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Foreword: Chief Officer, Health & Social Care

The Argyll & Bute Health and Social Care Partnership (HSCP) was legally
established on 29th June 2015 and came into operation on the 1st April
2016.
In Argyll & Bute we have long been used to working together in
partnership with communities, health, social care, third and independent
sector providers in order to meet the practical challenges of delivering
high quality services in a geographically large and diverse area. Working
together we continue to seek to minimise health inequalities, whether
people live in a town or village; a remote rural area or in one of our island
communities.
The formalisation of integrated health and social care has brought many
opportunities for transformational change, yet at the same time it has
brought challenges for our staff and communities to think and work
together in new and innovative ways to achieve our goals and aspirations.
During the process of integration I have been particularly proud of our
staff, who have continued to deliver high quality front-line services during
a period of significant change.
I am delighted to have the support of my management team, who have
worked with me to shape the early stages of partnership development. I
am very grateful to our third and independent sector partners for the
skills and expertise they bring to the partnership.
Guided by the Integration Joint Board we have successfully charted a
course through the first year of integration and we are making real
progress towards achieving our vision and strategic aims.
Clearly we are facing significant challenges in terms of service demand
due to an ageing population as well as financial and workforce pressures.
However, our partnership approach which is focused at locality level
provides us with best chance to meet these and provide better outcomes
for patients, clients, carers and children as we move forward.
The HSCP’s first operational year has been challenging and exciting,
bringing together staff from two large and culturally diverse organisations
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to form new teams and develop new working relationships and practices.
Equally myself and the Integration Joint Board recognise that we must
improve our communication and engagement with the public, in 2016/17
we got this wrong at times. However, we are committed to improving this
as everyone recognises that we need to speed up the changes planned for
services.
Finally, I am very proud to say that during this first year everyone in the
partnership has continued to have person centred care at the forefront of
their minds, putting people right at the centre of all that we do- and we
will continue in this going forward.

Christina West, Chief Officer, Health & Social Care.
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1.

Executive Summary

The Public Bodies (Joint Working) (Scotland) Act 2014 obliges
partnerships to produce and publish an Annual Performance Report
setting out an assessment of performance in planning and carrying out
the integration functions for which Integration Joint Boards in Scotland
are responsible.
The Annual Performance Report 2016/17 therefore encompasses the
following:








Assessing Performance in Relation to the National Health and
Wellbeing Outcomes
Financial Performance and Best Value
Reporting on Localities, an assessment of what locality planning
arrangements have been made, what they are doing and how well
they are operating.
Inspection of Services, to include details of any inspections carried
out relating to the functions delegated to the Partnership, by
scrutiny bodies
Integration Joint Monitoring Committee recommendations
Review of Strategic Commissioning Plan which can be found online
at:
http://www.nhshighland.scot.nhs.uk/OurAreas/ArgyllandBute/Docu
ments/SP%202016-2019%20%20Final.pdf

The 9 National Health and Wellbeing Outcomes describe what people can
expect from the HSCP. Performance against each outcome is analysed in
the performance assessment sections, with illustrative practice examples
demonstrating how local services are working to achieve the outcomes.
The report goes on to explain and identify the Integration Joint Board
(IJB) as the body with responsibility for governance; decision making and
achieving a balanced budget and Best Value and continuously improving
the quality of services including the application of the Highland Quality
Approach. Audit Committees reporting to the IJB oversee Financial
Performance and Clinical & Care Governance. Services are inspected
regularly, through both internal and external arrangements which are
outlined in the report.
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Financial Performance is fully detailed, outlining the HSCP’s financial
position and future financial projections.
Locality planning arrangements, through the 9 Locality Planning Groups
are the vehicle by which the HSCP works towards the strategic aim of
having all services locally owned; locally planned, and locally delivered.
The locality planning arrangements are explained in section 10 of the
report.
Finally the report identifies challenges, service issues and public and staff
communication problems experienced by the HSCP during the first year of
operation. It then looks ahead over the next two years, the remaining
period of the Strategic Plan, to consider the significant transformational
changes that will take place to shape what services will look like in 2019.
The appendices provide details of the Editorial Review Group, who have
helped to craft this report (Appendix 1); a full table of Care Inspection
Grades (Appendix 2) and an overview of the organisational structure
(Appendix 3).
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2. Introduction

The Argyll & Bute Integration Scheme completed the parliamentary
process on 27th June 2015, which meant the Integration Joint Board (IJB)
of Argyll and Bute Health and Social Care Partnership took over
responsibility for all Health and Social Care services in the area from the
1st April 2016.
The IJB at its first meeting approved the HSCP Strategic Plan 2016/2019,
which is the ‘road map’ for the transformation of Health and Social Care in
Argyll and Bute. It describes why health and social care services have to
change and illustrates how services will operate and be configured by
2019 to meet our vision and achieve the best outcomes for people.
Strategic planning is the mechanism through which partners will work
together to deliver and plan services that focus on people and their
outcomes. In this way partners across statutory, third and independent
sectors, will embed a preventative and anticipatory approach to
commissioning services.
Transformational changes in service delivery is therefore required to
ensure that services in Argyll & Bute focus on people and their outcomes,
can be delivered within our financial means; that we can recruit and
retain highly skilled and motivated staff; that we can meet the increasing
demands of our ageing population and that we can deliver the high
quality, local, responsive services that people want.
The scale and pace of change requires that we must involve and engage
with our staff and our communities. Our intention to do this is clear but it
is also apparent that we have not always done this well enough and need
to improve within the resources we have. This performance report details
what we have done but also the lessons learned which will inform what
we do in our second year onwards.
This report outlines the planning, progress and performance outcomes
achieved by the Argyll and Bute Health and Social Care Partnership during
2016/17, in accordance with guidance issued by the Scottish Government
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Guidance for Health and Social Care Integration Partnership Performance
Reports.
This Annual Performance report for 2016/17 therefore covers the
following:










Assessment of performance in relation to the 9 National Health and
wellbeing Outcomes
Children’s Services
Criminal Justice Services
HSCP Governance and decision making
HSCP Financial performance & Best Value
Inspection of Services 2016/17
Audit committees
Reporting on Localities
Looking ahead next 2 years

The report recognises that the next two years will be challenging
financially, as well as in terms of the scale and pace of change required to
ensure that the HSCP provides services that enable people in Argyll &
Bute to live longer, healthier, independent lives.
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Our Vision is
that people in
Argyll and
Bute will live
longer,
healthier,
independent
lives.

Values: We will work
in partnership with
local communities to
offer services that
are:

Person centred
Delivered with
integrity
Engaged
Caring
Compassionate
Respectful

The six principles of integration
which are that health and social
care:

6 areas of focus which are central to
the HSCP service planning and
delivery :

is integrated from the point of
view of recipients

Reduce the number of avoidable
emergency admissions to hospital and
minimise the time that people are
delayed in hospital.

takes account of the particular
needs of different recipients
takes account of the particular
needs of recipients in different
parts of the area in which the
service is being provided
is planned and led locally in a
way which is engaged with the
community and local
professionals
best anticipates needs and
prevents them arising
makes the best use of the
available facilities, people and
other resources

Support people to live fulfilling lives
in their own homes, for as long as
possible.
Support unpaid carers, to reduce the
impact of their caring role on their
own health and wellbeing.
Institute a continuous quality
improvement management process
across the functions delegated to the
Partnership.
Support staff to continuously improve
the information, support and care
that they deliver.
Efficently and effectively manage all
resources to delvier best value
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3. Assessment of performance in relation to the 9
National Health and wellbeing Outcomes
The national health and wellbeing outcomes provide a strategic
framework for the planning and delivery of health and social care
services. These suites of outcomes, together, focus on improving the
experiences and quality of services for people using those services, carers
and their families. These outcomes focus on improving how services are
provided, as well as, the difference that integrated health and social care
services should make, for individuals.
Currently there are 9 key National Health and Wellbeing Outcomes
(NHWBO) and 23 sub-indicators which form the basis of the reporting
requirement for the HSCP.1

1

Data source throughout the report is ‘Pyramid’ Performance Management System unless otherwise stated.
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The IJB receives at each meeting a scorecard providing a summary of the
HSCP’s performance against the NHWBO performance on the pyramid
reporting system. The scorecard above illustrates its performance as at the
end of March 2017. Of the 101 scorecard success measures 72 are
currently reported as being on target.
The following sections provide a detailed breakdown of the HSCP’s
performance against each NHWBO

Key to NHWBO Indicators:
Within the tables below Measures denoted * are from the bi-annual Health and
Care Experience Survey 2015/16 Results for Argyll & Bute Community Health
Partnership / Argyll & Bute Council published May 2016.
Measure denoted ** are taken from ISD’s Health and Social Care Integration Core Suite of Integration Indicators - Annual Performance, latest publication as
at April 2017. Note ISD have indicated Quarter 4 / annual data for 2016/17 will
be available by early June 2017 for the specific indicators.
Measures denoted *** have data source noted below the table.

Page 14

Working together with you

3.1 National Health and Wellbeing Outcome 1
People are able to look after and improve their own
health and wellbeing and live in good health for
longer
What people can expect




I am supported to look after my own health and wellbeing
I am able to live a healthy life for as long as possible
I am able to access information
FQ4
15/16

FQ4
16/17

Target

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

96.0%

96.0%

94%

Rate of emergency admissions per
100,000 population for adults **

11,768

11,768

11,874

Rate of premature mortality per
100,000 population **

392

392

441

% of Older People receiving Care in the
Community

76%

74%

81%

35

13

6

% of Learning Disability Service Users
with a Personal Care Plan

92%

90%

80%

% of Looked After & Accommodated
Children in Family Placements

86%

82%

75%

5

7

10

809

874

1024

30.0%

30.0%

33.0%

Outcome 1 Indicators

No of Adults waiting more than 12
weeks for homecare service after
assessment has been authorised

No of External Looked After &
Accommodated Children
No of alcohol brief interventions in line
with SIGN 74 guidelines
Proportion of new-born children
breastfed at 8 weeks

RAG

Page 15

Working together with you

Performance Assessment.
People are able to look after and improve their own health and
wellbeing and live in good health for longer
Argyll and Bute HSCP has a good track record for investing in
preventative activity to avoid health and social care problems from
arising.
Health Improvement can be framed as the following:
Primary Prevention – examples include enabling people to make
healthy lifestyle choices for example in areas like smoking, alcohol intake
and physical activity. This recognises that lifestyle choices are not always
easily made and can be determined by things like where people live, their
income and their occupation.
Secondary Prevention – this is about identifying who has established
health problems (known or unknown) and preventing progression of
disease. Examples include screening for cancers, abdominal aortic
aneurysms and diabetic retinopathy. It also includes planned health
checks for example in childhood and in the over 40s.
Tertiary Prevention - dealing with health problems in a pro-active way
to reduce further disability, preventing recurrence of an illness and
enabling people to have the best quality of life possible. Examples include
rehabilitation following a stroke and aspects of palliative care.
Preventative activity is delivered by the Health Improvement Team in
Argyll and Bute. The drivers of this work are varied and include:
 National priorities and funding Scotland wide, for example smoking
cessation and healthy weight.
 Highland wide leadership from the Public Health Department.
 Local leadership from the Health and Wellbeing Partnership, which
is a strategic committee of the Community Planning Partnership.
 Local strategy in the form of a Joint Health Improvement Plan
(JHIP) and the Single Outcome Agreement (SOA) which has
outcomes for health and wellbeing.
The Health Improvement Team publishes an annual report which is
available on line at: http://healthyargyllandbute.co.uk/health-wellbeingin-argyll-bute-annual-report-2016-2017/
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This report contains detailed information on a wide range of health
improvement work, which will contribute to improving our performance on
areas such as Alcohol Brief Interventions and breastfeeding, where our
performance, as shown on the scorecard is not reaching the target.
The main area for improvement is around older people (measures 4 and 5
on the scorecard) where we need transformational change to expand our
care-at-home services, allowing us to give a faster and appropriate
response to assessed need for support. This, along with other actions and
changes in the way we deliver services will enable us to reach the
challenging but essential target for care in the community. People in
Argyll & Bute have told us that they want to remain in their own homes
for as long as possible, so the HSCP will respond positively to meet that
challenge.
Practice Examples.
Social interaction, exercise and getting out and about are often key
elements of an individual’s sense of health and wellbeing.
Joan’s Story:
Joan, aged 89 moved to Oban with her son and daughter in law. After
suffering a road accident and with her family out at work, Joan realised
that she knew no one, she found living alone in a new town very lonely.
Although Joan hoped to get some mobility back, just two months later
she had a fall, breaking her arm badly and spending eight weeks in
hospital.
A third sector staff member, Maggie was introduced to Joan by Health
staff, and as a start and with the assistance of a volunteer driver, helped
Joan join the ‘Frail Walking group’ to help her gain confidence and
improve her movement. Joan also had by then a new property which she
hoped to be sufficiently well to move into; her independent living was as
important as having friends and social connections.
When Joan had recovered from her injuries, Maggie introduced her to
other groups in her area. In time, she was making friends and joining in
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the weekly Generation Games, and the Soup and Music Group alongside
the Frail Walking Group.
With confidence returning, and mobility improved, Joan was able to move
into her new home, just one week before her 90th birthday. Friends,
volunteers and staff joined her for a housewarming and a week later, on
her birthday she was presented with a picture of herself, boldly out
walking with the group.
From having arrived in Oban in a very frail condition, and despite the
setbacks Joan now has blossomed. She has grown in confidence and can
now walk with her walking frame to the bus stop on her own. This means
she has the independence to attend the various groups, which she does
on three days every week without the need for a volunteer driver
(although one is always available if needed).
Joan herself says, ‘coming to the groups and meeting my new friends
makes such a difference to my life. The days can’t pass quickly enough to
my next outing’

Oban Frail Walking Group.

