apAjoianu|

apAjpdanu|

apAjosany|

8pAjaIanu|

apAjpianu)

apAjoianu|

aweN doSH



‘Bupioos anyebau

Joy aBesane jeuoneu ay) sjenba pue ‘Buiioos
annisod 1oy abesane [euoijeu ay) sjenbe apAjoiaau)
‘Bunoos anijebau Joj abesane

|euojjeu ay) aaoqe juiod suo si pue '‘Buioos
aAlsod Joj ebelane [euoneu ay) sjenba apAjosanu)
‘Bunioss anebau oy abelaae

[euoneu ay} mojeq juiod | pue ‘Bulioos aisod Joj
abesane jeuoneu ay) sroqe juiod auo si 8pAjIaAl|
"Buiioos aniebau Joj sbelaae

|euoijeu ayj o0} [enbs pue 'Guuoos aapisod 1oy
sbelane |euoneu ay) aaoge juiod auo S| apAjolanu]
‘Buioos aanebsu

10} sBelsae [euoneu ay) senba pue ‘Bulioos
aAlisod Joy afiesane [euoneu ay) sjenba apAjoianu)
Bulioos aajebau

10} abesane |euoneu ay) sjenba pue '‘Buoos
aaisod oy abesane [euoneu auy) sjenba aphjosanu)
‘Burioos aanebau

10} abesane |euoneu ay) s|enbs pue ‘Bulods
aalisod Joj abelane [eucijeu ay) sjenbs apApiaau|
‘Buiioos eanebau 1o) sbesane

[Buojeu ay} mojaq julod | pue ‘Buloos aalisod Joy
abeiane [euoijeu ay) aroge sjuiod Z 1 apAolanu)
‘Buoos anyebsu Joy abesore

[euoneu ayj o} [enba pue ‘Buuoos aanisod ioj
abelaae [eucneu ay) aaoge sjulod z st apAjaiany)
‘Bunioos snnebsu Joj abelsae

[euoneu sy} mojaq juiod | pue ‘Buoos aalpsod Joy
abelane [euoneu ay} aaoge julod auo s| aphjoseau)
‘Bunioos aanefiau ioj abelane

leuoneu ay} mojaq juiod | pue ‘Buuiooas sanisod oy
abesane [euoneu ay) anoqe syuiod Z st 8pA[IaAl|
‘Bupoos aayebau Joy

abelane |euoneu ayj mojaq jutod | si pue ‘Bulioos
annisod 1o} ebelane |eucleu ay) sjenba apAjDiaauy
‘Bunioos annebau

10} abesane [euoneu ay) sienba pue ‘Bulioos
aAsod Joj abiesane [euoneu auj sjenba apAjoseau)
‘Bunioos annebau sof abesane

leuonjeu ay) sjenba pue ‘Bulioos aansod 1oy
abelane |euoljeu ay} aaoge juiod auo s 8pAjoJaAl]
‘Buiioos anyebau

10y abelane [euoneu ayj sienba pue ‘Bulioss
aalisod Joj abelaae [euoieu ay) sienba apApiaau)
‘Bunioas anjebau loj abelaae

|euoneu sy} sienba pue ‘Gulioss aayisod 1oy
abelane [euoneu ay) anoge juiod auo s| apAjpiaiu)
‘Buiiods aapebau soy abelase

[euoljeu ayj sjenba pue ‘Buiioos sapsod Joy
aBesane |euoijeu ay} eAcge Julod suo si apAjleAl)|
‘Bulioos aaiebsu

o} abeisae |euoneu ay) sienba pue ‘Buiioos
aanisod Joj abelane [euoneu ay) sjenba apAplaauy
‘Bunoos anijebsu Joy abesone

|euoljeu ay) mojaq z pue ‘Buiods aapisod Joy
afesane [euoneu ay) aroqe sjuiod z S| apAjoiaau)

w0z

yse

el

wi

Uirl

WSk

wel

pug

w9

g

pug

Ui

wal

e

Wit

EL%

Wit

el

L]

' LG

10

(bt

66-56

L6-v6

98-94

S8-8L

68-€8

86776

86-€6

96-26

56-88

¥6-88

S6-16

86-¥6

S6-v8

£6-48

£6-48

L6-¥8

26-58

86-€6

88-€L

16

96

18

18

o8

96

96

6

16

06

€6

96

68

06

06

L8

06

S6

4]

16

96

Z8

c8

S8

96

96

96

€6

S6

96

68

06

88

16

S6

¥8

10} a1am saudipaw Aw jeym jnoge ybnous mauy |
sauiipaw Aw Jab o) aw Joj ybnous Ases sem ||
pugjsiapun pinoa

| Aem e ul aw o] paulejdxa a1am }sa) By} JO SYNSas 8y |
S)insas Aw paalaoal | Aem au) Upm paysiies sem |
sjnsal

Aw 1oy pajem | awi Jo UIBUB] By} YIM PaIISIES SEM |

papaau sem S8} B Aym aLl o} pauie|dxa sem )|

asJnu ay} ypm awi ybnoua pey |

2w jeay) 0} AJIfiqe SasINU By} Ul JUBpLUOD Jjay |

juaLwiead) pue uonIpuod Aw

puejsiapun aw padjay jey) Aem e ul payjje) asunu ay |
8L 0} Japew jey) sbuiy) ay) Jo JUNODDE 300} 8sINU BY |
aw jeal}

