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Background
• Lennoxtown Initiative established 2001 following 

closure of Lennox Castle Hospital.
• Independent not for profit company, limited by 

guarantee with charitable status.
• Partnership between local community and three 

main partners – SED, NHSGGC and EDC.
• Driven by a Board of Directors – three partner 

members, 12 community members.



• Loss of People
• Declining population
• Not yet captured a commuter market
• New housing developments
• Earl’s Seat 110 units
• LCH sites 350 units
• Real Challenge

• Loss of Jobs
• 1997 Somerville Nails 110 jobs lost
• 2000 closure of LCH several hundred jobs lost

• Loss of Wealth
• Lower income households
• Village getting poorer
• Illustrated in Main Street

Lennoxtown in Context – Population 4,000



AIMS
Revitalise local community by:-

• Creating an attractive environment for investment.
• Developing existing businesses and create new 

Enterprises.
• Using the village’s position by the Campsie Fells to 

attract visitors.
• Developing employability programmes to ensure 

that local people get jobs by developing new skills.
• Encouraging personal development through life long 

learning.



Key Projects

• Celtic FC Academy.
• Disposal of key sites at LCH.
• Establishment of new Integrated Health and 

Community Facility.
• Regeneration of Main Street and Gateways.
• Masterplan for Lennoxtown including transfer site 

opportunities from EDC.
• Services for Young People.



Key Projects 
Cont’d

• Affordable Housing.
• Lennoxtown Enterprise Centre.
• Relocation of Campsie Black Watch AFC.
• Renovation of Campsie High Church.
• Jobs Access and Training Programme.
• CCTV Scheme.
• High Park Regeneration.



Issues

• Delays in receiving receipt from disposal of land at 
former LCH.

• Precarious cash flow position.
• Three year Business Plan developed.
• Continuing support from partners required pending 

arrival of receipt.
• Urgent need for development funding.
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EDCHP(M)08/01 EDCHP(M)08/01 
Minutes 1-21 Minutes 1-21 
  
  

  
  
  

GREATER GLASGOW AND CLYDE NHS BOARD GREATER GLASGOW AND CLYDE NHS BOARD 
  

Minutes of East Dunbartonshire Community Health  Minutes of East Dunbartonshire Community Health  
Partnership Committee Meeting Partnership Committee Meeting 

Held at 9.30 am., 24 January 2008 Held at 9.30 am., 24 January 2008 
Corporate Meeting Room, Headquarters, Stobhill Hospital  Corporate Meeting Room, Headquarters, Stobhill Hospital  

Balgrayhill Road, Glasgow, G31 3UR Balgrayhill Road, Glasgow, G31 3UR 
  

PRESENT PRESENT 
  

Mr Gerry McLaughlin (The Chairman) Mr Gerry McLaughlin (The Chairman) 
    
  

Mrs Karen Murray   CHP Director Mrs Karen Murray   CHP Director 
Ms Annemargaret Black PEG Representative (Lead Nurse) Ms Annemargaret Black PEG Representative (Lead Nurse) 
Mr Ross McCulloch  SPF Co-Chair Mr Ross McCulloch  SPF Co-Chair 
Dr Ian Gordon   Clinical Director Dr Ian Gordon   Clinical Director 
Mrs Audrey Murdoch PEG Representative (AHP) Mrs Audrey Murdoch PEG Representative (AHP) 
  

IN ATTENDANCE IN ATTENDANCE 
  

Mr James Hobson  Head of Finance  Mr James Hobson  Head of Finance  
Mrs Kate Benson Head of Primary Care & Community Services Mrs Kate Benson Head of Primary Care & Community Services 
Mrs Lynda Hamilton  Head of Planning & Health Improvement Mrs Lynda Hamilton  Head of Planning & Health Improvement 
Ms Karen Gillespie  Administration Manager (Minutes) Ms Karen Gillespie  Administration Manager (Minutes) 

  
  
    ACTION ACTION 
1. 1. WELCOMEWELCOME 

 
The Chairman opened the meeting welcoming everyone to the first 
meeting of 2008 and reflected on the good work being carried out 
within the CHP. 
 
The Chairman took the opportunity to express his best wishes to 
Mrs Proctor during her period of ill health.  Discussion took place 
around having identified deputies for Public Partnership Forum 
representatives, Mrs Hamilton will take this forward at the next 
PPF meeting. 
 