’

Some members of the Oban Frail Walking group - One member is aged 90,
and says ‘we don’t walk far or fast, but this is the only time I get out breathe
the fresh air, feel the wind in my face, and it’s the highlight of my week, I
worry if I didn’t get out at all, I would completely lose being able to. I love it,
and the tea and cakes at the end.’
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3.2 National Health and Wellbeing Outcome 2
People, including those with disabilities or long
term conditions, or those who are frail, are able to
live as far as reasonably practicable, independently
and at home, or in a homely setting
What people can expect




I am able to live as independently as possible for as long as I
wish
Community based services are available to me
I can engage and participate in my community
FQ4
15/16

FQ4
16/17

Target

Number of people 65 years and older receiving
homecare

1309

1212

1113

% of adults supported at home who agree they are
supported to live as independently *

84%

84%

84%

% of adults supported at home who agree they had
a say in how their support was provided *

82%

82%

80%

Emergency Admissions bed day rate for all ages,
per 100,000 population **

96,556

96,556

106,531

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

90%

90%

87%

11,768

11,768

11,874

67.8%

67.8%

61.6%

553

630

500

100%

100%

98%

Outcome 2 Indicators

Rate of emergency admissions
population for adults **

per

100,000

% of adults with intensive care needs receiving
care at home **
Number of Enhanced Telecare Packages
% of Mental Health Clients receiving Care in the
Community

RAG
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FQ4
15/16

FQ4
16/17

Target

93.4%

92.7%

90.0%

18

17

12

% Waiting time from a patient’s referral to
treatment from Child Adolescent Mental Health
Services

91%

95%

90%

% of patients waiting no longer than 4 hours in
Accident & Emergency

99.1%

99.5%

95.0%

% of patients who wait no longer than 18 weeks for
psychological therapies

51

63

90

No of days people spend in hospital when ready to
be discharged, per 1,000 population

673

597

842

% of health & care resource spend on hospital
stays where a patient is admitted as an emergency

22%

22%

23%

Rate of readmissions to hospital within 28 days, per
1,000 admissions

71

76

95

Falls rate per 1,000 population aged 65+

22

25

21

Outcome 2 Indicators
% of patients waiting less than 3 weeks wait
between Substance Misuse referral & 1st treatment
Total No of Delayed Discharge Clients

RAG

Performance Assessment.
People, including those with disabilities or long term conditions,
or those who are frail, are able to live as far as reasonably
practicable, independently and at home, or in a homely setting
National Health & Wellbeing Outcome 2 is of great importance in Argyll &
Bute because people told us that above all else, they want to live
independently, in their own homes and communities for as long as
possible.
The first step to achieving this outcome is that people can tell the HSCP
about the things that are important to them in their lives and the HSCP
provide and redesign services to respond to these. We sometimes speak
about giving the ‘right service, in the right place, at the right time’. This is
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what we mean – listening to what is important to the person and
responding to that as well as we can.
A number of service developments contribute to this goal: Technology
Enabled Care uses the latest technical developments to support people in
the least intrusive way; Self Directed Support allows people to choose
how, when and by whom their care and support is delivered; The ‘virtual
ward’ recognises that people do not want to be in hospital unless it is
essential and reduces hospital admissions and length of stay by bringing
expert clinical care and social support into the person’s home.
Rapid discharge from hospital is an area for improvement. We have
developed Enhanced Community Care Teams to focus on rehabilitation, so
that people can return to full fitness, at home, as quickly as possible. The
HSCP will consider other supportive options, learning from other areas
across Scotland, so that people can be supported to go home as soon as
they are medically fit.
The involvement of our strong Third Sector partners plays an essential
part in achieving this Health & Wellbeing outcome 2. Bringing people
together to avoid social isolation; ensuring people can get out and about
and attracting support from volunteers and other agencies all enable
people to remain for longer in their own homes and communities.
The HSCP will continue and expand its falls prevention work, to reduce
our falls rate, which is slightly higher than target. There are excellent falls
prevention initiatives in place, in the community and in care homes across
Argyll & Bute and we will continue to develop this.
Practice Examples.
Strachur Cioche (Cowal)
The Strachur Hub has been developed primarily targeting groups of
vulnerable, isolated, frail, older people and those with mental health
illness, living a rural area. The Hub was set up using funding from the
Integrated Care Fund to offer support with the prevention of falls, ill
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health and to increase health and wellbeing by using underutilised local
buildings to reduce the amount if travel for people to access services;
whilst promoting equality of service provision in remote and rural areas,
using local volunteers and assets.
The Hub has developed over two years with significant success across all
age groups and is highly valued locally:






















Consistent attendance -1891 attendances since the commencement
to date. Sessions are well received and attended; weekly attendees
in year two averages at 38.
Continuing to provide respite for unpaid carers.
Local people trained to deliver classes.
New evening class undertaken under the banner of ‘Preventative’ –
focussing on slightly younger participants as well as existing –
caters for people at work. These classes proving very popular and
meeting the demands of those at work during the day.
Counter- weight programme well supported with all participants new class underway.
Spring ‘Mindfulness’ course successfully completed (15 attendees).
Summer course commenced 29/05/17 for 8 weeks. Autumn course
scheduled.
Spanish Language lessons – a Co-production with ‘Takeaway
Creative’ & ”Lingo Flamingo” (social enterprises) commencing
06/06/17 for 11 weeks.
Co- production continues with Befrienders, Interloch Transport.
New loading and unloading bay at the Village Hall car park was
initiated by the HUB ‘leads’ in order to ease access for more frail
participants.
The initiative for a defibrillator and a box came from the HUB
‘leads’. Defibrillator installed and 13 people have received
professional training to use the equipment.
We continue to be supported by Bay Cottage Tearoom.
Strongly influencing a solution to social isolation and loneliness.
Alison McGrory, Public Health Lead, visited on the 2nd of March and
has subsequently proposed that our initiative be nominated for a
Self-Management Award.
The Hub Choir participated in the Lauder Concert on May 12th in
Village Hall
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Football equipment donated to local project to encourage local
children to participate in 5-a-side football. 32 children involved.
We have a strong local volunteer team who are committed to the
success of this project. We have a regular group of 7/8 people
giving a minimum of 6 hours of their time each week for the HUB
alone and we work very much as a team. This is helping us build
resilience in our community.
Our older people are delighted to have this sort of community
activity on their doorstep bearing in mind transport is an issue in
rural areas, and many are living with long term conditions, some
with dementia, some have family carers whilst others are living
alone.

Page 23

Working together with you

SDS Blether Groups (Mid Argyll & Oban)
Personal choice is vitally important to people. Self Directed Support (SDS)
aims to give people full opportunity to take control of their support and
their lives. It is for people of all ages, who after assessment, are eligible
for social care and support from the Health and Social Care Partnership.
The Blether Group in Mid Argyll and Oban is a group of people who use
Self Directed Support (SDS) joining with other people interested in
it. They meet once a month to talk about any issues relating to SDS. It
is a way for people to get support, share ideas and to form friendships
with other people who are in a similar situation to them. The group has a
Facebook Group where they can talk to each other outside of the group
meetings or share stories or information.
The group has visited other organisations such as the Glasgow Centre for
Independent Living and has invited speakers and representatives from
other groups to come and share what they do. Some of these have been
from the hospital or SDS Scotland. Recently the group has reviewed
some of the council publications about SDS to look specifically at their
accessibility and to make sure they are easy to understand.

The SDS
Blether
Groups in
action.
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The Argyll and Bute SDS Forum was initially set up as a group of advisory
and support organisations for SDS, the group spent time learning
together about how best to share information on SDS in Argyll and Bute.
This led to the group widening its remit to include statutory sector
partners and Blether Group members. They are currently working
together to set up a network for people working as Personal Assistants
(when someone is directly employed by the person they support using an
SDS Direct Payment) so that learning and mutual support can be
exchanged. We are also planning how best to reach out to
neighbourhoods together to share information on SDS and to promote the
importance of communities to ensure SDS works as well as possible for
everyone.
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3.3 National Health and Wellbeing Outcome 3
People who use health and social care services have
positive experiences of those services and have
their dignity respected
What people can expect
 I have my privacy respected
 I have positive experiences of services
 I feel that my views are listened to
 I feel that I am treated as a person by the people
doing the work – we develop a relationship that
helps us to work well together
 Services and support are reliable and respond to
what I say
FQ4
15/16

FQ4
16/17

Target

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

82%

82%

81%

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

81%

81%

75%

% of adults supported at home who agree
they had a say in how their support was
provided *

82%

82%

80%

% of people with positive experience of their
GP practice

91%

91%

87%

Number of abbreviated customer service
questionnaires sent to Service Users on bimonthly basis **

17

20

5

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

89.5%

90%

87.5%

% of stroke patients admitted to a stroke unit
on day of admission/next day

100%

100%

90%

815

804

890

Outcome 3 Indicators

No of patients with early diagnosis &
management of dementia

RAG

Page 26

Working together with you
FQ4
15/16

FQ4
16/17

Target

% of SW care services graded ‘good’ '4' or
better in Care Inspectorate inspections

86%

84%

83%

No of days people spend in hospital when
ready to be discharged, per 1,000 population
**

673

597

842

71

76

95

Outcome 3 Indicators

Readmission to hospital within 28 days per
1,000 admissions **

RAG

Performance Assessment.
People who use health and social care services have positive
experiences of those services and have their dignity respected
People who use our health and social care service agree that their overall
experiences are positive and their dignity is respected.
Working towards this goal the HSCP has implemented a number of
initiatives with staff to help ensure that people who use services are
respected as equal partners in their health and care journey.
The HSCP has trained 30 people, from a variety of roles ranging from
elected council members to health care assistants, and colleagues from
third and independent sector partner organisations as ‘Caring Connections
Coaches’. The coaches operate within their usual place of work using their
skills to promote person-centred approaches with members of the public,
service users and with their colleagues.
One Caring Connections Coach recently used her person-centred coaching
skills to assist a family to prepare for their social work assessment. She
supported the family to put together some notes of what was important to
them so that they felt empowered to get their message across in their
meeting. The family was then able to self-advocate and be clear about
their requirements. As a result they reported back that they felt
completely supported throughout the process.
Early diagnosis and management of dementia is the main area for
improvement. Dementia is becoming recognised nationally and
internationally as a major challenge for the future, as the population ages
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and people live longer. Whilst there is as yet no cure, there is excellent
support, delivered in partnership with Alzheimer Scotland and specialist
teams of nurses, occupational therapists, social workers and other
professionals. The challenge for the HSCP is to make this support
accessible to people soon after diagnosis, so that support plans are in
place for the person and their family at an early stage, thus helping them
retain their health and independence longer and ensure that their wishes
are known and respected.
The HSCP Performance against Health & Wellbeing outcome 3 is good;
our dedicated staff are firmly committed to delivering excellence to
patients and service users.

Initiative encouraged all staff members to
introduce themselves to people using our services,
to allow people to identify practitioners and to feel more valued in the
health and care relationship.
Self-Directed Support enables people to be in control of and direct how,
when, in what way and by whom, they are supported.
Technology Enabled Care promotes self-management of long term
conditions using a suite of technological supports to give the person
control, thus ensuring that their experience is positive and maintains their
dignity.
One example of technology enabled care is ‘Flo’ a telehealth app for
mobile phones, which enables people to monitor and manage their longterm condition whilst they are on the move. The app uses mobile phones
to alert patients and relay information to healthcare professionals,
through a series of prompts and responses. The information can then be
recorded and monitored as in the example below:
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FLO request

FLO response

This practice example shows how the Flo app helped Derek regain his
independence.
Practice Example.

Derek was used to being independent, very active and running a
successful small family business. He was diagnosed with having a
stroke early 2016, and spent just under three months in hospital
rehabilitating. He also has diabetes type 2 and suffers with
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hypertension; both are now controlled and self-managed really
well.
Up until I had the stroke I was relatively healthy. I was always out
cycling, lifting low weights to tone and out walking a lot. I do miss
getting the bike out, and I am no longer confident enough to go out
walking on my own. I was not good at “speaking up” causing me to
mismanage my diabetes and high blood pressure. Previous to having the
stroke I did not take my medication properly because I suffered from
quite bad side effects, and was really ill at times. I have now learned and
know the importance of making sure I am heard and managing my
conditions
On discharge from the rehabilitation unit in summer 2016, he
found it difficult to remember to balance work, family life and his
exercise discharge plan.
His job commitments are mentally
demanding, and he plays an active role in being a carer too. Time
management proved to be difficult for him, resulting in him
feeling very tired and weak.
Derek was introduced to the Flo app through his Occupational
Therapist Lucy. It was arranged that he would try Flo for three
weeks. Lucy arranged a suitable protocol for Derek to prompt
exercise and persuade him to take essential breaks.
“I thought at the time Flo is an excellent idea. A text message to remind
me to do my exercises and save me forgetting to stop and take a rest” I
was happy to give it a go, and thought this could be useful and it focuses
on exercise. This will help me with my exhaustion”.
Using Flo was just so easy; I got texts through asking if I had done my
exercises. I got two options to text back Exe1 for Yes or Exe2 for no. Flo
made me focus on my exercise plan and stopped me getting so tired. The
best thing I liked about Flo was the reminder later in the day to take a
rest. Flo actually stopped me getting exhausted. It has made me more
confident and in control of my daily routine. It made me realise how
important it was for me to do my exercises and rest. So much so, I cut
down on my workload, realising that it was too much for me’’.
The TEC Team asked Derek for his judgement of “Flo”, and his
opinion of how it had impacted his self-care progress.
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‘’Using Flo made me keep my phone on me all the time. When I got my
text message I would think “I better do my exercises, the messages were
very encouraging”
I would recommend Flo, it made me realise how important exercise and
resting is for me. So much so that I have been going online since and
found more exercises to try. However, I don’t know if my handwriting has
improved, but the support has made me keep practising. I no longer miss
exercising, resting or taking my medication. I have a routine now and
feel so much better, it’s great.
When Flo stopped sending me messages, it just stopped, and I missed
them. I felt “Flo” was like having a real contact; somebody was there for
me.’’
A strong partnership approach means that much of the training available
to health and social care staff has been opened up to third and
independent sector staff, facilitating the upskilling of staff, and sometimes
of volunteers, to increase and share knowledge and provide better
services focused on the individual.
Partnering has also meant supporting across the generations and we have
older people now helping to teach young people Gaelic with a volunteer
tutor to keep everyone on track. This also began with partnership
resources but is now beginning to be supported and taken forward by the
third sector. Even for people who have no Gaelic it is obvious from the
laughter that social barriers are being broken down, connections made
and many of the young people have transitioned to volunteering to
support in other ways, helping with shopping, or at other groups.
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I thought being with
old people would be
boring. Now I can
see they are a lot of
fun, just that their
bodies don’t work
too well, so I can
help them to move
around, or carry
bags and besides
the Gaelic, I am
learning
how
different life was 50
or 60 years ago. I
love coming along,
and I go to the
music group as well’

Ciamar a tha thu an-duigh? Tha gu math,
moran taing!
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3.4 National Health and Wellbeing Outcome 4
Health and social care services are centred on helping
to maintain the quality of life of people who use those
services
What people can expect
 I’m supported to do the things that matter most to
me
 Services and support help me to reduce the
symptoms that I am concerned about
 I feel that the services I am using are continuously
improving
 The services I use improve my quality of life
Outcome 4 Indicators
% of adults supported at home who agree their
support had impact improving/maintaining
quality of life *
Emergency Admissions bed day rate **
Rate of emergency admissions per 100,000
population for adults
Average working days between Referral & Initial
Adult Protection Case Conference
% Children who have been Looked After and
Accommodated Children for over a year with a
plan for permanence

% of Looked After Children Care Leavers with a
Pathway Plan

FQ4
15/16

FQ4
16/17

Target

87.0%

87.0%

84.0%

104,896

103,902

119,649

11,786

11,767

12,037

19 Days

0 Days

15 Days

85%

91%

81%

75%

100%

100%

38

138

0

RAG

No of outpatient ongoing waits >12 weeks
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FQ4
15/16

FQ4
16/17

Target

0.2%

0.1%

0.1%

% of outpatients on the waiting lists with social
unavailability

4.7%

5.6%

5.8%

% of patients on the admissions waiting lists
with medical unavailability

2.4%

1.4%

2.0%

% of patients on the admissions waiting lists
with social unavailability

12.7%

19.4%

15.7%

673
Days

597
Days

842
Days

% of SW care services graded ‘good’ '4' or better
in Care Inspectorate inspections

86%

86%

83%

% of health & care resource spend on hospital
stays, patient admitted in an emergency **

22%

22 %

23%

22

25

21

Outcome 4 Indicators
% of outpatients on the waiting lists with
medical unavailability

No of days people spend in hospital when ready
to be discharged, per 1,000 population **

RAG

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

Performance Assessment.
Health and social care services are centred on helping to maintain
the quality of life of people who use those services
The key focus of this outcome is ensuring Argyll & Bute HSCP provides
seamless, patient focused and sustainable services which maintain the
quality of life for people who use the services. This means ensuring that
treatment, interventions and services are of the right standard and quality
so they are safe, provided in a timely manner, as close to home as
possible, address people’s expectations and outcomes so that people
enjoy the best possible quality of life, whilst they recover or are supported
to manage their conditions.
Areas for improvement involve waiting times for treatment and
outpatients, due primarily to difficulty in recruiting consultants to meet
demand. People in Argyll & Bute have told us that they want as much
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treatment as possible close to home, whilst recognising access to
specialist services requires travel to Glasgow. In 2016/17 just over
10,000 patients had new outpatient appointments in hospitals in Argyll
and Bute and just over 19,000 people attended new outpatient
appointments in NHS GG&C.
The HSCP is therefore looking at what treatments and follow up
appointments could be delivered locally, either by our own staff or
through increased use of technology to specialist practitioners, for
example by telephone and video conference and the ‘Attend Anywhere’
approach which is currently being trialled by NHS Highland, improving
access to services and reducing the burden of travel on patients.
Specialist acute health care services are purchased from NHS Greater
Glasgow and Clyde (NHS GG&C) via a form of contract called a service
level agreement.
Key pieces of work in 2016/17 on the service with NHS GG&C included:
1. Due to our inability to recruit a urology consultant, designing and
agreeing with NHSGG&C for them to provide a safe and sustainable
urological service for the Oban catchment area in Glasgow.
2. Building on the success of the Campbeltown Kidney Dialysis unit,
continuing the ongoing assessment and review of kidney dialysis
provision both locally and within NHS GG&C
3. Finalising and agreeing the service specification for laboratory services
and consultant support commissioned from NHS GG&C to the RGH in
Oban
4. To maintain local provision of service reviewing and ongoing redesign of
a number of outpatient consultant clinics within local community
hospitals,
including
haematology,
orthopaedics,
obstetrics
&
gynaecology and dermatology.
5. Reinstating the service to provide local ultrasound scanning for mothers
in Argyll and Bute following the successful recruitment of Ultrasonographer and training of midwives.
6. Scoping out plans to reduce the number and length of Delayed
Discharges in Glasgow hospitals supporting timeous discharge of people
back to their community to implement in 2017/18.
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Practice Examples.
Locality Based Service Development: Responder Services
Three localities have commissioned Responder Services, using different
providers. Responder services are professional responders, reducing the
demand on a range of other services, prevent unplanned hospital
admissions and supporting people to have safe and successful discharges
from hospital. Their work includes:


Keeping people safe and well in their own homes.