0} popaau UoNELUIoJUI 3} ||B PEY 8SINU Y} Jey) 18} |

Sl 0) PaUa)si| 8SINU By |

10j20p ay) ypm awn ybnoua pey |

8w Jeal; 0} AlIge SI0J90p B} Ul JUSPYUOD Jjo} |

juaLweal) pue uoIpuod Aw

puejsiapun aw padiay jey) Aem e ul pay|e} JOJaop ay |
auw o} Jajew jeyy sBuiy) ay) Jo JUNOIDE YOO} J0JO0P By |
auw jeay

0] papaau UoeLLIoUl ay) |jB PeY JOJo0p ay) jey) 18} |
W 0) pausjsi| JO}00p 8y |

éAlwey pue spuaiyy

wouy 186 nok diay pue aseo sy Buipnioxs - sedlAles
poddns Jo aied ‘d[ay JnoA ajes NoA pinom moy ‘|| 1aAQ

apAjosanu|

apAosanuy

apAjasanu|

apAjosanu)

aphjolanu|

apAjossau|

apAjasanu|

apAjasenu|

apAjolany|

apAjosanu|

apApianu|

apAjasanu|

apAjosanu|

apAjpianu|

apAjoianu|

aphjosanu|

apAjosanu|

apAjaianu|

apAjosanu|



‘Bunioos sanebau oy abesase [euoneu
ay} mo|aq sjujed g pue ‘Bulioas aalisod Joj
abelane |euoijeu ay) ancqe sjulod ¢ S| apAjoiaauj

"Bunioos anijebau Joy ebesene jeuoneu
3y} mojaq jutod auo pue ‘Bulioos aapsod oy
abelane [euoljeu ayj aroge sjuiod g sI aph|pJanu|

‘Buiioos aajebau Joy obeiane

[euoljeu ay) 0} [enba pue ‘Buliods aalsod Joy
abeseAe [euoleu ay) aAoge sjuiad Z ) apAjgienU]
“Bunoos sanebsu Joj abeiane

|euoneu sy} o} [enbs pue ‘Buliads aasod oy
abelsae [euonEU BY) Mojag sjulod Z S apAjplanu|
‘Bulioss anebau toy sbesaae

|euoleu ayy aroqe juiod | pue ‘Buoos aalysod 1oy
afelae [euoleu sy mojeq Juiod U0 s| apAjaIaAU|
“Burioos anyebsu Joj abesare

[euoneu sy} mojeq juied | pue ‘Buloas aalsod oy
abelane |euoneu auy) mojeq juiod auo si aphjasanu|
‘Bunioos saneBau Joy abeleae jeuoneu

ay} aroqe uiod suo pue '6uli0os aaysod Joy
abelane |euoneu ay) mojaq syulod z i apAjoianu|

‘Bulions aniebau oy abeiase [euoleu
ay) mojaq syujod z pue ‘Bunioss aapisod 1oy
abesaAe |euoneu ay} mojeq juiod auo s apAjoianu|

‘Buuiooas saneBau oy abelane |euoneu
3y} mojaq juiod suo pue ‘Burioos aAgisod o}
afesane jeuoneu ay) aroqe juiod auo si spAplanul

‘Bulioos anyebau oy abelane [euoneu
ay) mojaq syuiod Z pue ‘Bunoas aansod o)
afiesane |euoijeu ay) sA0qe julod auo si apAjoianu)

‘Buuioos sanebau 1oy abeseae jeuoneu
ay) aroge julod suo pue ‘Bulioos aaisod oy
abeJane [euoneu ay) mojeq sjulod b S| apAjolanu)

‘Bulioos anjjebau loy abelane [euoneu
8y} aroqe juiod auo pue ‘Buiiods aayisod oy
afiesane |eucneu ay} mojaq Juiod suo si apAjpsanu|

‘Buiioos aaebeu

10j abesane |euoneu ay) sjenba pue ‘Buioos
anysod Joj abelane |euoijeu auy) sjenba apAjosenu)
‘Bunoos aniebau o) sbelsae

|Buoijeu ay} saoqe jyuiod auo s| pue ‘Bulioos
anisod Joj ebeisae jeuoieu ay) sienba apAjoseau
‘Burioos anyebau 10) abelsane

[eualeu ayj 0} |enbs pue ‘Buliods aanisod Joy
abesane [BuolEU U} MOjaq juiod BUO S apA[aIaAL|
‘Bunioos aanebeu 1o} abesoae

[euoljeu ay) mojaq juiod auo si pue '‘Bulioos
anisod 1o} afieione [euoheu ay) s|enba apAjoiaau

Ui

pig

Yol

yire

PIEZ

uisi

yiLe

WSt

WeL

YirL

e

puze

woe

Wet

sie

Ui

LS

0L+

Sc-il

-0

[o]%

113

L

Sl

£8-59

98-¢/

26-08

¥8-0L

98-9.

98-9/

16-28

26-08

¥8-vL

08-49

96-08

86-88

66-26

v6-98

186/

001-26

LL

6L

98

9L

18

18

98

S8

j:7

125

98

6

86

06

€8

86

08

S8

88

173

08

08

8

8

64

S

8

16

86

06

8

86

aw o} a|qe|iene
suondo Joddns pue sied ‘djay sy Jo aJeme sem |

papinoud
sem poddns Jo aed ‘djay Aw moy u) Aes e pey |

aw o0} Jayew jey) sbuiy) ay) Jo unoooe Yoo} ajdoay

alw o}

Japew jey) sBuiyy ayj jo Junodoe yoo) sidoad Jey) oy |
80IApE J0 Juawieal) JyBu au) 106 | Jey) )8y |