Mrs Murray advised that Dr Gerber has resigned from his position 
as Consultant Psychiatrist in Adult Mental Health and as a result of 
this the process of recruiting a replacement for both the PEG and 
CHP Committee has commenced. 
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2. APOLOGIES 
 
Apologies were intimated on behalf of Councillor Stewart, Mr Mills, 
Mrs Proctor, Dr Gerber, Dr Colville and Ms Barnatt. 
 

 

3. PREVIOUS MINUTES 
 
Minutes of the previous meeting held on 30 November 2007 were 
agreed as correct with one exception :- 

• Point 106 – it should be noted that the first Podiatry 
appointment for new patients is a 30 minute slot to allow for 
both assessment and treatment. 

 

 

4. MATTERS ARISING 
 
Health Visiting Review – Mrs Benson updated those present on 
the progress of the review within the CHP.  Greater Glasgow and 
Clyde have nominated a Consultant to work with the steering 
groups to develop a workforce plan which incorporates changes to 
skill mix in this workforce.  The date for the initial meeting has 
been set for 11 February 2008. 
 
A local implementation team has to be put in place; this team has 
to include representation from management, Lead Nurse, Health 
Visiting, School Nursing, GP’s, Staff Partnership, Health 
Improvement and appropriate Local Authority personnel.  The first 
meeting takes place on 28 February 2008 and following the 
suggested local roles and accountabilities the group will take 
forward the issues around implementing the Health Visiting 
Review. 
 
Mrs Murdoch suggested having a local user of the Health Visiting 
Service as a member of the steering group to ensure that all 
issues/ concerns were discussed.  It was agreed following 
discussion that it would be appropriate to also have Public 
Partnership Forum input 
 
Dr Gordon raised concern on behalf of his GP colleagues around 
the lack of communication from the CHP regarding the processes.  
Mrs Benson advised that she has written an updated letter to GP’s 
this week.  The Chairman suggested that an update be given at 
the GP Forum meeting.  Mr McCulloch advised that SPF members 
had also been contacted by GP’s expressing their concerns. 
 
Current vacancies are being considered in line with anticipated 
changes to skill mix and geographical boundaries suggested in the 
review.  A current Health Visitor vacancy is being replaced with a 
Band 5 Staff Nurse post.  During the new member of staff’s 
induction period, extra to contracted hours will be offered to 
existing Health Visitors to support this transitional period to ensure 
there is no detriment to service provision 
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5. 
   

KIRKINTILLOCH INTEGRATED CARE CENTRE 
 
A joint presentation was given by Miss Black and Mr Hobson.  
Miss Black gave an overview of the new build and expressed that 
the Partnership involvement in the project has been commended.  
Discussion took place around the various audits that are currently 
taking place and Mrs Murray suggested the use of the Sum-u-late 
Software package which would identify any issues with the flow of 
the building users.   
 
The Chairman enquired if any consideration had been given to the 
review of systems/processes once occupation has taken place.  
Ms Black advised that the steering group will work on devising new 
or altering existing systems in the lead up to occupation and will 
also be responsible for reviewing systems once in place.   
 
Mrs Murray suggested that Disabled Go be contacted as they 
could provide a wealth of experience in regards to disabled access 
and flow throughout the building prior to occupancy as well as 
advice on signage. 
 
Mr Hobson’s presentation focussed on the CHP Capital Strategy, 
an overview of the key principles involved and the CHP priorities.  
Mr Hobson intends to write a formal paper from the presentation 
which will be brought to a future CHP Committee meeting for 
approval.  Mr McCulloch spoke about the linking of CHP 
accommodation and the Staff Governance framework and 
encouraged this. 
 
Copies of the presentation will be circulated with minutes of the 
meeting 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Miss 
Gillespie 

6. GG&C NHS BOARD MEETING 
 
The Chairman gave feedback from GG&C Board meeting on 22 
January 2008, which included 

• South Glasgow New Children’s Hospital 
• Public Consultation on changes to unscheduled care 

admission at the Vale of Leven Hospital 
• Governance arrangements for the Rutherglen/Cambuslang 

corridor 
 

Minutes and papers from the meeting are available in full on the 
Boards website. 
 
The Chairman advised that although he is coming to the end of his 
four year period as an Non-Executive Director of GG&C , he has 
received confirmation from the Scottish Government that this has 
been extended for a further four years. 
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7. CHP ADMINISTRATION & CLERICAL REVIEW 

 
Paper 08/02 had been previously circulated to Committee 
members and was spoken to by Mrs Benson, who advised that 
this draft paper was a summary of the full review which is available 
to anyone who wishes a copy. 
 
Mrs Murray highlighted that the proposed structure looks different 
as the structure is designed to accommodate the changes to 
administration that will occur once the move has taken place into 
the Kirkintilloch Integrated Care Centre in order to reduce 
duplication. 
 