The responder services takes a preventative, anticipatory, and coordinated care and support approach to achieving people’s outcomes, e.g.
completing multifactorial screening tool assessments and providing falls
prevention work to people highlighted as being at high risk of falling.
 Increasing availability of telecare:
The responder services in some areas are the first-named responder
contributing to the scaling up of the Telecare services across Argyll and
Bute. Telecare is often used as an alternative to homecare support; this
reduces the overall homecare cost.
 Reducing calls to emergency services and hospital admissions:
The responder services are the first port of call during the day. In their
first year, the services have responded many times (exact figures are
available for different areas) to telecare alarm calls, thus reducing calls
and costs to emergency services and unplanned admissions to hospital.
 Reducing delayed discharge timescales:
The responder services have supported people to leave hospital, for some
of these people their discharge from hospital would have otherwise been
delayed so people were enabled to return their own homes sooner.
 Reducing Statutory Service Costs:

The services have made many visits during their first year, impacting on
the lives of a number of people, for example in Cowal and Bute during the
period 1 March to 25 May 2017, the Community Day Responder service
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made 1,190 visits to people; 55 people were supported to leave hospital
and return home as a direct result of this service; without the Community
Day Responder service these people’s discharge from hospital would have
been delayed. This has helped to reduce the strain on emergency, social
care and health services.
Management and Prevention of Falls.
All the localities agreed to fund an Argyll and Bute Care Home Quality
Improvement Project focusing on Care Homes Falls Prevention, a lot of
work has been carried out with care home staff to reduce falls and
improve the quality of life for their residents. The work to embed Care
Inspectorate falls prevention resource was time limited to 1 year and
significant sustainable improvements are demonstrated. This has resulted
in the HSCP providing main stream funding to ensure this key
preventative work continues.
Dr Christine McArthur, NHSH Co-ordinator Prevention and Management of
Falls presented the work nationally with Sheila Morris Quality
Improvement at the British Geriatric Society Spring Meeting. The
following is a link to a blog
https://livingwellincommunities.com/2016/12/20/how-care-homes-inargyll-and-bute-are-working-to-reduce-falls/
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3.5 National Health and Wellbeing Outcome 5
Health and social care service contribute to reducing
health inequalities
What people can expect
 My local community gets the support and
information it needs to be a safe and healthy place
to be
 Support and services are available to me
 My individual circumstances are taken into account
FQ4
15/16

FQ4
16/17

Target

11,768

11,767

12,037

392

392

441

93.4%

92.60%

90.0%

No of treatment time guarantee completed waits
greater than 12 weeks

0

0

0

No of treatment time guarantee ongoing waits
greater than 12 weeks

1

0

0

Outcome 5 Indicators
Rate of emergency admissions per 100,000
population for adults **
Rate of premature mortality per 100,000
population **
% of waits less than or equal to 3 weeks between
Substance Misuse referral & 1st treatment

RAG

Performance Assessment.
Health and social care service contribute to reducing health
inequalities
Health inequalities are the unfair and avoidable differences in people’s
health across social groups and between different population groups. They
represent thousands of unnecessary premature deaths every year in
Scotland. For example, for men in the most deprived areas, they mean
nearly 24 fewer years spent in ‘good health’ than men in the least
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deprived areas. Health inequalities are caused in part by variations in
income, power and wealth across the population.
Health inequalities arise for a number of reasons, in Argyll & Bute not
least because of our increasingly ageing population and the geographical
challenges we face. This means that some people have to make lengthy
journeys for specialist treatment in the Glasgow hospitals. Keeping people
safe and cared-for at home is another challenge that sometimes
highlights inequalities.
People in Argyll & Bute have told the HSCP that they want as much
treatment as possible close to home; they don’t want long waits for
treatment; they want to see more money spent on front-line services;
they want to live as independently as they can in their own homes, for as
long as possible.
One of the key equity challenges is maintaining safe and high quality local
services, yet at the same time ensuring easy access to specialist services
in Glasgow. We are performing well against these indicators but they are
not the only aspect of inequality which affects people accessing services.
Practice Examples.
During our first year we have focused on the need to shift the balance of
care from hospital to community services which is our direct service
response to support the reduction of health inequalities. Our primary
focus has been the identification of transformational change and service
re-design, which is required to ensure we have a health and social care
service equipped to meet the many challenges of an increasing older
population.
To help our older people, our work has centred on preventing
unnecessary admission to hospital, a re-ablement approach and timely
discharge, with appropriate community and care support in place to
ensure people are supported to live longer, healthier and independent
lives in their own home.
This preventative approach can improve population health by:


preventing health problems developing in the ﬁrst place (primary
prevention)
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stopping health problems from getting worse (secondary
prevention)
reducing the impact of disease on people’s health and wellbeing
(tertiary prevention).

Prevention can help to reduce health inequalities. For this to happen,
prevention needs to as effective in groups of the population with the
worst health as it is in groups who enjoy the best health. Prevention
can help reduce public spending pressures by:




reducing the length of time people spend in ill health rather than
just increasing life expectancy
reducing demands for public services
freeing up resources for other uses.

We have started to work on this but we have a significant way to go in
our ambition to make this the norm.
We have achieved a number of notable service developments across adult
services in Argyll & Bute which includes the following:








The development of a new kidney dialysis service in Campbeltown
with the support of the local community
Improved facilities for inpatient mental health services by planning
the move of the acute wards to a newly developed facility within the
Mid Argyll Hospital in Lochgilphead
Development of community care responder services across Argyll
and Bute to maintain people at home
Investment of money and recruitment of more staff to maintain our
24/7 casualty (A&E) Departments including GPs.
In 2016/17 almost all children involved in the child protection
system had an independent advocate to represent their views
Continuous improvement: regular audits and feedback from families
show that there is consistent improvement in our assessment of
children’s needs.

We are working with GPs to provide more sustainable services by merging
practices, helping ensure the continuation of local services on Islay, in Mid
Argyll

and

Kintyre.

Recruiting

more

pharmacists

and

pharmacy

technicians to support clinicians and help people manage their medicines,

Page 40

Working together with you

thus minimise any side effects and improve their outcomes as well as gain
best value from medicines.

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

What people can expect




I feel I get the support I need to keep on with my caring role
for as long as I want to do that
I am happy with the quality of my life and the life of the
person I care for
I can look after my own health and wellbeing

Outcome 6 Indicators
% of carers who feel supported to continue in their
caring role *

FQ4
15/16

FQ4
16/17

Target

41.0%

41.0%

41.0%

RAG

Performance Assessment.
People who provide unpaid care are supported to look after their
own health and wellbeing, including to reduce any negative
impact of their caring role on their own health and wellbeing
Unpaid or family carers can be any age; they might be children,
teenagers, working adults or older people. They might be caring for a
family member – child, sibling, spouse or parent; or they might be caring
for a friend or neighbour. An unpaid or family carer might live with the
person they care for, or not. Regardless of their circumstances they will
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be trying to juggle their caring role with their own life, work,
responsibilities, health and wellbeing.
The 2012 census showed 8,342 people in Argyll & Bute identifying
themselves as unpaid carers, it is likely that there are many more, who
simply don’t equate the care they give with ‘being a carer’. In 2010 the
Princess Royal Trust for Carers published ‘Mapping of Services for Young
Carers in Scotland’ which estimated 1,117 young carers (under the age of
18) in Argyll & Bute.
At present we have only one indicator against Health & Wellbeing
outcome 6 and whilst we meet the target it is clear more needs to be
done. We await further guidance from the Scottish Government in
response to The Carers’ Act 2015. We are working with our carers’
network and carers’ representatives on the IJB to develop additional
performance measures which reflect carers experiences and how the
HSCP support them. Annual Carers data collection guidance has only
recently been released, any outcome measures set within this would be
presented to the IJB for proposed addition to Outcome 6 during the
current reporting year.
The HSCP has as one of its 6 areas of focus, improve the support of
unpaid carers to maintain their own health and wellbeing, whilst
continuing in their caring role.
Practice Example.
North Argyll Carers Centre - Time for Me, Carers Group,
Tobermory, Mull
‘We need a support network’ - The group has been running for a year
and arose from an identified need highlighted by carers on Mull and Iona.
A response has been developed through the HSCP working in a close
partnership with North Argyll Carers’ Centre. At present approximately 6
carers attend each group session; their caring responsibilities make it
difficult to attend regularly.
This group provides carers with the opportunity to engage in social
activities focusing on their own health and wellbeing. The group supports
by reducing isolation, creating short realistic respite opportunities and
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enabling carers to focus on their own health and wellbeing and creates
opportunities for peer support and friendship.
Meeting monthly at a local hotel, the group is supported by our Training
and Activities Co-ordinator, who provides the opportunity for carers to
come together and brings a balance of practical support topics such as
emergency planning; leisure and interest areas such as reminiscence and
personal wellbeing topics such as stress management. All carers are
involved with the development of the group and share ideas for group
activities.
There is now a similar group starting in Bunessan, Mull, and through
Integrated Care Fund (ICF) funding for 2017, a newly created post of Mull
and Iona Carer Support Worker will further enhance support available to
carers across Mull and Iona.
‘Extremely beneficial,
relaxing me time. Have
made good friends who
are in similar situations
to me so, most
importantly, they
understand how I feel.’

Sharing memories, using old and new technology.
The ‘Time for Me’ Group evaluated their feelings as unpaid/family carers:
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This is how they felt before the group started -

And when they had attended the group for a short time -

Page 44

Working together with you

They are sending a
unpaid/family carers.

loud

and

clear

message

about

support

for

All of the Argyll & Bute Locality Planning Groups have, in their locality
action plans, a section which specifically focuses on unpaid/family carers.
Actions include a variety of improvements for carers beginning with
recognition and high quality carer assessment; health promotion advice;
supporting carers through innovative respite provision; development of
services for Young Carers and awareness-raising through ‘Think Carer’
events.
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3.7 National Health and Wellbeing Outcome 7
People using health and social care services are
safe from harm
What people can expect




I feel safe and am protected from abuse and harm
Support and services I use protect me from harm
My choices are respected in making decisions about keeping
me safe from harm
FQ4
15/16

FQ4
16/17

Target

84.0%

84.0%

84.0%

104,896

103,902

119,649

11,768

11,767

12,037

% of Adult Care service users reporting they feel
safe at assessment

71%

80%

70%

% of Children on Child Protection Register with no
change of Social Worker

93%

76%

80%

% of Children on Child Protection Register with a
current Risk Assessment

100%

100%

100%

% of Children on Child Protection Register with a
completed Child’s Plan***

100%

100%

100%

% of health & care resource spend on hospital
stays, where patient admitted as an emergency **

22.0%

22.0%

23.0%

% of Social Work Care Services graded ‘good’ '4' or
better in Care Inspectorate inspections

86%

86%

83%

% of Child Protection Investigations with Initial
Referral Tripartite Discussion within 24 hours

97%

100%

95%

Outcome 7 Indicators
% of adults supported at home who agree they felt
safe *
Emergency Admissions bed day rate **
Rate of emergency admissions per 100,000
population for adults **

RAG
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FQ4
15/16

FQ4
16/17

Target

Readmission to hospital within 28 days per 1,000
admissions **

71

76

95

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

22

25

21

Outcome 7 Indicators

RAG

*** Data source: Head of Service, Children & Families
Performance Assessment.
People using health and social care services are safe from harm
Health and Social Care services should increase the safety of people who
receive services. This is monitored through a variety of mechanisms: self
-reporting at every assessment and review; Child and Adult Protection
Committees; internal and external inspection of services and softer
measures which could be indicators of poor levels of safety (but may not
be), such as repeated falls or emergency re-admissions to hospital;
healthcare associated infection rates or operating mortality rates.
The safety of people who use HSCP services is paramount. Staff are
trained to identify the early signs of harm, intentional or accidental and
quality improvement processes are in place to ensure safety in service
delivery, both in hospitals and in the community.
A Clinical and Care Governance Committee has been established by the
IJB to ensure the delivery of safe and effective person-centred care and
the continuous monitoring of professional standards of care and practice.
The Committee provides assurance to the IJB that systems, processes
and procedures are in place to deliver effective clinical and care
governance. This is achieved via a Clinical, Care and Professional
Governance Framework encompassing:






Quality and Effectiveness of Care;
Safety;
Experience;
Professional Regulation and Work Force Development;
Equality and Social Justice and Information Governance.
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Practice Examples.

Scottish Patient Safety Programme.
There are a number of work streams and quality approaches which are
designed to help us deliver safe, quality and effective care. The Scottish
Patient Safety Programme within general hospitals, mental health
inpatients and maternity services has allowed us to use a platform for
improvement which is evidence based and is proven to deliver safe
services.
We are currently committed to a roll-out of the SPSP programme from the
rural general hospital to all our 6 community hospitals. Whilst we
recognise that many elements of the SPSP are already being used within
the community hospitals: daily huddles, use of safety briefs, Peripheral
Vascular Catheter (PVC) bundles, Falls and Skin care bundles, we are
seeking to support these ongoing improvements by establishing a more
formal approach to roll-out and to create an Argyll & Bute community
hospitals network of support.
A care bundle consists of a relatively small number of interventions for
every patient to whom the bundle is applied. The bundle methodology is
designed to facilitate consistency in practice. The theory behind the
implementation of a ‘bundle’ approach is that the whole is likely to be
more effective than the sum of the parts. (Nursing Times Nov 2014)

Scottish Care Local Integration Leads (LILs) helped lead a joint application
to the Scottish Patient Safety Programme and through presentations and
interviews. We were one of only 5 Partnerships in Scotland to be awarded
a place on the project looking at reducing pressure ulcers in care homes,
with the aim of reducing the incidence. Initial scoping identified that most
pressure ulcers don't originate in care homes but are as a result of a
hospital admission in the majority of cases. A smaller number are
identified as happening at home prior to admission. The homes taking
part have attended learning events and are sharing good practice. There
will be an evaluation and outcomes at the end of the project and the
learning will be shared widely at the Care Home Network which includes
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the care home managers, specialist NHS and SW staff and managers and
is led by the LILs and Associate Lead Nurse.
Falls
A Falls Quality Improvement Facilitator was employed within Argyll &Bute
as part of an NHS Highland wide initiative. Initially for a year, the post
has been extended for a further year.
Two pilot sites were identified - Ward B in the Rural General Hospital and
one in Campbeltown Community Hospital. A further site, Knapdale Ward,
Mid Argyll Hospital was added in response to a rising number of incidents
within that ward.
Improvements noted within pilot sites include increased awareness and
assessment of risk of falls. Due to the small numbers involved it has
proved difficult to evidence absolute improvement but an improving trend
has been witnessed.
Senior Charge Nurses are crucial to the success and sustainability of
improvement and the falls facilitator has worked closely with the SCN in
the pilot sites. Roll out to all hospitals across the HSCP is planned for
2017/18.
Recognising that the independent sector is the biggest provider of social
care in Scotland, Argyll & Bute HSCP funded Local Integration Leads,
posts hosted by Scottish Care to play a lead role in service improvement.
Amongst the numerous projects the LILs are supporting is the bringing
together of care homes to work within the national programme to manage
and prevent falls. Through the work done with Dr Christine McArthur,
every care home in Argyll and Bute has now signed up to be part of this
improvement programme, a first in Scotland.
Mental Health
Within Mental Health, implementation of SPSP is ongoing in the in- patient
service. Areas of work include the triangle of care project; carers’ letter;
confidentiality leaflet; work with carers centre, ACUMEN, SRN and carers
trust. This work was presented at National and Regional SPSP conference.
There has been a roll out of the safety brief format to Community Mental
Health Teams.
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In October 2016 a successful improvement, 2 day Kaizen event was held
in Cowal Community Hospital looking at mental health crisis presentations
at the Emergency Department. Attended by health, social work and police
colleagues, this event explored options for improving the pathway for
patients in crisis and resulted in a significant number of joint actions to
attain such improvements.
Further work with Police Scotland colleagues, and building on evidence of
similar projects across the country, has seen the development of
Community Triage. A Rapid Process Improvement Workshop (RPIW)
identified new triage processes aiming to reduce average waiting time for
patients to get their first appointment with the Mental Health Team from
34 to 12 weeks; and to reduce the time from receipt of referral to
discharge from 54 weeks by half to 27 weeks. Patients continue to be
assessed using Community Triage and given their appointment, with
reduced delays and uncertainty.
The pilot aimed to demonstrate that Community Triage leads to more
timely interventions by Mental Health Professionals when required,
avoiding unnecessary detention either in a police station or hospital. It
was anticipated that this would provide a better service for individuals as
well as achieving efficiencies and improvements for Police, Health and
other services. A pilot is planned within the Mid Argyll area later this year.