uosied

146U ay) sem aw pajesd) oym uosiad sy} Jey ey
puejsiapun

PINoo | Aem e ul aw 0} paule|dxa atam sBuy |

0} paua)si| Sem | )3} |

3l jeay)
0} papasu uonew.oul ayj (e pey uosiad ay) jey) 18y |

3|qeuosea Sem Pajiem | awi) ay |

Buipuejsiapun pue uoissedwod yym pajesly we |

Joadsal yym pajeal) We |

0} pasoddns sem | se uonduosaid Aw oo} |
sauo|paw
Aw ypm swajqoid Aue pey | J1 Op 0 Jeym Mmouy| pjnom |

sauoIpaw
Aw Jo sjoaye apis ajgissod 8y} Inoge ybnoua mauy |

saulipal
Aw axey 0} usym uaym pue moy Noge yBnous mauy |

apAjosaau)

apA|olanu|

apAjosanu)

apAjauanuU|

aphjoianu|

apAjaJanu|

apAjoiany|

apAjoianu|

apAuanu|

apAj2IaAU|

aphjoianu|

apAjoJanu)

apAjalaau]

aphjossau)

apAdanu|

apAjasanu|



‘Bunioos annebau soj abesaae

leuoljeu ayj sjenba pue ‘Buloos aasod 1oy
afesaae [euoijeu sy} mojaq Juiod auo si apAIBAl|
‘Bulioos anjebau Joy abelaae [euoneu

8y} anoge sjuiod ¢ pue ‘Bunoas aaysod Joy
abelane [euoieu ay} mojaq sjulod S| apAiianu]

‘Buuoos aanebau Joy abesane [euoneu
8y} mojaqg sjuiod g pue ‘Buliods aalIsod 1oy
abelane [euoljeu ay) aroge sjulod ¢ si apAjaany|

‘Bulioos anliebau tof abeleae

{euoljeu sy} mojaq sjuiod z si pue ‘Buioos
aAlisod Joy abelane |euoijeu ay) sjenbs apApisau)
‘Bunioos aniebau ioy sbeiaae |euolBU

ay) mojaq sjuied Z pue ‘Bunioas aanisod 1oy
abelane [euoneu ay) mojaq sjuiod z S1 apAjRiany]

"Bunioos saiebau 10) sbelaae [euoneu
ay) moleq juicd auo pue 'Buiioos aalisod Joj
abelane [euaneu ay) mojaq sjuiod z si apAjaseny|

‘Bunioos snijebsu Jo) abeiane jeuoneu
ay} mojaq sjuiod ¢ pue ‘Buliods aaysod Joy
abeJone [euoljeu ay) ar0ge Juiod auo s apAjosaaul

‘Bunoos anebau o abeiae |euoneu
Yy} mojaq juiod auo pue ‘Bunods aalysod 1oy
abelane |euoieu ay) aroge sjuiod ¢ S apAjpsanu)

"Bunioos aanebau o) abeiaae [uoljeu
3y} aacqe Juiod auo pue ‘Buioas aansod Jop
abeiane [ruoneu ay) anoqe spuiod Z S| apAiaau|

‘Bulioos anjebau 10) abesaae jeuoneu
ay} anoqe juiod auo pue ‘Buloos aaysod Joy
abeioae |euoijeu ay) aroge sjulod ¢ §i apAjolsau)

‘Bulioos aanebau 1o) abelane [euoneu
ay) mojaq sjulod g pue '6uiloss aasod Joy
abeJane [euoneu ay) aroqe sjulod ¢ s1 apAjoaiL;

‘Buiioos aanebau so0) abesaae
|euoljeu ay} mojaq julod | pue ‘Buliooss aalisod Joy
afiesane |euoijeu sy} anoqe Juiod auo si epAjlsal)

‘Bulioos aanebau Joy abelane

|euoneu ayj mojaq juiod auo si pue ‘Buloods
aAnisod Joj abelane |euoneu ay) sjenba apAjosanu)

Wik

oz

e

wel

wigL

puze

vioL

pig

uig

uis

itk

Wl

Uik

12-0

le-L

Le-pl

8z-11

. szel

r-6e

L0

60

161

Si-v

0l

0z

r44

0z

14

€l

€l

i

0z

8l

£E

atL

86-€4

695

65-v€

8G-GE

oLy

Al

8.-29

26-LL

1864

€6-8.

§8-09

96-28

£6-98

€8

[

£y

144

LS

34

69

S8

S8

8

9.

88

26

c8

89

oy

144

6%

6€

0L

98

L8

88

6L

68

26

(@sinu e 935 o) Buyag) ¢sonoeid

d9 noA ul 8snu Jo/pue J0joop e 8as 0} Buiyab
lo} syuawabuele ay) s)el NoA pinom moy |[BJaA0
(40100p e 995 0] Buyan) ;eonoeid

d9 InoA w1 asinu Jo/pue J0jo0p € 395 0) Bupieb
Joy syuswabueuie ay) ajel NOA PINOM MOY [[BIBAQ

Bunies anunuod o} papoddns (83 |

JB)E 3oO|
| (s)uosJad ay) Joj pajeuIpIoOD |[oMm BIE SBDIAISS [BD07)

isye

%00} | uosiad ay) Joj papiA0Id SBDIAISS U| ABS B BARY |

Buiagjem
pue yijjeay Aw uo yoedwi aanebau e pey sey Buues

ay Aw ut
sBuyl Jayio pue Buneos usamiaq soueleq poob e aaey |

ay jo Ayjenb
Aw paulgjuiew Jo panoidun poddns Jo aieo ‘djay 8y

8jes )i8} |

ajqissod se Ajuspuadepui se aal 0} papoddns sem |

pajeulpiood
IBM 8 0] Paueas SIVIAIBS BIED PUE Y)eay A

Buipuejsiapun pue uoissedwoos yym pajess) sem |

105081 ylm pajead) Sem |

apAfoianu|

apAasanu)

apAjosanu|

apAjosanu|

apAjoianu|

apAjJanu|

apAjosanu|

apAjoiany]

apAianu|

apAjosanu|

apAjoianu|

apAjoianu]

apAjosanu)