Mr McCulloch spoke about some adjustments that he felt would be 
required within the paper and asked that it be discussed further at 
the next SPF meeting.  Mr McCulloch also asked if the 
consultation process on the paper would include users of the 
Administration and Clerical service within the CHP. 
 
Dr Gordon spoke about the assistance that is provided by the 
Administration Team on Clinical Governance and that this does 
not seem to have been factored in the new structure.  Mrs Benson 
responded that the individual job descriptions reflect the duties 
being undertaken. 
ACTION : NOTED BY COMMITTEE 
 

 

8. SPF REPRESENTATIVES ATTENDANCE AT CHP COMMITTEE 
SEMINARS 
 
Paper 08/03 was submitted by Mr McCulloch to request 
agreement from the Committee for SPF representatives to attend 
the Committee Seminars.  It was agreed that two representatives 
from the SPF could attend the Committee Seminars, one of them 
being the SPF Co-Chair.  Mr McCulloch pointed out that the review 
period for the request will be January 2009 and not 2008 as 
detailed in the paper. 
ACTION : APPROVED BY COMMITTEE 
 

 

9. PERFORMANCE MANAGEMENT 
 
Mr Hobson gave a presentation of the CHP Performance 
Monitoring Report for 2008/2009 and then gave an overview of the 
newly published HEAT Targets and how they impact on the CHP.  
Copies of the presentation will be circulated with the minutes. 
 
Paper 08/04 was previously circulated to Committee Members and 
Mr Hobson spoke about key points within it.  Mr McCulloch spoke 
about the importance of differentiating between short and long 
term absences and that these should be reported separately.  Mr  
 
 

 
 
 
 

Miss 
Gillespie 
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McCulloch also indicated that point 4.4 states two different issues 
and only one is reported on, Mrs Hamilton will establish if data is 
available for both points. 
ACTION : NOTED BY COMMITTEE 
 

Mrs 
Hamilton 

 

10. HUMAN RESOURCES UPDATE 
 
Paper 08/05 was spoken to by Mrs Murray on behalf of Miss 
Barnatt, HR Manager.  The paper focussed on attendance 
management and gave a breakdown of the CHP data since 
January 2007.   
 
KSF data was detailed in section two and Mrs Murray updated on 
the work that is being undertaken throughout the CHP to ensure 
that the 80% compliance target is met by March 2008.  Mr 
McCulloch advised there seems to be an issue pan Glasgow with 
compliance targets and although the CHP has not met the 80% as 
yet, staff should be commended for their hard work in progressing 
towards the targets. 
ACTION : NOTED BY COMMITTEE 
 
 

 

11. FINANCE – MONTH 8 REPORT 
 
Mr Hobson presented paper 08/06 which provided an update on 
the CHP financial situation as at November 2007 and also the 
forecast position for year end.   
 
The report confirms that it is reasonable to expect that the CHP 
will meet its financial targets with a small underspend for 
2007/2008 
ACTION : NOTED BY COMMITTEE 
 

 

12. NURSING ORGANISATIONAL DEVELOPMENT EVENT 
 
Feedback from the event which took place on 13 December 2007 
was detailed on paper 08/07 and Miss Black advised that she is 
currently devising a work plan from the feedback received. The 
work plan will be brought to a future Committee Meeting. 
ACTION : NOTED BY COMMITTEE 
 

 

13. COMMUNICATION GROUP UPDATE 
 
An update from the work undertaken by the CHP Communications 
Group was detailed in paper 08/08.  Mrs Murray highlighted that 
the group had expressed their concern on the recent ill health of 
Mrs Proctor and wished her a speedy recovery.  The group paid 
tribute to the contribution made by Mrs Proctor.  They also 
identified the need to secure a replacement representative from 
the PPF as the input from a public/patient perspective has been 
invaluable to the group. 
ACTION : NOTED BY COMMITTEE 
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14. JOINT COMMUNITY CARE PLAN 

 
The purpose of paper 08/09 was to update the Committee on the 
contents of the Joint Community Care Plan.  The formal launch of 
the plan will be arranged once it has been approved by East 
Dunbartonshire Council.  The paper was presented to the 
Committee for information in its final draft stage.  Once the plan 
has been formally approved by East Dunbartonshire Council 
process a final version will be brought back to the CHP Committee 
for formal endorsement. 
ACTION : NOTED BY COMMITTEE 
 

 

15. EDC & CHP JOINT WORKING PLAN 
 
Paper 08/10 was circulated to the Committee for information.  Mrs 
Murray advised that discussions are currently taking place 
between the CHP and Council colleagues regarding joint posts. 
 