Page 50

Working together with you

3.8 National Health and Wellbeing 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
What people can expect
 feel that the outcomes that matter to me are taken
account of in my work
 I feel that I get the support and resources I need to
do my job well
 I feel my views are taken into account in decisions
FQ4
15/16

FQ4
16/17

3.9
Days

4.1
Days

4.0
Days

5.30%

4.79%

4.00%

% of NHS staff with a completed & recorded
electronic - Knowledge Skills Framework/Personal
Development Plan review ***

30.96%

29.86%

80.00%

Health & Social Care Partnership % of Performance
Review & Development Plans completed

-

59%

90%

Outcome 8 Indicators
Social Work staff attendance lost

% of NHS sickness absence

Target

RAG

*** Source: IJB Staff Governance Report March 2017
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Performance Assessment.
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
The HSCP does not employ staff, this remains the statutory responsibility
of Argyll and Bute Council and NHS Highland respectively.
Staff remain our greatest asset and resource, key to providing empathic
and person centred care to our patients, service users and clients. The
HSCP performance against these 4 indicators is disappointing, being
below our target levels. Benchmarked to the rest of Scotland we are
performing at a similar level, but the indicators show clearly we must do
more to support our staff. This is particularly important as we have gone
through significant organisational change forming the partnership and are
facing more change as we transform our services.
To address this in the coming and future years the HSCP has put in place
a range of actions to support our staff, which has been presented to the
IJB in the form of a Staff Governance Report. This details these and other
key areas of workforce performance including sickness absence, turn over
and recruitment, Personal Development Plan Reviews (or KSFs) and
provides information on performance issues including work on integrating
HR processes, workforce planning and organisational development.
Work has also started on developing a Values & Behaviour Framework for
the HSCP. The aim is to improve staff engagement and create a
supportive

culture

which

enables

managers

to

discuss

our

value

expectations during staff appraisals. Managers and staff will discuss how
we address and respect all staff in the wider partnership workforce as well
as within our recruitment processes.
The HSCP has developed a proactive Partnership Forum and a Staff
Liaison Group both of which enable consultation and dialogue between
managers, human resource advisors and Trade Union representatives on
key organisational issues such as the Quality & Finance Plan and projects,
especially those likely to involve redesign, organisational change and
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impact on our employed workforce. This is to ensure consistent and
agreed application of employers’ policies and ensuring fair and due
process.
Practice Examples.
Employee Survey & iMatter
iMatter, the new NHS staff experience survey, is being rolled out during
June 2017 it will cover all staff in the HSCP (both health and council
employees).
iMatter is a continuous improvement tool designed with staff in NHS
Scotland to help individuals, teams and Boards understand and improve
staff experience. This is a term used to describe the extent to which
employees feel motivated, supported and cared for at work. It is reflected
in levels of engagement, motivation and productivity. Understanding staff
experience at work is the first step to putting in place measures that will
help to maintain and improve it. It will benefit employees, and the
patients, their families and other service users that they support.
The iMatter tool is a short survey completed annually by individuals
confidentially which results in a Team Report which is then discussed to
develop a Team Action Plan. It is the action plan element that is the key
to identifying and managing change and improvement in the workplace.
Workforce Planning
Support is being provided from the national iHub improvement team
(http://ihub.scot/) who have provided the HSCP with consultancy support
from Red Hen.
The tool helps the locality see visually how changes in various dynamics
including turnover, recruitment and skills development will provide a
model of the type of workforce required to meet the service needs of our
transformed health and care service, in each locality. The initial pilot of
this tool has been completed in Oban. Discussions are planned with iHub
in 2017 to request additional support to roll the tool out to other
localities.
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Integrated HR Processes
Work has been ongoing to try to develop integrated HR processes to
support managers recruiting and managing a joint workforce. The Staff
Liaison Group is up and running with a draft terms of reference alongside
the newly formed HSCP Organisational Change Group which will monitor
and ensure appropriate use of Council and NHS Redesign and
Organisational Change Policies.
There is agreement to recruit to a new full-time post of Head of Human
Resources for the HSCP and a support post of Workforce & Organisational
Development and Staff Engagement Manager. These posts will be hosted
in the NHS and have responsibilities across the HSCP.
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3.9 National Health and Wellbeing Outcome 9
Resources are used effectively and efficiently in the
provision of health and social care services

What People Can Expect?
 I feel resources are used appropriately
 Services and support are available to me when I
need them
 The right care for me is delivered at the right time

FQ4
15/16

FQ4
16/17

81%

81%

75%

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

89.5%

90%

87.5%

% Criminal Justice Social Work Reports submitted to
Court on time

100%

99%

92%

% Community Payback Order cases seen without
delay (within 5 days)

82.1%

86.0%

65.0%

Average hrs per week taken to complete Community
Payback Order, Unpaid Work/Community Service
Orders

6.3
Hours

4.7
Hours

6.0
Hours

% of reports submitted to Scottish Children’s
Reporter Administration on time

90%

64%

75%

% of Scottish Morbidity Record 01 returns received
within timescales

89.7%

92.7%

95%

% of new outpatient appointments ‘Did Not Attend’
rates

10.5%

10.4%

6.9%

Outcome 9 Indicators
% of adults supported at home who agree that their
health and care services seemed to be well coordinated *

Target

RAG
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No of days people spend in hospital when ready to be
discharged, per 1,000 population

673
days

673
Days

915
days

% of health & care resource spend on hospital stays,
patient admitted in an emergency **

22.0%

22.0%

23.0%

Readmission to hospital within 28 days per 1,000
admissions **

71

76

95

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

22

25

21

Performance Assessment.
Resources are used effectively and efficiently in the provision of
health and social care services
The HSCP strives to use all resources effectively and efficiently, whether
these are human resources (staff skills and capacity), the systems and
processes we use and the physical resources, the buildings, equipment
and IT infrastructure we have.
A number of the indicators show performance below our efficiency or
productivity targets and we are wasting resources (people’s time and
money). The % of new outpatient appointments ‘Did Not Attend’ rates has
remained stubbornly high and this means people who need an
appointment have to wait longer. We are addressing this by using text
reminders where possible, media campaigns and in future social media.
We are also developing and embedding our quality and continuous
improvement methodology we constantly examine working practices for
ways to target wasteful practices and systems; reduce harm to our
patients and reduce variation in the standard and quality of service we
provide. Together these improvements mean smoother, quicker, more
accessible higher quality and more efficient service delivery to people.
The indicators above show our progress in these areas and how they can
improve the outcomes for people who use our health and care services.
Looking to the future, we know that we will potentially have greater
demands from an ageing population and less money to deliver services,
so it is essential that we continue to improve performance in this area so
we can achieve more with less resources and reduce the burden of work
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on our hard working and committed staff in the Argyll & Bute Health and
Social Care Partnership.
Practice Examples.
Process Mapping
Process Mapping allows us to understand the current situation within a
specified process; to identify duplication, unnecessary steps, causes of
bottlenecks and other waste so that ideas can be generated and actions
can be taken to improve quality and flow of the processes that deliver
care to our patients, clients and service users.
A Process Mapping event for the Cardiology Service in Lorn and Islands
Hospital, Oban enabled staff and managers to identify a means of
communication between the diagnostic process and the appointment
process so that Consultant outpatient appointments are not wasted as a
result of being scheduled before diagnostic tests have taken place.
A similar event on Administration of Medicines in Community Settings
prompted a review of the ‘Role of Care at Home Staff in the Management
of Medicines’ policy to ensure it is properly implemented and supported,
thus aiming to reduce errors and improve the service to patients.
Rapid Process Improvement Workshops (RPIWs)
RPIWs were held with the Physiotherapy Musculoskeletal (MSK)
Outpatient Service and for the Admission to Discharge Process of Medical
Non-elective Patients in Lorn and Islands Hospital during 2015/2016. As
a result, benefits achieved during 2016/2017 in the MSK Outpatient
Service included the average time from point of referral to point of
discharge reducing from 25 weeks to 14 weeks. Similarly, in March 2017
at the 365 day Report Out of the Admission to Discharge Process RPIW, a
reduction in average length of stay from 8 days to 5.3 days was
reported. The Admission to Discharge RPIW achieved a number of
positive changes during 2016/2017 including a reduction in readmission
rates, improved patient information leaflets and communications, an
improved standardised process for Case Conferences and improved use of
discharge planning procedures and documentation.
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This work resulted in a series of seven smaller Kaizen events that are
taking place in other Argyll and Bute Hospitals during 2017, allowing
multi-disciplinary teams to review their current working processes and to
make changes based on the learning from the Oban Event to improve the
experience of inpatients and staff.

4. Children & Families Services.
Our children and young people have the best start
in life, are successful learners, confident
individuals, effective contributors and responsible
citizens. The life chances for children and young
people and families at risk are improved
Maternity Services.
A survey of maternity service users was carried out in 2016 and an action
plan for improving continuity of care, in line with Best Start 2017,
Maternity and Neonatal Framework has been developed.
The
development of planned ultrasound scanning services by local midwifes
has been as a direct result of earlier work done on gathering service user
feedback and in the 2016 survey this service remained as a high priority
for the women of Argyll & Bute.
The Family Pathway is a continuation of the quality improvement work
initiated in Kintyre. Key interventions have been rolled out using
improvement methodology, the pathway work has ensured that care
centres around the family, utilising the wellbeing indicator tool. The tool
facilitates an outcome focused approach and a common language with
key handover points between services. This helps ensure that care is
focused round the family and child rather than being divided across
specialisms.
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The most significant impact from this work has been on access to financial
advice and smoking interventions supporting the health and wellbeing of
parents and their babies.
Corporate Parenting
In line with the Children and Young People’s (Scotland) Act 2014, we
continue to promote the wellbeing of looked after children and care
leavers. The Corporate Parenting Board and Argyll & Bute Council’s
challenges in supporting looked after children are: Improving “Looked
After Children” (LAC) attainment and supporting those aged between 16
and 25 years within the new Act, given the financial constraints.
Redesign will be required to meet increasing demand within a reduced
financial envelope.
Child Protection
All services work together to ensure our children are safe, however we
know that the world is changing, new technical knowledge and social
media have changed how children and young people engage with the
wider world. In 2016/17 the Child Protection Committee will focus on
children at risk of sexual exploitation and internet safety in addition to the
core business of identifying, assessing and planning. There needs to be a
focus on self-evaluation to ensure the improvement journey we have
undertaken maintains momentum.
Children and Families: Achievements during 2016.
Working in partnership with housing, education and the third sector to
improve outcomes for looked after children we have evidenced the
following improvements:





Educational attainment of looked after children has improved
More looked after children have secured positive destinations either
in Activity Agreements or moving into further education.
The council has built a new children’s house in Dunoon.
More looked after children than ever before have secured a ‘forever
family’ through adoption, permanent fostering or living with extended
family
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In 2016/17 almost all children in involved in the child protection
system had independent advocate to represent their views
Continuous improvement, regular audits and feedback from families
show that there is consistent improvement in our assessment of
children’s needs.
Midwifery service asked women to respond to questionnaires
specifically looking at what they wanted from the service. This will
be used to benchmark performance and drove improvement across
2016/17 and into 2017/18

Children and Families – What next?
Team around the Child


While GIRFEC is embedded in Argyll & Bute there is more we can do to
provide seamless support to families particularly around planning.



Children and Families will co-locate all its children services where
possible to support joint working and focus on outcomes for children.

Continuous Improvement


Continuous improvement – increase the pace of improvement journey
by working together to consider how we redesign services, for
example reducing waiting lists for children’s health services by
focussing on prevention. Adopting LEAN methodology to speed up
process and systems and improve access to services and change
across the system.

Involve and Engage Young People and Families


There has been engagement with communities, however moving
forward we will need to do more to engage with children, young
people and families so that they can actively help to shape their
service now and in the future.
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Young people learned about inequalities, and the partnership work
challenging disadvantage, and gave their time in summer 2016
volunteering for the Foodbank.
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5. Criminal Justice Social Work.
Community safety, public protection, reduction of
re-offending and social inclusion support desistance
from offending
Outcomes focus on reducing reoffending, promoting social inclusion and
engaging communities.
We said that we would play our part in reducing re-offending and
contributing to safer and stronger communities by promoting and
delivering effective interventions with offenders.
We said we would do this by promoting social inclusion and the values of
respect and anti-discrimination whilst challenging behaviours and
attitudes which undermine community safety. We said we would work
with other partners towards achieving this.
We said we would engage with and consult our communities and partners
to improve and strengthen services. One of the ways we do this is by
supporting offenders to complete unpaid work in their local communities
as part of their Community Payback Order.
The Criminal Justice Service has regular dialogue with communities
around the nature and delivery of unpaid work. This includes meetings
with local voluntary agencies and charities and updates on work being
done. We also consult on an annual basis with statutory partner agencies
such as the Police and Community Councils.
Feedback is used to
prioritise projects that offer the most benefit to people in the local
community. The service works to make the local community more
accessible, a safer place to be and a better environment for all. We do
this by working alongside the local community to improve the area that
the offenders live in.
Projects included assisting the MS Society in Lochgilphead by shampooing
their carpets and chairs, cleaning up around their building, repairing
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broken slabs and benches - sanding and repainting them - which allows
their visitors to be able to sit in and around their garden.
North Argyll Carers is a charity which helps vulnerable adults and children
and people with a disability. Criminal Justice agreed to paint inside their
building, as our decorating helped make the place more homely and
comfortable for them to use.
Criminal Justice is continuing to work alongside the Lomond and
Trossachs National Park upgrading paths and tidying picnic areas.
Work continues in Ardentinny Garden, where clients develop skills to grow
their own fruit and vegetables. They can take the produce home to their
families, thus promoting healthy eating. This has been a good example of
effective partnership work.

The Criminal Justice Social Work Service is also currently working on a
piece of land in Bute that will make it more comfortable for people to
come and have a seat and meet other people in their community.
Re-offending.
Criminal Justice continues to work together with partners to reduce reoffending. This has included working within a long standing Partnership
with Criminal Justice Services in East and West Dunbartonshire.
Reducing re-offending remains a priority for us and will be a key feature
of the new Strategy Map for 2017/20. Criminal Justice will continue to
improve local practice and plan services to achieve the aims of the
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National Single Outcome Agreement and the new Community Justice
Strategy.
Complexity of patterns of re-offending and multiple influencing factors
makes this a very difficult area to predict and influence. We will continue
to prioritise improving services in areas known to have an impact, for
example addiction, employment and housing.
Reconviction rates in Argyll & Bute continue to be below, but reflective of,
national levels which, whilst showing an overall downward trend, have
increased in the last two years.
This “is likely to be due to the Summary Justice Reforms (to create a
system which is: fair, effective, efficient, quick) which meant that cases
were processed faster through the courts”.
The latest figures show a downward trend.