1.0

11

2.0

2.1

2.2

2.3

2.4

3.0

3.1

INVERCLYDE

Health and Social AGENDA ITEM NO: 15
Care Partnership

Report To: Inverclyde Integration Joint Date: 18 August 2016
Board

Report By: Brian Moore Report No: 1JB/39/2016/BM
Corporate Director (Chief
Officer)

Inverclyde Health and Social
Care Partnership (HSCP)

Contact Officer: Brian Moore Contact No: 01475 712722
Subject: Strategic Service Planning
PURPOSE

The purpose of this paper is to enable the Integration Joint Board to:-

- Give early consideration to the Board’s proposed approach;

- Consider how the 1JB wishes to engage in the proposed process;

- Respond to the NHS Board's request that early engagement in the process is
established through the HSCPs patient and public engagement arrangements

SUMMARY

This attached paper has been approved by the NHS Board as the basis to develop a
strategic plan for acute services (Appendix 1). Responsibility for strategic service
planning is now shared between the Health Board and Integration Joint Boards and
IJBs have been asked to consider how they wish to engage in the planning process.

The Health Board is responsible for the overall planning for acute services, working
with IJBs on planning the delivery of unscheduled care and on the shaping of the
primary care and community services which are critical to the delivery of acute care.

The 1JB’s are responsible for strategic planning for the health and social care services
for which they are responsible and for the strategic commissioning of unscheduled
care services.
The paper acknowledges the importance of the relationship to IJBs in this regard as:-
- Integration of planning for acute services with the planning led by 1JBs for
community and primary care services;
- Shaping of acute services to respond to 1JBs Strategic Commissioning Plans,

including forward financial planning.
- Achieving early patient and pubic engagement;

RECOMMENDATIONS
That the Integration Joint Board :-

- Note the process proposed by NHS Greater Glasgow and Clyde to develop a



strategic plan for acute services;
- Note the local arrangements established by the HSCP for engaging with the
Acute sector.

Brian Moore
Corporate Director (Chief Officer)
Inverclyde HSCP
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CURRENT POSITON ON STRATEGIC PLANNING FOR ACUTE SERVICES

The paper outlines the local, regional and national position on planning for acute
services.

At national level, there are a series of programmes of work which will inform
strategic planning and the National Clinical Strategy (NCS) was published in
February 2016 following an extensive programme of development and engagement.
The Strategy sets out a framework for the development of health services across
Scotland for the next 10-15 years. It gives an evidence-based high level perspective
of why change is needed and what direction that change should take. The Strategy
sets out the case for:-

e Planning and delivery of primary care services around individuals and their
communities;

¢ Planning hospital networks at a national, regional or local level based on a
population paradigm;

e Providing high value, proportionate, effective and sustainable healthcare;

e Transformational change supported by investment in e-health and
technological advances.

The full strategy can be found at:-

http://www.gov.scot/Publications/2016/02/8699

A further critical part of the national scene, particularly critical to the 1JB is the work to
develop a new GP contract which needs to provide the platform to enable the
transformation of primary care.

There are well established regional planning arrangements which set the direction for
a number of our services which are provided to populations beyond the Board area.

At NHS Board level there is a comprehensive Clinical Services Strategy approved by
the Board in January 2015 and endorsed by the 1JBs.

The key aims of that strategy are to ensure:

e Care is patient focused with clinical expertise focused on providing care in the
most effective way at the earliest opportunity within the care pathway;

e Services and facilities have the capacity and capability to deliver modern
healthcare with the flexibility to adapt to future requirements;

e Sustainable and affordable clinical services can be delivered across
NHSGGC,;

e The pressures on hospital, primary care and community services are
addressed.

IJBs have published their first Strategic Commissioning Plans; these highlight the
need for Partnerships to establish a real focus on changing the way their populations
use hospital services in their future planning.

DEVELOPING THE STRATEGIC PLAN: PROPOSED PROCESS
The Board proposes a two stage process with the aim of developing and describing
the changes we need to make in 2017/18 in the context of describing a longer term

strategic change programme.

The first stage, to be completed by October 2016, is to update the key elements of


http://www.gov.scot/Publications/2016/02/8699
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the Clinical Services Review including:-

Population health analysis;

Drivers for change;

Future clinical models;

Progress on implementation;

An informed forward look at population and other changes which will require

service transformation;

¢ A joint appraisal with 1JBs of the implications of their strategic commissioning
plans for the delivery of acute services;

e Analysis of service changes emerging from regional and national planning to
deliver the National clinical strategy;

e An outline of proposed service changes for 2017/18 from the Acute Division’s
clinical planning processes, which are focused on delivering high quality, safe
and sustainable care;

¢ A strategic service and estate appraisal of our hospital sites;

¢ An initial forward financial framework for acute services, developed with the

Integration Joint Boards;

The NHS Board proposes extensive clinical engagement and engagement with wider
stakeholders during this stage.

The output of this first stage would enable further discussion with 1JBs with the aim
that this work can be finalised to move to a second stage with the NHS Board
approving for publication, and formal public engagement, proposed service changes
for 2017/18 set in the context of a longer term strategic plan.