The Chairman indicated his interest in inviting members of the 
East Dunbartonshire Council Community Safety Partnership to a 
future CHP Committee meeting to update the Committee on a 
range of community safety activities taking place in East 
Dunbartonshire.  
ACTION : NOTED BY COMMITTEE 
 

 
 
 
 
 
 
 
 

Mrs 
Hamilton 

16. JOINT PERFORMANCE IFNORMATION ASSESSMENT 
FRAMEWORK 
 
Paper 08/11 was circulated to Committee for noting.  Mrs Hamilton 
provided a brief overview of the document content and advised 
that work is being picked up on specific issues by the Senior 
Management Team.  The Chairman asked if the new 
administration within East Dunbartonshire Council had resulted in 
any changes to joint working, Mrs Hamilton expressed that it is too 
early to see any significant differences. 
ACTION : NOTED BY COMMITTEE 
 

 

17. SUMMARY ACTION LIST FOR THE CHP MANAGEMENT TEAM 
 
Paper 08/12 was tabled at the meeting to update the Committee 
on the activity of the Senior Management Team.  Mrs Murray 
spoke to the paper giving a brief overview of the contents. 
ACTION : NOTED BY COMMITTEE 
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18. CHP MONTHLY BULLETIN 

 
Paper 08/13 had been circulated to the Committee for information 
only.  Mrs Murray requested that the CHP Communications group 
survey staff to evaluate whether this monthly bulletin is valued by 
staff, would they like to see any changes in format, content or 
frequency of the bulletin. 
ACTION : NOTED BY COMMITTEE 
 

 

19. MINUTES OF MEETING 
 
i) Professional Executive Group – 28/11/07 - NOTED 
ii) SPF – 19/12/07 -NOTED 
iii) PPF – 07/12/07 - NOTED 
iv) Delivering for Child and Young People – 06/11/07 –NOTED 
 

 

20. A.O.C.B. 
 
Nil 
 

 

21. DATE & TIME OF NEXT MEETING 
 
Seminar – Friday 29 February 2008, 11am*, Corporate Meeting 
Room, CHP Headquarters 
 
*Please note change of time – lunch will be provided 
 

 

 



          
East Dunbartonshire Community Health Partnership 
 
Committee Meeting: Friday 28 March 2008     Committee Paper No. 08/16 
                           
 
 
Report by     Serena Barnatt, Head of HR  
Contact:        tel: 01389 812332  

email: serena.barnatt2@ggc.scot.nhs.uk 
 
 

EAST DUNBARTONSHIRE CHP 
HR Update 

 
 
Purpose of Report: 
 
To provide the commitee with an HR  update on:  
 

1. Attendance Management  
2. KSF Implementation  
3. Policy Implementation  
4. Staff Governance 

 
 
Background 
 
The CHP have to contribute towards a national target for 4 percent for sickness 
absence for the Board. This report provides monthly update on attendance 
management. 
 
The CHP have to achieve targets set for implementation of Knowledge and Skills 
Framework (KSF) and Personal Development Plans (PDP’s), this report provides 
an update on progress. 
 
This report  informs the committee about the launch of new policies for 
attendance managment and worklife balance, as well as an update on Staff 
Goverenance.  
 
Recommendations:- 
 

1. Note the contents of the report  
2. Receive updates 

 
 

                                                                                                          



1.HR update  
 
This paper provides the committee with an update on how the CHP is performing in relation to 
contributing to towards the NHS Boards target for attendance management and 
implementation of  Knowledge and Skills Framework (KSF) for staff.  
 
The CHP has been leading on the development and delivery of a staff goverance monitoring 
framework, this report provides an update with progress as well as informing the committee 
about the launch of new policies for attendance management and work life balance.  
 
 
2.Attendance Management  
 
The NHS in Scotland has a national target of 4 percent of sickness absence across all service 
areas by March 20081 .This target is set to continue until March 20092.  
 
This   report provides an update to the committee on monthly absence trends for CHP . The 
latest workforce report provides updated figures for January 2008. This report provides 
average figures for the CHP over the last 12 months which is currently averaging 4.81 per 
cent.  The next report to the committee will report on the year end position. 
 