% Reconviction rate after 1 year
35
Argyll & Bute

33
31

Scotland

29
Linear (Argyll &
Bute)

27
25
23
21
19
2006/07 2007/08 2008/09 2009/10 2010/11 2011/12 2012/13 2013/14 2014/15

Reconviction Rates in Scotland: 2014-15 Offender Cohort, Scottish Government.
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Average number of reconvictions per
offender
0.65

Argyll & Bute

0.6
Scotland
0.55
Linear (Argyll &
Bute)
0.5

0.45

0.4

0.35

0.3

The average number of reconvictions per offender, however, has
continued to decline which correlates to declining figures for recorded
crime and incidences of crime. This is a reduction of 28% in Argyll and
Bute compared to 18% nationally.
Criminal Justice Social Work delivers effective and efficient services by
ensuring good governance of resources and supportive leadership. The
service undertakes regular health and safety audits to make sure work
locations are fit for purpose and equipment is safe to use. The Joint
Training Group supports staff training and development by facilitating
events throughout the year. Criminal Justice recently ran a series of
courses on internet offending and the extension of Multi Agency Public
Protection Arrangements (MAPPA) to violent offenders, to keep staff up to
date on national research and an ever changing landscape.
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What next?
The formal Partnership with East and West Dunbartonshire comes to an
end on 31st March 2017 after 15 years. Argyll & Bute will, however,
continue to be involved in joint working with our close partners; this will
be further developed through Community Justice. Argyll & Bute has
developed a performance framework to ensure good governance and
accountability for criminal justice service from 2017-2020.
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6. HSCP Governance and decision making

The integration Joint Board (IJB) is responsible for governance and
decision making for all services integrated with the Health and Social Care
Partnership. Membership is determined by Scottish Government guidance,
additional local members may be co-opted, or officers of the HSCP may
be required to attend.
The membership of the IJB comprises elected members from Argyll and
Bute Council, NHS Highland Board members and a number of other
members representing stakeholder groups including the Third Sector,
Independent Sector, specific professionals, patients/service users, Trade
Unions, staff and carers.
IJB Membership as at 31st March 2017:
Members Nominated by
the Parties
Argyll
& Bute Council
Councillor Kieron Green ( Chair)

Deputies

kieron.green@argyll-bute.gov.uk
Councillor Ann Horn
anne.horn@argyll-bute.gov.uk
Councillor Elaine Robertson
elaine.robertson@argyllbute.gov.uk
Councillor Mary Jean Devon
mary-jean.devon@argyllbute.gov.uk
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NHS Highland Board

Robin Creelman ( Vice Chair)
robin.creelman@nhs.net
Elaine Wilkinson
eiwilk@btinternet.com
David Alston
david.alston@nhs.net

Professional Advisors
(non-voting)
The Chief Officer of the
IJB

Anne Gent

Heidi May

anne.gent@nhs.net

heidi.may@nhs.net

Christina West
christina.west@nhs.net

The
Chief Social
Louise Long
Work Officer of the
louise.long@argyll-bute.gov.uk
Constituent Local Authority Anne
Gent

N/A
Heidi May
Allen Stevenson
heidi.may@nhs.net
allen.stevenson@argyllbute.gov.uk

anne.gent@nhs.net
The
Chief
Financial Caroline Whyte
N/A
(Section 95 Officer) of the
caroline.whyte@argyll-bute.gov.uk
IJB
Lead Nurse

Elizabeth Higgins

N/A

elizabeth.higgins@nhs.net
Clinical Director for Argyll
& Bute

Dr. Michael Hall

Registered General
Practitioner

Dr. Kate Pickering – April-Sept 16

(each for a period of 6
months)

N/A

m.hall2@nhs.net
N/A

kate.pickering2@nhs.net
Dr. Richard Wilson – October 16Mar17

richard.wilson6@nhs.net
Medical Practitioner who is Dr. Peter Thorpe
not a GP
anthony.thorpe@nhs.net
Public Health Specialist
Elaine Garman

Dr Paul Sheard
paul.sheard@nhs.net
N/A

elaine.garman@nhs.net
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Lead Allied Health
Professional
Lead Pharmacist

Linda Currie

N/A

lindacurrie@nhs.net
Fiona Thomson

N/A

fiona.thomson5@nhs.net
Stakeholder Members
A staff representative
(non-voting)
(Council)

Kevin McIntosh

N/A

kevin.mcintosh@argyll-bute.gov.uk
Dawn Macdonald
dawn.macdonald5@nhs.net

Independent sector
A staff representative
representative
(NHS)

Denis Mcglennon

N/A

A third sector
representative

Glenn Heritage

Katrina Sayer

glenn@argylltsi.org.uk

katrina@argylltsi.org.uk

Service User
Representative - Public x
2

Elizabeth Rhodick

N/A

denis@carersdirect.com

e.rhodick@btinternet.com
Dawn MacDonald
dawn.macdonald@nhs.net
Maggie McCowan
maggiemccowan@gmail.com

Service User
Representative - Carer x
2

Heather Grier

N/A

haglochfyne@aol.com

Catriona Spink

Additional Members
(non-voting) - locally
determined
Head of Strategic
Planning & Performance
Head of Adult Services
(West)

Stephen Whiston

N/A

stephen.whiston@nhs.net
catriona.spink@me.com
Lorraine Paterson

N/A

lorraine.paterson@nhs.net
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Head of Adult Services
(East)

Allen Stevenson

N/A

allen.stevenson@argyllbute.gov.uk

The IJB meets bi-monthly to discuss a pre-set agenda. Key messages and
agreed minutes of the meetings are published. You can read the minutes
and agendas of previous meetings at https://www.argyllbute.gov.uk/health-and-social-care-partnership , and find out details of
upcoming meetings.
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7. HSCP Financial Performance & Best Value
Financial management and performance is regularly reported to the IJB
during the financial year, for the financial performance during the year
and also the budget outlook for future years.
This includes the
monitoring and development of the Quality and Finance Plan which
outlines the service changes required to deliver financial balance and the
Strategic Plan objectives.
NHS Highland and Argyll and Bute Council delegate funding to the
Integration Joint Board. The IJB then determines how to deploy these
resources to achieve the objectives and outcomes in the Strategic Plan.
The IJB then directs the Health Board and Council to deliver services in
line with these plans.
Financial Performance 2016-17:
The Integration Joint Board approved a balanced budget for 2016-17 on
22 June 2016 and a Quality and Finance Plan was approved outlining the
service changes required to deliver the £8.5m of savings necessary to
deliver financial balance.
There were significant financial challenges during the year due to
increasing demand for social care services, the cost of medical locums
and the scale and pace of service change required to deliver the financial
savings. Throughout the financial year there was a projected overspend
position and as a consequence a financial recovery plan was put into place
which included restrictions on non-essential spend to ensure services
could be delivered from within the delegated budget during 2016-17.
The Quality and Finance Plan for 2016-17 included service changes
required to deliver £8.5m of savings in-year, at the year-end £4.8m of
these savings were delivered on a recurring basis, with a shortfall of
£3.7m. The majority of the savings not delivered were highlighted as
being high risk at the start of the year and require to remain on the plan
to be delivered in 2017-18.
The progress with delivering savings
highlights the significant challenge facing the HSCP in delivering further
savings in future years.
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The table below summarises the financial performance for 2016-17:

Service Delegated Budgets:
Adult Care
Alcohol and Drugs Partnership
Chief Officer
Children and Families
Community and Dental Services
Integrated Care Fund
Lead Nurse
Public Health
Strategic Planning and Performance
Centrally Held Budgets

Total Net Expenditure

Actual

Budget

Variance

£000

£000

£000

131,803
1,265
645
18,840
3,978
1,621
1,275
1,139
3,582

127,103
1,294
1,352
19,816
4,108
2,090
1,348
1,268
3,704

(4,700)
29
707
976
130
469
73
129
122

94,989

97,533

2,544

259,137 259,616

479

Reconciliation to Funding:

Argyll and Bute Council
NHS Highland

Total Funding

Actual

Budget

Variance

£000

£000

£000

61,011

60,787

(224)

198,126

198,829

703

259,137 259,616

479

Overall there was a year-end underspend of £0.479m, with an
underspend of £0.703m in Health Services and an overspend of £0.224m
in Social Care Services.
The main areas contributing to the overall position are noted below:




Adult Care - £4.7m overspend. This is mainly due to savings
agreed as part of the Quality and Finance Plan not being delivered
in-year, an overspend in medical locum costs, increased demand
for care home placements and an overspend in Supported Living
services due to increased demand.
Chief Officer - £0.7m underspend. This underspend was in relation
to additional funding set aside for investment in Community Based
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Care and the requirements of Continuing Care, these funds were
not committed in 2016-17 as part of the financial recovery plan.
Children and Families - £1.0m underspend.
This underspend
relates to additional vacancy savings, an underspend in Fostering
and Kinship Services reflecting the level of demand for services, an
underspend as a result of a delay in developing a new multidisciplinary team to support young people leaving care and
underspends in Children’s Hostels and Homes due to delays in
implementing changes to overnight services. The overall
underspend in Children and Families services is non-recurring.
Centrally Held Budgets - £2.5m underspend. This underspend was
mainly due to project funding not being delegated to services
during the year, this included underspends in Technology Enabled
Care, Mental Health Funding, Delayed Discharge Funding and
Primary Care Funding. As part of the financial recovery plan
project funds were to remain uncommitted to assist with achieving
financial balance, recognising that some of the funding has
conditions attached and will require to be re-provided.

In summary financial balance was achieved in 2016-17 by:





The implementation of a financial recovery plan and restrictions on
non-essential spend, these actions may have had a negative impact
on service delivery
Underspends in project funds including income for specific projects
which will require to be reinstated for 2017-18
Non-recurring underspends in services due to reductions in demand,
most notably within Children and Families services

The Scheme of Integration states that the IJB may retain any underspend
to build up its own reserves and therefore £0.479m underspend for 201617 will be automatically credited to IJB reserves. The IJB has approved
the use of £0.451m of these reserves to re-instate project funding in
2017-18.
Locality Spend:
The net expenditure split across the eight locality areas is noted in the
table below:
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Locality

Total
Expenditure
2016-17
£000

Mid Argyll
Kintyre
Islay and Jura
Oban and Lorn
Mull, Iona, Coll, Tiree and Colonsay
Bute
Cowal
Helensburgh and Lomond
Total Locality Expenditure
Non Locality Specific Services
Grand Total

27,084
16,098
7,064
39,020
7,903
12,505
28,947
28,686
167,306
91,830
259,137

The expenditure for localities includes all area specific services which are
geographically located in the localities. It is not possible to allocate all
costs against individual localities as some services are centrally managed
and therefore are Argyll and Bute wide costs and others are provided for
in a way whereby the costs cannot be easily allocated to individual
localities. The Non Locality Specific Services expenditure includes for
example Acute Health services provided by NHS Greater Glasgow and
Clyde, services provided by dentists, chemists and opticians, health
promotion and Public Health services, Adult Protection, Criminal Justice,
Integration Equipment Services and management costs to provide
services across Argyll and Bute.
Budget Outlook 2017-18 to 2018-19:
The IJB has a responsibility to make decisions to direct service delivery in
a way which ensure services can be delivered within the finite financial
resources available.
Taking into account the estimated available funding and the pressures in
relation to costs, demand and inflationary increases the budget gap for
the Partnership for the two years to 2018-19 is summarised below:
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Baseline Budget
Cost and Demand Pressures
Inflation
Total Expenditure
Total Funding
Budget Gap
Impact of 2016-17 Position
In-Year Budget Gap
Cumulative Budget Gap

2017-18
£m
256.1
7.8
2.0
265.9
(258.9)
7.0
3.1
10.1
10.1

2018-19
£m
258.9
4.2
2.6
265.7
(257.3)
8.4
0.0
8.4
18.5

There are significant cost and demand pressures across health and social
care services and these are expected to outstrip any available funding
uplifts and have a significant contribution to the overall budget gap. The
main pressures relate to demographic and volume pressures including
amongst other areas healthcare packages, new medicines funding, growth
in prescribing, growth in adult care services, younger adult supported
living services and continuing care for children. There are also significant
costs of the implementation of the Living Wage, pay inflation costs for
HSCP employees and inflationary increases for commissioned services.
A Quality and Finance Plan for 2017-18 to 2018-19 has been developed
and approved by the IJB, this outlines the service changes required to
deliver on the Strategic Plan outcomes and deliver the savings required to
address the budget gap. A copy of the Quality and Finance Plan can be
found here:
http://www.nhshighland.scot.nhs.uk/OurAreas/ArgyllandBute/abhscp/Documents/IJB/Quality%20a
nd%20Finance%20Plan%20-%20Full%20Document%20-%20FINAL.pdf

There were significant shortfalls in delivering the service changes included
in the Quality and Finance Plan for 2016-17, and this highlights the
significant challenge in delivering savings in future years. However
lessons have been learned from 2016-17 and there is an investment plan
sitting alongside the Quality and Finance Plan for 2017-18 to 2018-19 to
lever the change and a consistent project management approach is being
implemented to ensure there is clear governance and ownership for
service changes and any impact of delays or non-delivery can be reported
at the earliest opportunity.
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The current Quality and Finance Plan includes estimated savings totalling
£11.7m across the two years to 2018-19, an estimated shortfall of £6.8m.
The Plan remains under development and further service changes will
need to be added. The service changes included in the Plan are all in line
with the delivery of the objectives of the Strategic Plan, it has been
particularly difficult to identify service changes that are line with this and
can be delivered in the timescale required as such there will be an
element of non-recurring efficiency savings required during 2017-18 to
deliver financial balance.
The most significant financial risks facing the IJB over the medium term
can be summarised as follows:








The remaining budget gap for the next two years where further
opportunities for savings require to be identified
Evidence base and communications and engagement is insufficient
to convince communities of the case for change in the required
timescale
The increased demand for services alongside reducing resources
The wider public sector financial environment, which continues to be
challenging
The impact of demographic changes
The impact of the Living Wage and other nationally agreed policies
which have financial consequences to deliver

Moving into 2017-18, we are working to proactively to address the
financial challenges, while at the same time, providing high-quality health
and social care services for the communities in Argyll and Bute.
Best Value.
NHS Highland and Argyll & Bute Council delegate funding to the
Integration Joint Board (IJB). The IJB decides how to use these resources
to achieve the objectives of the strategic plan. The IJB then directs the
Partnership to deliver services in line with this plan.
The governance framework is the rules and practices by which the IJB
ensures that decision making is accountable, transparent and carried out
with integrity. The IJB has legal responsibilities and obligations to its
stakeholders, staff and residents of Argyll & Bute.
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The Health and Social Care Partnership ensures proper administration of
its financial affairs by having an appointed Chief Financial Officer (section
95 of the Local Government (Scotland) Act 1973). The Chief Financial
Officer is required to keep proper accounting records and take reasonable
steps to ensure the propriety and regularity of the finances of the
Integration Joint Board.
The Integration Joint Board aligned the service changes outlined in the
Quality and Finance Plan with the objectives of the Strategic Plan to
ensure that resources are directed to deliver the planned performance
levels and desired outcomes.
The Quality and Finance Plan for 2016-17 included service changes
planned to deliver £8.5m of budget reductions, in reality £4.8m of these
savings were delivered on a recurring basis. Many areas of the Quality
and Finance Plan were focussed on reducing the cost of services through
efficiencies, these included:







Prescribing, targeted focus on safe, effective, appropriate cost
effective prescribing as well as reducing waste
Reducing the payment to NHS Greater Glasgow and Clyde through
reducing admission rates and speedy discharge
Aligning community hospital capacity across Argyll & Bute in line
with the shift in the balance of care
Review of estates and rationalisation of buildings, for example the
transfer of in-patient mental health services and staff from Argyll
and Bute Hospital
Effective roll-out of patching model for homecare services, moving
away from a time and task model to one focussed on outcomes

There is a real challenge in disinvesting from expensive institutional based
services. As part of the communications approach for the implementation
of the Quality and Finance Plan the cost of care in acute and institutional
settings compared with care supporting people to remain in their own
homes featured in the messaging to communities to gain support for the
service changes. The IJB are focussed on directing the finite resources
available to achieve Best Value, however there are particular challenges in
achieving this in all areas due to the current arrangements for service
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delivery and the inherent cost of providing services in rural and remote
areas. The investment in community services in 2017-18 will build
capacity in communities and support the delivery of these service changes
in the future.
Highland Quality Approach
Putting quality first to deliver better health, better care and better
value.
The Highland Quality Approach (HQA) provides a strategic framework to
enable changes and improvements in service delivery to achieve personcentred care, adding value from the perspective of our patients, clients
and services users, while at the same time eliminating waste, reducing
harm and managing variation. The approach supports the HSCP in its
overarching area of focus to “efficiently and effectively manage all
resources to deliver best value”.
The key elements of the strategic framework are summarised in the blue
triangle (below). HQA furnishes us with a range of evidence-based
enabling tools and techniques, using initiatives such as the Scottish
Patient Safety Programme, Releasing Time to Care and Lean
Methodology.