A series of meetings with colleagues from Acute Services in Clyde, including
Clinicians, Planning and Operational managers, have already taken place over the
last 12 months. These have focused on how we share information, develop services
and plan for the future, as well as beginning to develop further the relationships
required to effectively underpin the strategic responsibilities of the IJB. Close working
on a range of operational issues, such as Winter Planning, Delayed Discharges and
pathways supporting Older People, as well as the impact of interface working to
improve the appropriateness of Orthopaedic Referrals, has already proven to assist
our use of resources and improve the care and experience of our population.

CONCLUSION

The shape and delivery of acute services are critical to the responsibilities of the 1JB
and will also be an important issue for local people. Therefore active engagement as
this work develops is important.

The NHS Board has committed to work with IJB Chief Officers to establish the detail
of the required processes to develop proposed process.

IMPLICATIONS

FINANCE

Financial Implications:

One off Costs
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Cost Budget | Budget | Propose | Virement Other Comments
Centre Heading | Years d Spend | From

this

Report

£000

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

LEGAL

There are no legal issues within this report.

HUMAN RESOURCES

There are no human resources issues within 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.

CONSULTATION

This report has been prepared by the Chief Officer, Inverclyde Health and Social
Care Partnership (HSCP) after due consultation with Greater Glasgow & Clyde

Planning Team.

BACKGROUND PAPERS

None.




APPENDIX 1

NHS Greater Glasgow & Clyde N H S

o, o’/

NHS BOARD MEETING Greater Glasgow
28" June 2016 and Clyde
Catriona Renfrew Paper No: 16

Director of Planning and Policy

Strategic Service Planning

Recommendation:

The Board consider the approach to Strategic planning for acute services.

1. Background and Purpose

1.1 This paper proposes a process for the strategic planning for acute services. The
approach outlined will enable:-

1.2.

Coordination of our planning with the developing regional and national
approaches.

The wide engagement of our clinical staff in strategic planning;

Integration of planning for acute services with the planning led by 1JBs for
community and primary care services;

The shaping of acute services to respond to IJBs Strategic Commissioning
Plans.

The further development of our existing extensive planning;

The delivery of early patient and pubic engagement;

This purpose of the paper is to enable the Board to contribute at this early
stage to shaping the strategic planning process, informing the further
development of the process.

2. Planning Roles and Responsibilities

2.1 Responsibility for strategic service planning is now shared between the Health
Board and Integration Joint Boards.

2.2. The Health Board is responsible for the overall planning for acute services,
working with 1JBs on planning the delivery of unscheduled care and on the
shaping of the primary care and community services which are critical to the
delivery of acute care.

2.3. The 1JB’s are responsible for strategic planning for the health and social care
services for which they are responsible and for the strategic commissioning of
unscheduled care services;

3. Strategic direction and principles for planning

3.1. The Board already has a clear strategic direction which sets out our purpose as:

“Deliver effective and high quality health services, to act to improve the health
of our population and to do everything we can to address the wider social
determinants of health which cause health inequalities.”



3.2. That purpose is amplified with five strategic priorities, these are:

o Early intervention and preventing ill-health.
¢ Shifting the balance of care.
e Reshaping care for older people.
e Improving quality, efficiency and effectiveness.
e Tackling inequalities.
3.3. In planning for 2016/17 the Board also developed a series of principles to

establish a clear framework for planning. These principles, set out below
continue shape our approach to planning, particularly our approach to the
assessment of available resources and how they should be deployed.

o Make financial decisions which are in line with and enable us to move in
coherence with our purpose, strategic direction and related strategies all of
which are focussed on ensuring our services are focussed on the needs of
patients.

e Continue to play our part in trying to reduce the inequalities which affect our
population and have a strong focus on equality impacts in making our
decisions.

e Ensure that our decisions do not have unintended consequences such as
unplanned transfers of pressures, responsibilities or costs to other parts of the
system.

e Aim to continue to deliver the key Scottish Government targets.

e Focus first on changes which make clinical and service sense and increase
efficiency and productivity and reduce our unit costs.

¢ Ensure that where we propose to restrict access to services or stop planned
developments we will have a clear framework for prioritisation of patient care
linked to clinical benefit.

¢ Shift the balance of care and resources but also recognise the pressures on
acute services.

e Test all new national initiatives and proposals which have financial
implications against our strategy and report to Board for decision.

e Underpin our decision making with evidence about what delivers the safest,
highest quality and most cost effective healthcare.

e Explicitly consider risks and benefits in making decisions.

¢ Remain committed to the importance of innovation and research to shape
changes in the way we deliver care.

¢ Work across boundaries with other Health Boards and public bodies to
identify ways in which we can deliver services more efficiently.

e Take a whole system approach not localised savings targets, that approach
driven by:

0 cost scrutiny in every part of the organisation, led by the local teams; and
0 awhole system programme of change to deliver cost reduction.

¢ Commitment to engagement with patients and the wider public.

¢ Commitment to fully engage with our staff and their representatives in
shaping, planning and delivering the changes to services which will be
required

3.4. The Strategic Direction, strategic priorities and principles will underpin our
approach to strategic planning for acute services.

4. Current position on strategic planning for acute services



4.1.

4.2.

4.3.

4.4,

4.5,

4.6.

4.7.

This section describes the local, regional and national position on planning for
acute services, which set the context within which this next phase of our planning
will be developed.