QUALITY
We relentlessly pursue the
highest quality outcomes of care

Eliminate
HARM

Eliminate
WASTE

Manage
VARIATION

Person Centred
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Lean tools and techniques currently in use in Argyll & Bute HSCP include:












5S
Standard Work
Waste Wheel
Visual Control & Kanban
PDSA (Plan, Do, Study, Act) Improvement Cycles
Set Up Reduction
Error Proofing
Process Mapping
Production or Process Boards / Daily Management
Rapid Process Improvement Workshops (RPIWs)
Kaizen (Continuous Improvement) Events

Examples of “Before” and “After” 5S Photographs
In the Store Cupboard on the Ward in Campbeltown Hospital
“5S”
“5S” methodology provides a strategy for organising a positive work
environment and is seen as the foundation of many other Lean
improvement activities. It reduces waste and provides strategies for
managing stock levels. It promotes safety by ensuring staff have access
to the right equipment in the right place at the right time.
“5S” methodology was first applied in wards across all Argyll and Bute
hospitals in 2014. During 2016/2017 follow-up audits have been carried
out to ensure improvements are sustained and the philosophy of
continuous improvement is practiced. In demonstrating improved stock
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control, a comparison of ‘Non-Pay Costs’ across the three wards in Lorn
and Islands Hospital showed a decrease in expenditure of 5.5%.
During 2016/2017, staff in non-clinical services such as Medical Records
and the Stores Department, have begun to use “5S” in their areas. This
has seen a reduction in the amount of space physically occupied by the
Stores function and a rationalisation of stationery supplies in Mid Argyll
Community Hospital and Integrated Care Centre resulted in a shared
stationary facility which has reduced their expenditure.

Examples of “Before” and “After” 5S Photographs
From the Maintenance Requests Process (Estates Dept.) RPIW
Held in October 2016
Rapid Process Improvement Workshops (RPIW).
A Rapid Process Improvement Workshop is a rigorous five day event that
enables the redesign of inefficient processes. The team who are involved
in the delivery of the targeted process (or service) are enabled to make
and test changes during and after the RPIW week, reporting back on
progress at specific intervals over the next year. The event is facilitated
by two ‘Certified Lean Leaders’.
Six members of the Argyll and Bute HSCP Strategic Management Team
began training to become ‘Certified Lean Leaders’ in 2016/2017. The
training involves both some classroom work on Lean Methodology and
practical experience in delivering RPIWs, where ‘Certified Lean Leaders in
Training’ are supported by a qualified coach. This approach enables
trainees to work on RPIWs that will achieve organisational improvement
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objectives while still developing their own skills.
managers will qualify during 2017/2018.

It is expected the six

RPIW phases
Phase 1 – Planning and Preparation
• Agree the scope / team members
• Measure baseline position including key metrics

Phase 2 – The Workshop Week
• Test and make RAPID changes

Phase 3 – The Follow Up
• Sustain and make continuous
improvements

NHS Highland KPO v1.0 08/16

In October 2016, an RPIW took place to review the process for receiving
and undertaking Maintenance Requests. By January 2016, the number of
reported ‘Priority One’ maintenance requests being completed within two
days had increased from 19% to 40%.
Likewise the number of
maintenance requests completed on ‘first visit to site’ increased from 19%
to 34%.
In addition, RPIWs were held with the Physiotherapy MSK2 Outpatient
Service and for the Admission to Discharge Process of Medical Nonelective Patients in Lorn and Islands Hospital during 2015/2016. As a
result, benefits achieved during 2016/2017 in the MSK Outpatient Service
included the average time from point of referral to point of discharge
reducing from 25 weeks to 14 weeks. Similarly, in March 2017 at the 365
day Report Out of the Admission to Discharge Process RPIW, a reduction
in average length of stay from 8 days to 5.3 days was reported. Indeed,
the Admission to Discharge RPIW achieved a number of positive changes
during 2016/2017 including a reduction in readmission rates, improved
patient information leaflets and communications, an improved
2

Musculoskeletal Outpatient Service
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standardised process for Case Conferences and improved use of discharge
planning procedures and documentation.

Kaizen Events
Shorter two or three day events where improvements can be achieved
without the need for a full five-day workshop, and where there are often a
smaller number of improvement targets, are called Kaizen Events. Two
such events were held in Argyll and Bute during 2016.
Whilst it is acknowledged that there is a need for further work following
on from both of these events, the event on Mental Health Attendances at
A&E in Cowal Community Hospital has already prompted the introduction
of an electronic A&E attendance register, a standardised assessment
pack, a daily safety huddle and improved understanding of the
Community Mental Health Team Duty Worker role. Following the event
on IT Support Requests, the e-Health Department are exploring the
potential of a Help Desk, and are introducing standardised work processes
for all routine IT tasks.
HQA Activity in Argyll and Bute during 2016/2017
The table below summarises HQA events that have taken place during
2016/2017.
Event Type
Rapid Process
Improvement
Workshops

Kaizen Events

Process
Mapping
Events (up to
one day)

No. of
Number of Areas of Delivery
Events in
Staff in
2016/2017 Attendance
Estates Dept. – Process for
1
7
receiving and undertaking
Maintenance Request
1) E-Health Dept. – IT
Support Requests
2) Mental Health
2
19
Attendance at A&E Dept.
Cowal Community
Hospital
1) Campbeltown
Community Team
4
41
2) Administration of
medication in Oban
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Event Type

5S Training
(approx. 1
hour sessions)
General Lean
Methodology,
HQA Overview,
etc. (up to ½
day sessions)

No. of
Number of Areas of Delivery
Events in
Staff in
2016/2017 Attendance
community
3) Cardiology Service Oban
4) Integrated Equipment
Service
To ward staff, community
staff, social work teams,
9
72
administration teams,
mental health teams,
support staff, etc.
Clinical and Administration
staff and managers at all
9
46
levels across Argyll & Bute

HQA moving forward
Four RPIWs are currently scheduled to take place in 2017. In support of
the Argyll and Bute HSCP Quality and Finance Plan, they will focus on
shifting the balance of care by targeting areas for improvement in
community services delivery.
As a result of the successful Admission to Discharge Process of Medical
Non-elective Patients in Lorn and Islands Hospital a series of Kaizen
Events are being scheduled during 2017/2018 to deliver similar
improvements at Community Hospitals throughout Argyll and Bute.
A package of HQA training materials which will be accessible electronically
are currently under development and will support the organisation’s aim
of cultural shift in which quality improvement activities are embedded into
routine every day work.
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8. Inspection Findings

The Performance Reporting Regulations require the Annual performance
report to include details of any inspections carried out relating to the
functions delegated to the Partnership, by any of the following scrutiny
bodies, including joint inspections, in the course of the year:
 Healthcare Improvement Scotland
http://www.healthcareimprovementscotland.org/our_work/inspectin
g_and_regulating_care/joint_inspections_adults/argyll_and_bute_fe
b_16.aspx
 Social Care and Social Work Improvement Scotland (The Care
Inspectorate)
 Audit Scotland http://www.auditscotland.gov.uk/uploads/docs/report/2017/aap_1617_argyll_bute_i
ntegration.pdf
 Accounts Commission
 Scottish Housing Regulator
 Mental Welfare Commission visit to Knapdale
 Oban - Laboratory services are governed nationally by a number of
bodies namely – MHRA (Medicines & Healthcare Products regulatory
agency), Scottish Blood transfusion service
(SBTS), UK
Accreditation Service (UKAS). UK Accreditation Service (UKAS)
inspected LIH laboratory on 16th – 22nd August 2016 for ISO 15189
transition and CPA (Clinical Pathology Accreditation) which is a large
list of quality assurance and competence standards. It is best
practice to achieve CPA/ISO accreditation although not all
laboratories have this, however full compliance of ISO standards is
expected by 2017. As a result of the inspection UKAS made 133
recommendations and CPA was suspended.
 The Oban laboratory was also inspected by the Health & Safety
Executive (HSE) jointly with Raigmore Hospital on the 8th and 9th
November 2016 and separately following a RIDDOR reportable
incident within Microbiology.
As a follow on from the earlier inspections, MHRA carried out a formal
inspection of the Oban laboratory service on the 23rd & 24th February
and the CPA visited on the 22nd and 23rd February 2017 to review the
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progress on the findings from the August visit and to assess whether
CPA status could be reinstated.
External Care Services
Within Argyll & Bute HSCP our contract and commissioning team are
responsible for ensuring that any care deficiencies reported are recorded
and cross referenced with other information, for example Care
Inspectorate Reports. If there are issues of concern we act in accordance
with the contract management framework.
We take action where
services fail to meet ongoing standards or where there is breach of
contract.
The provider is responsible for developing and delivering an action plan
that satisfies the Council and Care Inspectorate (if they are involved) and
that there are steps to improve services. Where there is no evidence of
improvement, HSCP Heads of Service take decisions about any required
action. This could involve reductions in rate, increased monitoring activity
such as on site visits and imposing conditions on the service such as a
moratorium (no further referrals) until issues resolve or the contract is
terminated.
Any action to address service deficiencies will attempt to do so in ways
that prioritises outcomes for people who use our services and ensures
safety and wellbeing.
An example this year was Craigard residential care establishment in Bute
was served notice to close by the Care Inspectorate, and the Head of
Service (East) made arrangements for a smooth transition for residents to
be moved to other care homes.
We will regularly visit the provider to ensure the action plan is
progressing, including liaison with care managers and other bodies and
gathering evidence about service improvements.
This level of contract monitoring activity will continue until such times as
HSCP is satisfied that the service has made the necessary improvements
to ensure the care, safety and wellbeing of residents.
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Internal Care Services
Internal services undergo inspection from the Care Inspectorate.
In 2016-17, 16 internal services were inspected and the table at Appendix
2 shows the care grades awarded.
One of Scottish Government’s suite of National Indicators is the
proportion of care services graded ‘good’ (4) or above in Care Inspection
Grade. As at 31 March 2016, 89% of HSCP inspected services were
graded 4 or above.
See Appendix 2 for care inspection grades.
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9. Audit Committees

The IJB is required to have Audit Committees in place to ensure sound
governance, to review the overall internal control arrangements and to
ensure the efficient and effective performance of the Health and Social
Care Partnership in order to deliver the outcomes from the Strategic Plan.
Financial Audit Committee
Membership of the Audit Committee, as at 31st March 2017 includes six
members of the IJB and professional advisors, the IJB members
appointed to the Audit Committee in 2016-17 were:
Elaine Wilkinson (Chair)
Cllr Elaine Robertson (Vice Chair)
David Alston
Cllr Anne Horn
Betty Rhodick
Heather Grier

NHS Highland Board
Argyll and Bute Council
NHS Highland Board
Argyll and Bute Council
IJB Member
IJB Member

Professional advisors include representation from Internal Audit (Scott
Moncrieff), External Audit (Audit Scotland), the Chief Officer, the Chief
Financial Officer and any other professional advisors as required.
Clinical and Care Governance Committee
Membership of the Clinical and Care Governance Committee as at 31st
March 2017:
Robin Creelman (Chair)

NHS Highland Board/IJB Vice Chair

Christina West,

Chief Officer, HSCP

Louise Long

Head of Service Children & Families &
Criminal Justice, Chief Social Work
Officer
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Elizabeth Higgins,

Lead Nurse

Dr Michael Hall

Clinical Lead, Associate Medical
Director

Linda Currie

Lead AHP

Elaine Garman

Public Health Specialist

Jaki Lambert

Consultant Lead Midwife

Anne Horn

Elected Member, A&B Council

Fiona Campbell

Clinical Governance Manager

Julian Gascoigne/Mark Middleton

Risk / Health and Safety Managers

Lorraine Paterson

Head of Adult Services (West)

Allen Stevenson

Head of Adult Services (East)

Karen Emslie

Senior Dental Officer

Fiona Thomson

Lead Pharmacist

Annie MacLeod

Locality Manager

Donald Watt

Mental Health Manager

John Dreghorn

Locality Manager

Jim Littlejohn

Locality Manager

Alison Mckerracher

Locality Manager

Michael Roberts

Public Representative

Vacant

Staffside Rep

The Clinical and Care Governance Committee meets quarterly. Minutes
are not published as yet, but work is under way to establish a micro-site
for the committee, where information can be made available to the public.
Strategic Planning Group
The Strategic Planning Group was originally convened to assist the IJB
with production of the Strategic Plan 2016/19. It now meets quarterly to
monitor progress against the strategic objectives and priorities. An action
note is taken at each meeting, this note is not published.
The Argyll & Bute SPG expanded from statutory membership into a larger
group, to ensure that all relevant bodies and specialisms were included.
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In common with many other HSCPs we are currently reviewing the Terms
of Reference and membership to support the group’s future role.

Membership of the Strategic Planning Group as at 31st March 2017:
Stephen Whiston

Chair, Head of Strategic Planning & Performance

Christina West

Chief Officer, HSCP

Caroline Whyte

Chief Financial Officer, HSCP

Louise Long

Chief Social Work Officer

Elaine Wilkinson

NHS Highland Board

Robin Creelman

NHS Highland Board, Vice Chair IJB

Cllr. Kieron Green

Elected Member, Chair IJB

Cllr. Elaine Robertson

Elected Member

Dr. Michael Hall

Clinical Director, HSCP

Elizabeth Higgins

Lead Nurse

Duncan Martin

Health Care Forum

Michael Roberts

Health Care Forum

Catherine Paterson

Dochas Carers Centre

Glenn Heritage

CEO, Argyll TSI

Niall Kieron

Divisional General Manager, Marie Curie, Scotland

Alastair MacGregor

Director ACHA

Allan Murphy

Director, Dunbritton Housing Association

Bill Halliday

A&B Council Housing Services

Muriel Kupris

Leisure & Youth Services Manager

Lorraine Paterson

Head of Adult Services

Allen Stevenson

Head of Adult Services
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Alex Taylor

Locality Manager, Children & Families

Julie Hempleman

Adult Protection Manager

Anne Austin

Scottish Care

Susan Spicer

Scottish Care

Kristin Gillies

Senior Service Planning Manager

Patricia Trehan

Service Planning Manager

Julie Cameron

Team Leader

Cath McLoone

Team Leader

Joe Paterson

Team Leader

Jill Anderson

Social Worker

Kirsteen Green

Business Improvement Officer, Criminal Justice
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10. Locality Arrangements

The Public Bodies (Joint Working) (Scotland) Act 2014 specified that
Health and Social Care Partnerships (HSCPs) must set up two or more
localities3. Localities were set up to enable service planning at locally
relevant geographies within natural communities4. The HSCP is required
to report annually on performance at the locality level2.
Scottish Government guidance states, for planning that:
“Localities must:
a) Support the principles that underpin collaborative working to ensure a
strong vision for service delivery is achieved. Robust communication
and engagement methods will be required to assure the effectiveness
of locality arrangements.
b) Support GPs to play a central role in providing and co-ordinating care
to local communities, and, by working more closely with a range of
others - including the wider primary care team, secondary care and
social care colleagues, and third sector providers - to help improve
outcomes for local people.
c) Support a proactive approach to capacity building in communities, by
forging the connections necessary for participation, and help to foster
better integrated working between primary and secondary care.”
Localities Guidance (2015) Scottish Government2
Localities do not have to be defined by a hard line on a map but rather
represent natural communities and delivery of local services2.

3

Public Bodies (Joint Working) (Scotland) Act 2014

4

Localities Guidance (2015) Scottish Government
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Localities in Argyll and Bute were defined in section 6 of Argyll & Bute
HSCP Strategic Plan 2016/17 – 2018/195. Localities in Argyll and Bute are
defined descriptively in the table below.
Locality Planning
Group Area
Oban and Lorn
Mull, Iona, Coll, Tiree
and Colonsay*
Mid Argyll
Kintyre
Islay and Jura
Cowal
Bute
Helensburgh & Lomond

Description
Easdale to Oban, to Port Appin to Dalmally
Isles of Mull, Iona, Coll, Tiree and Colonsay
Tarbert, Lochgilphead, Ardfern, Inveraray,
Southend, Campbeltown, Muasdale, Carradale,
Gigha
Isles of Islay & Jura
Lochgoilhead, Strachur, Tighnabruaich,
Dunoon,
Isle of Bute
Helensburgh, Kilcreggan, Garelochhead,
Arrochar

*Mull, Iona, Coll, Tiree and Colonsay have held planning meetings separately for Mull
and Iona and for Coll, Tiree and Colonsay. A single Locality Plan for OLI has been
produced.

Although localities are not defined by a hard boundary, it is helpful to
show Locality Planning Group Areas on a map. The map below shows
boundaries based on 2011 datazones, with a correction for Colonsay
(which is otherwise included in a datazone with Islay).
Note that, close to these boundaries, HSCP services may actually be
delivered from another nearby area, and in some cases there may be
choice as to which service a patient uses. In addition, localities may host
services that are accessed by people living outside of that locality e.g.
Lorn and Islands Hospital is managed within the Oban and Isles locality
but it is used by people from Mid Argyll, Kintyre and Islay localities.
Equally residents in Helensburgh and Lomond access services in
Alexandria and Dumbarton which are provided by NHS GG&C.

5

Argyll & Bute HSCP Strategic Plan 2016/17 – 2018/19 NHS Highland and Argyll and Bute Council

Note that the strategic plan actually places Coll and Tiree with Oban and Lorn and places Colonsay with Islay
and Jura. However, this has never actually been the case.
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Health & Social Care Partnership
Locality Planning Group Areas
(DZ 2011 boundaries with correction for Colonsay)

© Crown Copyright
and database right
2015. All rights
reserved. Licence
number 100023368.

Locality Planning Group
Areas (DZ 2011 fit)

The GP practices in each Locality Planning Group Area can be found here:
GP practices within LPG areas.docx. A look-up table showing a best-fit of
2011 datazones to Locality Planning Group Areas can be found here: GP
practices within LPG areas.docx
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The HSCP strategic plan requires each locality to produce a Locality Action
Plan which details the actions each locality will take to achieve the core
strategic objectives as well as the 9 National Health and Wellbeing
Outcomes. Localities can also work together where service delivery is
shared across localities2. Locality Planning Groups (LPGs) are meeting in
each area to fulfil the required locality planning function. In addition, Coll,
Tiree and Colonsay have formed a single separate group, distinct from
that for Mull and Iona, to discuss planning issues specific to these islands.
Similarly, a planning group specifically for Mental Health Services is
currently being set up with a first meeting in June 2017.
LPGs are required to have the:
“ …direct involvement and leadership of:






health and social care professionals who are involved in the care of
people who use services (including GPs)
representatives of the housing sector
representatives of the third and independent sectors
carers' and patients' representatives
people managing services in the area of the Integration Authority.”
Localities Guidance (2015) Scottish Government2

Locality planning covers all the services within Argyll and Bute HSCP.
There is a wider range of services within Argyll & Bute HSCP than most
other HSCPs in Scotland6. It includes all social work including adult,
children and families and criminal justice social work, all services
delivered by the Health Board in Argyll & Bute, encompasses both primary
and secondary care for all ages and the commissioning of NHS services
other Health Boards, notably Greater Glasgow and Clyde. .
Each Locality Planning Group (LPG) has a Chair and Co-Chair drawn from
either health, social care, the TSI or Independent Service providers. Other
LPG members represent a wide range of stakeholders. Whilst membership
has been developed according to Scottish Government guidance, there is
local variation which reflects the diversity of our communities.

6

http://www.audit-scotland.gov.uk/report/health-and-social-care-integration
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The role of the Locality Planning Groups is to assess evidenced, identified
need in terms of issues relating to health and social care; to suggest how
these needs might be addressed; to plan and prioritise actions and
services on the basis of what is most important to the local community,
which is within the overall strategic framework; to be supported in this
task as required by the workforce from the statutory and voluntary
sectors; to be informed by the experience and views of service users and
carers; to monitor performance in relation to prioritised actions and
outcomes; and to reflect all of these within an agreed Locality Action Plan.
The Locality Planning Groups have taken time to become established and
to form effective working relationships. This is in part because the groups
are a new concept, bringing together a range of stakeholder
representatives, tasked with action planning for their locality, through the
development of local actions that align with the 6 strategic areas of focus
defined in our strategic plan; make the savings required in the Quality
and Finance Plan and at the same time move the organisation towards
the transformational change required for a sustainable future.
The 6 Strategic Areas of Focus are:
1. Promote healthy lifestyle choices and self-management of long term
conditions
2. Reduce the number of avoidable emergency admissions to hospital and
minimise the time that people are delayed in hospital.
3. Support people to live fulfilling lives in their own homes, for as long as
possible.
4. Support unpaid carers, to reduce the impact of their caring role on their
own health and wellbeing.
5. Institute a continuous quality improvement management process
across the functions delegated to the Partnership.
6. Support staff to continuously improve the information, support and care
that they deliver.
There is an overarching focus on Best Value, with all actions required to
efficiently and effectively manage all resources to deliver Best Value.
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In view of the HSCP’s financial position a Quality and Financial Plan has
been developed to ensure the provision of high quality, forward-facing
services, delivered within the available financial envelope. This has
required the Locality Action Plans to encompass a focus on the four
Quality and Finance Objectives:
1.
2.
3.
4.

Reduce unplanned admissions/re-admissions to hospital
Reduce length of stay in hospital
Prevent delayed discharge
Shift the balance of care toward care in the community

Through monthly meetings during 2016/17, Locality Planning Groups
have developed their first Locality Action Plans. These identify local
priorities to address the 6 Strategic areas of focus in line with the HSCP
strategic plan.
The Locality Planning Groups have each established a sub-group focused
on Communications and Engagement and with support from Scottish Care
Local Integration Leads they have recently established Workforce Planning
Groups. The initial focus of the Locality Workforce Planning groups will be
on recruitment and retention of social care workers. The difficulty in
recruiting to and retaining trained workers in this field is one of the
primary contributory factors to the lack of availability of home care at the
time it is needed, resulting in people being delayed in hospital, when they
are medically fit for discharge. This is an issue affecting care provision
nationally, and which is exacerbated by the remote and rural geography
of Argyll & Bute.
Locality Action Plans are being finalised for 2017/18 and will also be made
available online in due course.
There are Health and Care Forum (HCF) in each Locality. These HCFs
are a key forum for members of the public to become actively involved in
how health and social care services are planned and delivered locally.
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11. Looking ahead the next 2 years

The HSCP through is strategic plan outlined what we expected our
services to look like by 2019:

















A single Health and Social Care team will provide more services in
your community 24/7 (Adults and Children's)
You will only need to contact one person for all Health and Social
care in your community
More people will choose self- directed support to design and deliver
services that meet their personal needs and objectives
There will be more support and referral for keeping yourself healthy
and using everyday social and leisure pursuits to live a good life in
your community.
We will become comfortable with using technology to support care
at home, e.g.
remote monitoring of long term conditions on
equipment at home and enabling consultations with trained staff by
telephone or video.
Your local hospital will continue to co-ordinate and deliver
emergency medical care, with fast access to Glasgow hospitals
when necessary
GP and other 'front-line' services will continue to be provided
locally. However we expect that, through mergers and federations,
there will be fewer GP practices. This will provide a greater choice to
patients – e.g. a male or female doctors and offer you a range of
GPs and nurses with special interests and training.
Most hospital treatments will not require a stay in hospital, with
hospital beds being used only for those needing more complex
medical care– Less hospital beds
With more care delivered in the home, and with more support for
carers (especially family and friends), nursing- and care-home beds
will be used for those who need a higher level of care.
After an episode of illness when a person’s ability decreases, health
and care services will work hard with that person to get back as
much of their ability as possible reablement
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It is clear from what we have detailed in this performance report in
2016/17 we have made some progress on moving to this kind of service.
However, it is also clear that we are not moving fast enough.
In 2016/17 we have had a number of challenges covering service issues
and in communication with the public and our staff, notably:
















Public and political opposition to the way in which the IJB
announced service review and redesign proposals without real
communication and engagement with the public e.g. implications for
care home beds in Struan Lodge in Dunoon, Thomson Court Day
centre on Bute.
Reduction in care home beds due to demand increasing and the
alternative community care models not being in place- particularly
in Dunoon.
Fragility in the home care sector as a result of our inability to recruit
care workers notably in Oban and Kintyre with our independent
sector partners.
The closure of Auchinlee care home in Kintyre due to CrossReach
being no longer able to support the financial losses. The difficult
process to agree an extension which will see its planned closure by
March 2018, with alternative local provision in place.
The closure of the Craigard care home on Bute due to care
inspectorate concerns.
We have been unable to recruit consultant physician, consultant
urologist and consultant psychiatry posts to Lorn and Isle Hospital
and Argyll and Bute hospital, putting services at risk and incurring
excessive locum costs.
Continued difficulties to recruit GPs notably in Garelochhead, the
Isle of Mull and Kintyre Medical Group.
Difficulties in recruiting nurses, pharmacists and other Allied Health
professionals such as OT across Argyll and Bute.
Recruitment of registered mental health nurses and a senior charge
nurse for acute mental health services.
Establishing the new GP clusters (replacing the old GP contract
requirements) as the means of establishing peer-led, values driven
quality improvement activity with both a focus on internal GP
practice based quality and wider contribution to locality based
quality of care and service provision.
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When considered all together these provide a picture of on-going service
risk around local service sustainability, patient and client safety and
significant additional cost, all of which are unacceptable.
To address this we clearly need to accelerate our redesign of service
models. Whilst learning from the problems the HSCP has encountered this
year. To this end we have reviewed the findings of our after action
reviews facilitated by the Scottish Health Council on our public
involvement and engagement processes in Dunoon and Bute and will look
to adopt best practice going forward. To support this we are also investing
in additional communications and engagement staff over the next 2 years
to support our redesign activity.
In 2017/18 we will be progressing a number of significant service reviews
and redesigns focused on the whole care pathway. These include:













Minimising the use of external placements for looked after children
Completing the planning the future project of the role and function
of Lorn and Islands hospital as a 24/7 consultant led rural general
hospital
Redesign of Learning Disability services to focus on maximising the
independence and choice of service users by focusing more on
community and at home settings
Undertake a review of care home and care at home services in the
West of Argyll to commission and implement a new progressive care
model that focuses on person centred care, maintaining
independence within an appropriate care setting – home, supported
housing, progressive care housing complex or nursing care home.
Over the next 2 years Investing £1.6 million in our community and
care workforce at locality level to provide more care in the
community with reablement and anticipation and prevention of
illness as the focus
Preparing and supporting GP services to implement the new
national contract and the new multidisciplinary models of care which
are in development
Develop a robust workforce plan at locality level which will ensure
we have the right number of staff with the right skills to support the
service model of care we have identified.
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Within Children’s services we will:
 Continue to work towards an integrated children’s and maternity
service
 Redesign services to children in distress to improve early
identification and support
 Redesign care services to reflect the direction of the Children and
Young People (Scotland) Act 2014
 Strengthen the permanence pathway in securing “for ever” homes
for children who cannot live with their birth parents
 Implement the Community Justice (Scotland) Act 2016 and reduce
youth and adult offending rates
 Work creatively to plan the workforce we require and improve the
recruitment and retention of staff.
Driving this are further national performance targets, financial pressures
and national clinical policies which will see fewer hospitals with in-patient
units in each specialty as these services will be planned on a regional
basis.
The table below details some of the performance targets we are setting in
Argyll and Bute for 2017/18
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The HSCPs improvement targets in the performance domains at Argyll and Bute scale for 2017/18:
Indicator
&
Trajectory
Unplanned
Admissions

Unplanned
bed days

A&E
performance

Delayed
discharges

Period
Indicator

Total number of admissions*

Target

Frequency

Reducing bed days up to
10% by 2017/18.

Monthly Data

Latest
Data

Indicative
Target

Feb 17

673

Feb 17

37.40%

April 16
-Feb 17

56,069

50,46255,508

AprilDec 16

10,333

9,333

Feb 17

1143

% seen within 4hrs

Feb 17

95.20%

Total number of bed days
occupied

Jan 17

511

Jan 17

62

Jan 17

344

A&E conversion rate
Total number of bed days
acute specialities *
Total number of bed days
mental health specialities *
Number of attendancesRGH

Reason for delay - Code 9
Exemptions
Reason for delay - H&SC

Reducing bed days by
between 1-10%.

Remain at current levels of
performance

Reducing delayed
discharges occupied bed
days by 10%.