At national level, there are a series of programmes of work which will inform our
strategic planning. These include:-

¢ The work of the Transformation Board which is overseeing a range of
reviews including for planning for seven day services, the review of out of
hours services and the current maternity and neonatal services review.

e Service strategies including for cancer;

e Planning being established for future scheduled care capacity;

In addition to these elements of national direction, the National Clinical Strategy
(NCS) was published in February 2016 following an extensive programme of
development and engagement. The Strategy sets out a framework for the
development of health services across Scotland for the next 10-15 years. It gives
an evidence-based high level perspective of why change is needed and what
direction that change should take. The Strategy sets out the case for:-

¢ Planning and delivery of primary care services around individuals and their
communities;

e Planning hospital networks at a national, regional or local level based on a
population paradigm;

¢ Providing high value, proportionate, effective and sustainable healthcare;

e Transformational change supported by investment in e-health and
technological advances.

The full strategy can be found at http://www.gov.scot/Publications/2016/02/8699
The programe to establish the framework, which will enable implementation of the
strategy, bringing together Scottish Government Directors with Board Chief
Executives, is currently being established.

A final a critical part of the national scene is the work to develop a new GP
contract which needs to provide the platform to enable the transformation of
primary care.

At Regional level, there are well established planning arrangements which set
the direction for a number of our services which are provided to populations
beyond the Board area. The Regional Planning Group is discussing how to
extend the range and depth of planning done at regional level to respond to the
NCS and the growing reality that a wider range of services need to be planned
for larger populations and that we need to create clinical networks for service
delivery beyond Board boundaries.

At our Board level we have a comprehensive Clinical Services Strategy
approved by the Board in January 2015 and since endorsed by the IJBs.

The key aims of the strategy are to ensure:

e care is patient focused with clinical expertise focused on providing care in the
most effective way at the earliest opportunity within the care pathway;

e services and facilities have the capacity and capability to deliver modern
healthcare with the flexibility to adapt to future requirements;

e sustainable and affordable clinical services can be delivered across
NHSGGC;

e The pressures on hospital, primary care and community services are
addressed.


http://www.gov.scot/Publications/2016/02/8699

4.8.

4.9.

4.10.

This strategy provides a framework to ensure that best clinical outcomes are
achieved for patients and that services are:-

safe and sustainable;

patient centred,;

integrated between primary and secondary care;
efficient, making best use of resources;
affordable, provided within the funding available;
accessible, provided as locally as possible;

We have also developed a delivery plan for the Acute Division which focuses on
resolving short term challenges but also describes a series of strategic service
issues which we need to address.

I1JBs have published their first Strategic Commissioning Plans, these highlight the
need for Partnerships to establish a real focus on changing the way their
populations use hospital services in their future planning.

5. Developing our Strategic Plan: proposed process

5.1.

5.2.

We know from our planning for 2016, and from the material outlined in the
previous section, that it is imperative that we reshape acute services in the short,
medium and longer term. Our proposed approach is to bring together those three
horizons for planning into an integrated process so that we develop and describe
the changes we need to make in 2017/18 in the context of describing a longer
term strategic change programe.

To begin this process it is proposed that we complete a series of strands of work
for consideration by a Board seminar in October 2016. The proposed strands
are:-

An update of the key elements of the Clinical Services Review including:-

5.3.

5.4.

e Population health analysis;
Drivers for change;

e Future clinical models;

e Progress on implementation;

e Aninformed forward look at population and other changes which will require
service transformation;

¢ Ajoint appraisal with 1JBs of the implications of their strategic commissioning
plans for the delivery of acute services;

e Analysis of service changes emerging from regional and national planning to
deliver the National clinical strategy;

¢ An outline of proposed service changes for 2017/18 from the Acute Division’s
clinical planning processes, which are focussed on delivering high quality,
safe and sustainable care;

e A strategic service and estate appraisal of our hospital sites;

We also need to produce an initial forward financial framework for acute
services, developed with the Integration Joint Board's;

The development of each of these strands will include extensive clinical
engagement and engagement with wider stakeholders including other Boards
and Scottish Government



5.5. The Acute services Committee will receive regular updates as this work develops
to ensure continuing Non Executive input. Following the October Seminar,
enabling the Board to consider and shape this material, there would be further
discussion with 1JBs with the aim that this work can be finalised to enable the
Board to approve for publication, and public engagement, proposed service
changes for 2017/18 set in the context of a longer term strategic plan.

6. Conclusion

6.1. Subiject to the Board discussion the Board Executive team will work with 1JB
Chief Officers to establish the required processes to develop the material
outlined in this paper.
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INVERCLYDE

HSCP

Health and Social AGENDA ITEM NO: 16
Care Partnership

Report To: Integration Joint Board Date: 18 August 2016

Report By: Brian Moore Report No: 13B/50/2016/HW
Corporate Director
Inverclyde Health & Social Care
Partnership (HSCP)

Contact Officer: Helen Watson Contact No: 01475 715285
Head of Service
Planning, Health Improvement &
Commissioning

Subject: CHIEF OFFICER’'S REPORT

PURPOSE

The purpose of this report is to update the Integration Joint Board on a number of
workstreams that are currently underway.

SUMMARY

As we move forward, there are a number of issues or business items or workstreams
that the 1JB will want to be aware of, that perhaps do not require a full IJB Report. 1JB
members can of course ask that more detailed reports are developed in relation to any
of the topics covered. This paper provides a brief summary of such workstreams that
are currently or soon to be live.

RECOMMENDATION

That the Integration Joint Board notes the Chief Officer's Report and advises the Chief
Officer if any further information is required.

That the Integration Joint Board approves the revised template for [IJB Reports.

Brian Moore
Corporate Director, (Chief Officer)
Inverclyde Health & Social Care Partnership
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BACKGROUND

This report highlights workstreams that 1IJB Members should be alert to.