606

Monthly Data

Monthly Data

Monthly Data

460
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Indicator
&
Trajectory

Period
Indicator

Target

Frequency

Latest
Data

Indicative
Target

Reasons
Reason for delay - Patient
/Family

End of Life
Care

Percentage of last six
months of life by setting
community & hospital

Remain at current levels of
performance

Balance of
care

By 2021 have the
majority of the health
budget being spent in
the community **

105

2015/16

90%

2015/16

20749

Annual Data

Occupied bed days during
last six months of life
Percentage of population in
community or institutional
settings

Jan 17

Annual Data

-

-

Note:
* Data includes NHSGG&C and Argyll and Bute Hospital activity
** Not yet available
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If we meet these targets we will be able to transfer the money we spend
on acute hospital services to community and preventative services helping
us to provide and keep more care locally.
In addition we will be working with our clinicians to provide more
diagnostic and outpatient return appointments locally to prevent people
travelling to centralised services in hospitals in NHS Greater Glasgow and
Clyde or in Argyll and Bute.
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Appendix 1
Critical friend editorial review of the Annual Performance Report:
The HSCP Annual Performance Report 2017 has gone through a
development and iteration process in which managers and officers
provided the information to populate the report.
Firstly the report was reviewed and amended by a number of officers of
the HSCP, with a view to accuracy of the content and its alignment to
Scottish Government guidelines.
After that interested parties representing potential readers volunteered
their time to read and comment upon the content, presentation, ease of
reading and general interest, from the point of view of the sector of the
population they represent. The HSCP is grateful to them for their time and
the value they have added to the report.
Critical Friend Reviewers:
Name
Glenn Heritage
Becs Barker
Anne Austin & Susan Spicer
Lynda Syed
Craig Butler
Tim Sinclair
Alan Adair
Susan Knox
Rachel Coll
Aidan Steeples (modern apprentice)

Designation
Member: Argyll & Bute Strategic
Planning Group
Caring Connections Coach
Independent sector: Scottish Care
Third sector: Argyll TSI
Unpaid/family carer
Unpaid/family carer
Service user (adults)
Service user (adults)
Representing young people
HSCP staff member
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Critical Friend Review Response Analysis:
The HSCP Annual Performance Report is essentially a management report
shaped by Scottish Government guidelines. We accept that it is not
appealing to all members of the public and the HSCP will consider altering
the format in future years, as suggested, possibly strengthening the focus
on the Strategic Plan, objectives and including comments from the Chair
of the IJB.
Jargon and technical terms are hard to avoid, but we have tried to
remove or explain them, adding charts or diagrams for clarification where
necessary. As this is our first reporting year we are still developing some
reporting structures, for example locality scorecards, and locality plans
which will be available in future years.
We have used the editorial advice to make the report more visually
accessible, by changing colours and fonts. The use of pictures raised
mixed feelings, however, a large number of our editorial advisers felt that
pictures made the report appealing to a wider public readership.
Sourcing a range of practice examples from across Argyll & Bute was
challenging, we have learned that we need to collect these during the
year, varied geographically and by topic, so that we have a ready source
of material for reports in future years.
There is currently only one outcome for carers, we have explained this
and we are also undertaking an innovative piece of work with carers to
enable us to demonstrate the use of qualitative measures in the future.
Further outcome measures are also being developed for Children &
Families. These will be incorporated in performance reporting in 2017/18
The editorial group thought that overall the report was easy to read but
could be improved – we have made adjustments as far as possible in
response to the suggestions received. We have also taken learning for
future years to help us continuously improve the way in which we
communicate the successes, as well as the issues and challenges to the
people in Argyll & Bute.
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Appendix 2
Care Inspection Grades:
Name / Care Inspectorate
Number
Children and Families
Achievement Bute
CS2005091229

Inspection Date

Quality Theme
CI Grades (1-6)

9th March 2016

Cornerstone
CS2012307560

6th December 2016

Scottish Autism – Oban autism
Resources
CS2006129195

16th August 2014

Ardlui Respite House – Sense
Scotland
CS2010249688

10th May 2016

Helensburgh Children’s Unit
(Argyll and Bute Council)
CS2003000426

16th December 2016

Shellach View (Argyll and Bute
Council)
CS2003000461

16th August 2016

Dunclutha Residential Home
(Argyll and Bute Council)
CS2003000451

28th October 2016

Dunoon School Hostel (Argyll
and Bute Council)
CS2006115758

28th October 2016

Glencruitten Hostel (Argyll and
Bute Council)
Cs2006130205

26th November 2016

Argyll and Bute Adoption

25th November 2015

Care & Support – 5
Environment – N/A
Staffing – 5
Management & Leadership - 4
Care & Support - 5
Environment – N/A
Staffing - 5
Management & Leadership - 4
Care & Support - 4
Environment - 4
Staffing - 4
Management & Leadership - 4
Care & Support – 4
Environment - 4
Staffing - 4
Management & Leadership - 4
Care & Support - 5
Environment - 5
Staffing - 5
Management & Leadership - 5
Care & Support - 5
Environment - 5
Staffing - 5
Management & Leadership - 5
Care & Support - 5
Environment - 5
Staffing - 5
Management & Leadership - 5
Care & Support - 5
Environment - 5
Staffing - 5
Management & Leadership - 4
Care & Support - 4
Environment - 4
Staffing - 4
Management & Leadership - 4
Care & Support - 4
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Service
CS2004082322
Argyll and Bute Fostering
Service
CS2004082341

25th November 2015

Community Support Network
CS2004079237

29th March 2016

Older People – Care Homes
Struan Lodge (Argyll and Bute
Council)
CS2003000452

6TH February 2017

Thomson Court (Argyll and
Bute Council)
CS2003000453

10th November 2016

Eader Glinn Residential Home
(Argyll and Bute Council)
CS2003000460

22nd September 2016

Tigh a Rhuda Residential Home
(Argyll and Bute Council)
CS2003000462

26th May 2016

Ardfenaig Residential Home (
Argyll and Bute Council)
CS2003014233

11th October 2016

Gortanvogie Residential Home
(Argyll and Bute Council)
CS2003000447

9th November 2016

Invereck
CS2003000418

13th October 2016

Auchinlee
CS2003000416

16th November 2016

Argyle Care Centre
CS2005111774

11th November 2016

Environment – N/A
Staffing - 4
Management & Leadership - 5
Care & Support - 5
Environment – N/A
Staffing - 4
Management & Leadership - 5
Care & Support - 4
Environment Staffing - 4
Management & Leadership - 4
Care & Support - 6
Environment - 5
Staffing - 5
Management & Leadership - 5
Care & Support - 5
Environment - 5
Staffing - 5
Management & Leadership - 5
Care & Support - 6
Environment - 4
Staffing - 6
Management & Leadership - 6
Care & Support - 3
Environment - 3
Staffing - 3
Management & Leadership - 3
Care & Support - 5
Environment - 4
Staffing - 5
Management & Leadership - 6
Care & Support - 4
Environment - 3
Staffing - 5
Management & Leadership - 5
Care & Support - 5
Environment - 4
Staffing - 4
Management & Leadership - 5
Care & Support - 3
Environment - 3
Staffing - 3
Management & Leadership - 3
Care & Support - 3
Environment - 3
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Ardnahein
CS2014325883

19th April 2016

Kintyre Care Centre
CS2011300742

31st August 2016

Lochside Care Home
CS2011300482

11th February 2016

Ashgrove Care Home
CS2012313839

8th September 2016

Lynn of Lorne
CS2011305842

15th December 2016

Morar Lodge Nursing Home
CS2003010220

30th April 2016

Palm Court
CS2003000439

2nd June 2016

North Argyll House
CS2015338261

2nd December 2015

Clydeview Care Home
CS2011299158

15TH August 2016

Ardenlee Care Home
CS2004059227

4th March 2016

Northwood House
CS2003000436

7th August 2015

Staffing - 3
Management & Leadership - 3
Care & Support - 5
Environment - 4
Staffing - 4
Management & Leadership - 4
Care & Support - 4
Environment - 4
Staffing - 4
Management & Leadership - 4
Care & Support - 4
Environment - 4
Staffing - 4
Management & Leadership - 4
Care & Support - 3
Environment - 4
Staffing – 3
Management & Leadership - 4
Care & Support - 3
Environment - 3
Staffing - 3
Management & Leadership - 3
Care & Support - 5
Environment - 5
Staffing - 4
Management & Leadership - 5
Care & Support - 2
Environment - 2
Staffing - 2
Management & Leadership - 1
Care & Support - 5
Environment - 4
Staffing - 5
Management & Leadership - 4
Care & Support - 4
Environment - 4
Staffing - 2
Management & Leadership - 3
Care & Support - 4
Environment - 4
Staffing - 4
Management & Leadership - 5
Care & Support - 4
Environment - 4
Staffing - 4
Management & Leadership - 5
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Older People Services
Allied Healthcare (Greenock)
CS2013318367

26th January 2016

Allied Healthcare (Isle of Bute)
CS2013316910

31st March 2016

Alzheimers Scotland
CS2012306157

22nd July 2016

Homecare – Mid Argyll, Jura,
Islay and Kintyre Homecare
(Argyll and Bute Council)
CS2004079966

7th December 2015

Mull & Iona, Coll, Tiree and
Colonsay Homecare (Argyll
and Bute Council)
CS2004079386
Lynnside Day Centre (Argyll
and Bute Council)
CS2003017604

5th February 2016

Struan Lodge Day Care (Argyll
and Bute Council)
CS2003017601

17th August 2016

Thomson Court Day Care
(Argyll and Bute Council)
CS2003000458

23rd September 2014

Argyll Homecare
CS2005090291

27th July 2016

Bield Housing
CS2004075039

7th December 2015

Care + Oban
CS2010238000

25th May 2015

Careplus

21st October 2016

3rd March 2014

Care & Support - 6
Environment – N/A
Staffing - 6
Management & Leadership - 6
Care & Support - 4
Environment – N/A
Staffing - 4
Management & Leadership - 4
Care & Support - 6
Environment Staffing - 5
Management & Leadership - 5
Care & Support - 4
Environment – N/A
Staffing - 4
Management & Leadership - 4
Care & Support - 4
Environment – N/A
Staffing - 4
Management & Leadership - 4
Care & Support - 4
Environment - 5
Staffing - 4
Management & Leadership - 4
Care & Support - 4
Environment - 5
Staffing - 5
Management & Leadership - 4
Care & Support - 5
Environment - 4
Staffing - 5
Management & Leadership - 5
Care & Support - 5
Environment Staffing - 5
Management & Leadership - 4
Care & Support – 4
Environment Staffing – 4
Management & Leadership - 4
Care & Support - 4
Environment Staffing - 4
Management & Leadership - 4
Care & Support - 5
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CS2006138764

Carers Direct
CS2004076349

12th October 2016

Carewatch
CS2003053843

26th August 2016

Carr Gomm Argyll and Bute
CS2011298798

10th June 2016

Oasis Day Centre (Crossreach)
CS2007150612

26TH August 2016

Cowal Care Services
CS2004076137

31st August 2016

Crossroads Cowal & Bute
CS2005089569

17th November 2016

Joans Carers
CS2004077225

12th January 2017

M&J (Progressive Care &
Support)
CS2011285425

31st October 2016

Mears Homecare Ltd
CS2013317614

31st March 2016

Mears Care Ltd
CS2009234912

24TH June 2016

Premier Healthcare
CS2008173018

18th November 2015

Environment Staffing - 5
Management & Leadership - 6
Care & Support - 4
Environment Staffing - 3
Management & Leadership - 5
Care & Support - 3
Environment Staffing - 3
Management & Leadership - 3
Care & Support - 4
Environment Staffing - 5
Management & Leadership - 4
Care & Support - 6
Environment - 6
Staffing - 6
Management & Leadership - 5
Care & Support - 5
Environment Staffing - 5
Management & Leadership - 5
Care & Support - 5
Environment Staffing - 3
Management & Leadership - 4
Care & Support - 5
Environment Staffing - 5
Management & Leadership - 4
Care & Support - 4
Environment Staffing - 3
Management & Leadership - 3
Care & Support - 4
Environment Staffing - 4
Management & Leadership - 3
Care & Support - 4
Environment Staffing - 4
Management & Leadership - 4
Care & Support - 5
Environment Staffing - 4
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th

Quality Care
CS2008175579

24 November 2016

Trust Housing Association
CS2004056389

12TH October 2015

Mid Argyll Day Care
CS2003000449

17th June 2016

Adult Services
Greenwood (Argyll and Bute
Council)
CS2011300914

6th May 2016

Beechwood Care Home
CS2003000423

17th August 2016

Gleneuchar (Argyll and Bute
Council)
CS2007163764

26th March 2014

Blue Triangle Oban Housing
Support Service
CS2004079132

30th July 2015

HELP project
CS2003053769

18TH July 2016

Kintyre Youth Enquiry Service
CS2004079945

3rd July 2015

Affinity Trust Scotland
CS2011290081

9th June 2016

Asist (Argyll and Bute Council)
CS2004057455

29th June 2015

Management & Leadership - 4
Care & Support - 4
Environment Staffing - 4
Management & Leadership - 3
Care & Support - 5
Environment Staffing - 5
Management & Leadership - 5
Care & Support - 2
Environment - 2
Staffing - 2
Management & Leadership - 2
Care & Support - 4
Environment – N/A
Staffing - 4
Management & Leadership - 4
Care & Support - 5
Environment - 3
Staffing - 5
Management & Leadership - 4
Care & Support - 5
Environment – N/A
Staffing - 5
Management & Leadership - 5
Care & Support - 4
Environment Staffing - 4
Management & Leadership - 4
Care & Support - 6
Environment Staffing - 6
Management & Leadership - 6
Care & Support - 5
Environment Staffing - 5
Management & Leadership - 5
Care & Support - 4
Environment Staffing - 4
Management & Leadership - 5
Care & Support - 4
Environment - 4
Staffing - 4
Management & Leadership - 4
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Community Resource Team
CS2010271064

1st December 2016

Lochgilphead Resource Centre
CS2003015618

29th August 2014

Lorne Resource Centre
CS2003000465

1st December 2016

Phoenix Resource Centre
CS2003017600

23rd October 2015

Woodlands Centre
CS2003000450

19th March 2015

Crossroads North Argyll
CS2003055541

8th November 2016

Dunoon Link Club
CS2003054021

30th June 2016

Enable Scotland – Dunoon
CS2003054021

16th February 2016

Enable Scotland – Helensburgh
CS2004061919

22nd September 2016

Enable Scotland – Oban, Lorn
& Isles
CS2004061922

9th September 2016

Enable Scotland – Helensburgh
Day Services
CS2005095308

9th July 2014

Enable Scotland – Mid Argyll
and Kintyre

4th March 2016

Care & Support - 5
Environment Staffing - 4
Management & Leadership - 4
Care & Support - 6
Environment - 4
Staffing - 4
Management & Leadership - 4
Care & Support - 4
Environment - 4
Staffing - 4
Management & Leadership - 3
Care & Support - 5
Environment - 4
Staffing - 5
Management & Leadership - 5
Care & Support – 5
Environment – 5
Staffing - 5
Management & Leadership - 5
Care & Support - 5
Environment Staffing - 5
Management & Leadership - 5
Care & Support - 4
Environment Staffing - 5
Management & Leadership - 4
Care & Support - 4
Environment Staffing - 4
Management & Leadership - 4
Care & Support - 6
Environment Staffing - 5
Management & Leadership - 5
Care & Support - 6
Environment Staffing - 6
Management & Leadership - 5
Care & Support - 5
Environment Staffing - 5
Management & Leadership - 5
Care & Support - 4
Environment -
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CS2014325658
Key Community Supports –
Argyll and Bute
CS2004079432

27th September 2016

Mariner Home Care
CS2004061507

11th October 2016

Mears Argyll and Bute
Supported Living
CS2011300944

18th January 2017

South Peak
CS2004076276

29th March 2016

Addaction Scotland – Argyll
and Bute Recovery Service
CS2015336069

19th July 2016

Maxie Richards Foundation
CS2003054045

25th July 2016

Staffing - 4
Management & Leadership - 4
Care & Support - 4
Environment Staffing - 4
Management & Leadership - 4
Care & Support - 5
Environment Staffing - 5
Management & Leadership - 6
Care & Support - 4
Environment Staffing - 4
Management & Leadership - 3
Care & Support - 4
Environment - 4
Staffing - 4
Management & Leadership - 3
Care & Support - 5
Environment Staffing - 5
Management & Leadership - 5
Care & Support - 5
Environment Staffing - 5
Management & Leadership - 5
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Appendix 3

Health and Social Care Partnership Organisational Structure - Senior Management team
CHRISTINA WEST
CHIEF OFFICER HEALTH AND SOCIAL
CARE
ARGYLL & BUTE WEST
LORRAINE PATERSON

LOUISE LONG

& ALLEN STEVENSON

HEAD OF
CHILDREN &
FAMILIES AND
CRIMINAL JUSTICE

HEADS OF ADULT
SERVICES WEST &
EAST

STEPHEN
WHISTON

ELIZABETH
HIGGINS

DR MICHAEL
HALL

CAROLINE
WHYTE

ELAINE
GARMAN

HEAD OF
STRATEGIC
PLANNING &
PERFORMANCE

LEAD NURSE

CLINICAL
DIRECTOR

HEAD OF

PUBLIC
HEALTH LEAD

FINANCE/
SECTION 95
OFFICER
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HSCP Management Structure
Operational/planning managers

CHRISTINA WEST
CHIEF OFFICER HEALTH AND SOCIAL
CARE
ARGYLL & BUTE WEST

HEAD OF ADULT
SERVICES WEST

LOCALITY
MANAGERS X 2

LOCAL AREA
MANAGERS X
6

MENTAL
HEALTH
MANAGER

HEAD OF ADULT
SERVICES EAST

LOCALITY
MANAGERS X 2

LOCAL AREA
MANAGERS X
3

HEAD OF CHILDREN
& FAMILIES AND
CRIMINAL JUSTICE

LOCALITY
MANAGERS
X4

CRIMINAL
JUSTICE
MANAGER

LOCALITY
MANAGERS X 2

LOCALITY
MANAGERS X 2

LOCALITY
MANAGERS X 2

LOCALITY
MANAGERS X 2
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