Community Weight Management Service

In April 2016 NHS Greater Glasgow and Clyde Local Medical Committee outlined
support for the introduction of both self-referral and primary care referral options for
the community weight management service. The service involves referral to
Community Weight Management (Weight Watchers) and the Specialist GGCWMS
service - patients will be directed to the most appropriate service based on co
morbidities and weight by the weight management admin hub. Patients can also self-
refer if they have established Diabetes, Stroke and CHD.

Anyone who is eligible for the Weight Watchers Programme will get:

o Twelve weeks free membership to Weight Watchers, attending any meeting of
their choice.

e They will be given access to online Weight Watchers tools.

¢ In addition they will be permitted two holiday weeks and two unforeseen
circumstance weeks in a sixteen week period.

o People, who successfully lose 5kg and meet the attendance criteria of twelve
weeks participation are eligible for a further twelve week block. Subsequent
blocks are available based on continued weight loss and attendance until a
healthy weight is achieved.

Promotional materials will be distributed to all GP practices, and patients will be able
to call the administration hub directly by the first week in August. In addition, it is
planned to actively promote the service with the most deprived practices and a series
of local roadshows will be undertaken in targeted health centres to raise awareness
with both staff and self-referral patients. It is anticipated the Inverclyde roadshows will
take place at the beginning of August. Your local Health Improvement Team is
involved in the planning of these events.

In addition to the above we continue with the Weigh to Go Programme that has been
delivered in Inverclyde since 2013. This programme offers support through access to
weight management services and physical activity opportunities to young people aged
15 — 18 years who are concerned about their weight and meet the eligibility criteria. In
Inverclyde an encouraging 65% of those taking part have lost weight with almost 12%
losing 5% of their body mass. The pilot is due to finish in October 2016. There are
proposals being discussed currently on how to take it forward. The final evaluation will
be available in 2017.

Telecare/Telehealth Funding

In February 2016, Inverclyde HSCP submitted a bid for TEC (Technology Enabled
Care) Programme funding from the Scottish Government. While not all requests for
funding were supported, a formal offer of grant amounting to £200,000 was awarded
to Inverclyde HSCP on 6™ July 2016 to develop and upscale Technology Enabled
Care.

Areas to be developed include:-

¢ Recruit a Project Lead post to oversee the planning and implementation of the
Technology Enabled Care Programme within Inverclyde.

e Recruit a part time Trainer post to take forward engagement with all
stakeholders in raising awareness of the benefits of TEC.
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e Upscale the use and improve joint working with local nursing homes; Scottish
Fire and Rescue Service; Intermediate Care; local Falls Pathway; post
diagnostic support for those with Dementia and the rolling out of I-Care
Assessment kits.

It is anticipated that the funding will benefit up to 800 individuals within the community
over the 2 year funding period from 2016-2018.

Update on Named Persons Following Supreme Court Decision

The Children and Young People Act 2014 introduced a Named Person Service for all
children in Scotland aged 18 and under. It is the intention that this part of the act
commences on the 31% August 2016. The service is working to ensure that the
Named Person arrangements can be delivered by that date. However, there has been
a statement from the Cabinet Secretary indicating that there is a potential for a delay
in implementing this part of the act as a consequence of an appeal to the Supreme
Court.

Update on People Plan

We are required to develop a workforce plan by April 2017, which should encompass
our HSCP Organisational Development Plan and an HSCP Training Plan. We also
need to profile our current and future required workforce; to consider our position in
relation to supporting volunteering, our approach to engaging carers as equal partners
in care and workforce development in the provider/ partner sector as well as internal to
the HSCP.

We have a multi-agency People Plan Working Group (PPWG) in place, as a sub group
of the Strategic Planning Group. The PPWG has developed some core principles for
integrated people planning as follows —

Mindful - We will make time to actively listen and reflect to inform our approach.

Transparent - We will develop and review the People Plan in a transparent and
inclusive way reflecting the current and future needs of our health and social care
community - bottom up and top down.

Respect - We will ensure the People Plan develops skills across our health and social
care community by respecting the diverse needs of all individuals.

Prepared - Our People Plan will help our people be informed, skilled, committed,
supported and empowered to meet the opportunities and challenges within our
community both now and in the future.

Connections - Our People Plan will support us to make connections to complement,
extend and innovate in our practice.

Fair - We will promote fair access to development opportunities.

Share - We will use the People Plan to share ideas, skills and resources to inform and
respond to decisions to achieve the best outcomes for our people and our
communities.

Inclusive - We will strive to meet the needs and expectations of our community by
embracing difference and maximising opportunities.

Our People Profile will be presented around four main categories of ‘People’ as
follows:
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1: People who are registered with a regulatory /professional body to deliver health
and social care as an individual professional practitioner.

2: People who are employed to deliver health and social care in Inverclyde, but not
specifically registered to do so as a practitioner.

3: two parts

(a) People who contribute to the provision of health and social care in Inverclyde
in the course of their work;

(b) People who contribute to the provision of health and social care in a voluntary,
non-employed capacity.

4: People in the community of Inverclyde, in workplaces, in shops and businesses
and in community groups who can make a difference to outcomes for local
people.

The PPWG has commissioned a piece of work across its membership to review the
outcome of a range of surveys of the local people resource to determine how engaged
people currently feel, and how prepared/ supported they are to undertake their
respective roles. In addition, we have embarked on a review of volunteering in health
and social care locally to determine the extent and nature of volunteering across
Inverclyde linked to supporting people with health and social care needs — either as
volunteers themselves or supported by volunteers.

Our approach in developing our People Plan is ambitious. Most other partnerships
across the country are only undertaking one or other aspect to the People Plan (e.g.
workforce profiling or workforce development). Most are keeping planning for
development of the workforce very separate to each agency. We are an ambitious
partnership with good grounding in this area so are keen to be progressive. There are
risks we are alive to that all of the training and development identified as a result of
People Plan cannot be met within existing resources across the partners and may
require specific development/ investment to deliver. The People Plan aims to respond
to this exploring where interagency collaboration can help meet that challenge.

Care Inspectorate Report on Inverclyde Care and Support at Home Service & Care
Services

The Care Inspectorate carried out an unannounced inspection for Hillend Day Service
on 21 January 2016 and for Care and Support at Home on Thursday 12 May 2016.
Reflecting the history of previous inspections, these were carried out on a low intensity
basis.

A full public report of the inspection and grades is published for both services on the
Care Inspectorate website.

The summary of grades awarded is:-

Care & Support at Home
Quality of care and support 5 Very Good

Quality of staffing 5 Very Good
Hillend Day Service

Care & Support 5 Very Good
Environment 6 Excellent
Staffing 5 Very Good

Management & Leadership 5 Very Good
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Conclusion of inspections:

Care & Support at Home is a very well-liked and well-received service by the people
who use it. The staff in the service work hard to improve standards of care whilst
promoting independence and person-centred care. There is a very good culture of
learning and continuous improvement. Some elements of the service are innovative.
The service is prepared to try new ideas with the involvement of people who use the
service at every stage. Any areas for improvement that have been identified at this
inspection are clearly understood by the provider and we are confident that they will
work hard to address these.

Hillend Day Service continues to provide an overall very good standard of service to
people who attend. The management and staff team continue to focus their efforts to
ensure that service users are involved in the decision making processes. The service
users we spoke to were very complimentary and appreciative of the centre and in
particular the quality of the staff team. We found the staff to be welcoming, helpful and
friendly. There was a very good atmosphere within the centre and service users and
their families valued this.

The grades awarded reflect that Inverclyde’'s Care & Support at Home and Hillend Day
Services continue to maintain very high standards. Continuous improvements in the
services have been noted by the Care Inspectorate, enabling both the services to
sustain gradings from previous years.

Sod Cutting — New Mental Health Inpatient Continuing Care Beds Facility (Orchard
View)

Progress continues to be made in taking forward the redesign of Mental Health
services. Preparations are underway for a Ministerial visit on 11 August to formally
"cut the turf" to commence the next stage of the formal work. Whilst largely symbolic
as a gesture, it does mark the commencement of long-anticipated building work.

PROPOSALS

The content of this report is for noting only, and to ensure that 1JB Members are
informed about the business of the HSCP.

Revised Template for IJB Reports

Our Integration Scheme lays out how we intend to deliver improved outcomes under
the terms of the Public Bodies (Joint Working) (Scotland) Act 2014. In the spirit of the
legislation, all that we do should contribute to delivering better outcomes for the people
who use our services. Clearly we have a responsibility to be explicit and transparent
in our business and how our work contributes to the Inverclyde Equality Outcomes and
the nine National Wellbeing Outcomes. On that basis, it is proposed that the current
template used for 1JB reports is amended to include new sections that require officers
to describe how the subject of the report contributes to delivery of these important
outcomes. A draft of the proposed new template is appended for consideration and
approval.

IMPLICATIONS

Finance:



6.1 There are no financial implications in respect of this report.

Financial Implications:

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 £000 | From (if
from Applicable)
N/A
Legal:

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

Human Resources:

6.3 There are no human resources implications in respect of this report.

Equalities:

6.4 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.
Assessment is required.

Therefore,

no Equality Impact

7.0 LIST OF BACKGROUND PAPERS

7.1 None
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Report By: Brian Moore Report No:
Corporate Director, (Chief Officer)
Inverclyde Health and Social Care
Partnership (HSCP)
Contact Officer: Head of Service Contact No:
Subject:
1.0 PURPOSE

1.1 The purpose of this report is to advise the Integration Joint Board.....

2.0 SUMMARY
2.1
2.2
2.3
2.4
2.5
2.6

2.7

3.0 RECOMMENDATIONS
3.1 The Integration Joint Board ......

3.2

Brian Moore
Corporate Director, (Chief Officer)
Inverclyde HSCP
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4.0 BACKGROUND

4.1

4.2

4.3

4.4

4.5

4.6

5.0

5.1

5.2

5.3
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IMPLICATIONS

FINANCE

One off Costs

Financial Implications:

Cost Centre

Budget
Heading

Budget | Proposed | Virement Other Comments
Years Spend From

this

Report

£000

Annually Recurring Costs/ (Savings)

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

LEGAL

EQUALITIES

HUMAN RESOURCES

There are/are no legal issues within this report.

There are/are no human resources issues within this report.

There are/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,
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5411

5412

54.1.3

54.1.4

5.4.1.5

54.1.6

5417

5.5

5.6

5.6.1

5.6.2

5.6.3

5.6.4

5.6.5

5.6.6

5.6.7

5.6.8

function or strategy. Therefore, no Equality Impact
Assessment is required.

How does this report address our Equality Outcomes.

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

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

People with protected characteristics feel safe within their communities.

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

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

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

Positive attitudes towards the resettled refugee community in Inverclyde are promoted.

CLINICAL OR CARE GOVERNANCE IMPLICATIONS

There are /are no governance issues within this report.

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

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 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 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.

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 reducing 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.



6.0

6.1

7.0

7.1

CONSULTATION

This report has been prepared by the Chief Officer, Inverclyde Health and Social Care
Partnership (HSCP) after due consultation with .......
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