February 07 
       
6.62  

March 07  
       
3.67  

April 07  
       
2.81  

May 07  
       
4.73  

June 07  
       
4.43  

July 07  
       
2.80  

August 07  
       
4.85  

 
September 07  
 6.42  
October  07  
 7.52 
November  07  
 5.30 
 
December 0  4.12 
 
January 08   
 4.48 
Average  
 4.81 

 
 
The CHP will continue to monitor its progress but reporting absence figures is only one facet 
of a number of measures the CHP is implementing to achieve this target. As described in the 
CHP Development Plan, alongside reporting absence, analysis of trends, local training 
sessions have been delivered on sickness absence and as a CHP; we want to make sure 
appropriate methods are in place to support staff during ill health and in line with positive 
                                                 
1 Efficient Government NHS HDL (2005) 
2 Better Health, Better Care (2007) 
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supportive practices around Staff Governance and implementation of Healthy Working Lives 
locally. 
  
 
3. KSF Implementation  
 
The Board has been set a national target of achieving implementation of KSF and Personal 
Development Plan (PDP) implementation as follows: 
 
 
By December 2007    50 per cent of staff  will have  KSF and PDP  
By March 2008           80 per cent of staff  will have  KSF and PDP  
By June 2008            100 per cent of staff will have KSF and PDP 
 
 
The CHP monitors its progress through monthly reports from service managers to KSF lead, 
standing item on SMT, Partnership Forum and Extended Management team meetings. Data 
is also included in performance report for CHP.  
 
 
At the end of February an exercise was undertaken to check  accuracy of information held on 
local data base and to get a list of staff  from each of the service managers for outstanding 
KSF’s and PDP’s.  
 
At the end of February  79 percent of staff had a KSF outline and 57 percent of staff had a 
PDP. The CHP is progressing well with KSF and PDP implementation. However through 
carrying out this exercise, it has been noted there may be a small number of staff which will 
not have a KSF and PDP achieved for by June 2008 for a variety of genuine reasons i.e. on 
secondment to another organisation, maternity leave etc. The KSF lead has already reported 
these concerns to the KSF team and will continue to closely monitor this situation as we move 
towards the requirement to achieve a target of 100 percent.   
 
4. New policy Implementation  
 
New harmonised  policies on Work life Balance and Attendance Management were  launched 
for implementation at the beginning of March 08. Road shows have been organised across 
Greater Glasgow Clyde. In addition East Dunbartonshire CHP’s Senior HR Advisor will 
support the implementation plan by delivering sessions locally with service teams. Support 
has also being offered by partnership representatives of the local SPF to deliver these  
sessions jointly.   
 
 5. Staff Governance  
 
Sessions have been delivered locally with service teams to raise awareness of the CHP Staff 
Governance Monitoring Framework. These sessions have been jointly delivered by 
partnership representatives from SPF and HR.    
 
An update on these sessions will be given at the next SPF on 2nd April and discussion about 
updating the staff governance monitoring framework is planned, with the intention of providing 
a report to the next committee with an update.  

Paper 08/16 



          
East Dunbartonshire Community Health Partnership 
 
Committee Meeting: Friday 28 March 2008           Committee Paper No: 08/17 
                              
 
 
Report by: Lynda Hamilton, Head of Planning & Health Improvement 
Contact: tel: 0141 201 3301 

email:  Lynda.Hamilton2@ggc.scot.nhs.uk 
 
 
 

EAST DUNBARTONSHIRE CHP 
Organisational Performance Review 

 
 
Purpose of Report: 
 
Committee members will recall that at the November 2007 meeting of the CHP 
Committee, a paper, outlining the proposed new Organisational Performance 
Review was discussed.   
 
The first Performance Review with the Board’s Chief Executive and his team took 
place on 29th February 2008. 
 
 
 
 
Recommendations:- 
 
The CHP Committee is asked to:- 
 

1. Note the attached paper submitted to the Health Board for our first 
Organisational Performance Review meeting with the Board’s Chief 
Executive and his team. 

2. Note that we are awaiting the formal written report from that meeting 
which will highlight any specivic actions required of the CHP which will be 
measured at the next Performance Review due to be scheduled for 
October 2008. 
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1.                            Shift the Balance of Care 
 

Review attainment of the following targets in measuring the shift in the balance of care: 
 
a) What is SPARRA data telling you about people at risk of emergency admission? 
 
Data to illustrate current performance: 
 
The Scottish Patients at Risk of Readmission and Admission (SPARRA) data predicted that 214 persons 
(3%) of East Dunbartonshire residents aged 75 or over were 50% or more at risk of readmission in the 12 
months from their last admission episode. However, the actual emergency readmission rate was 6% and from 
all admissions 20%. This shows that the actual readmission rate was double the SPARRA emergency 
prediction and six times the SPARRA prediction when all admission types were included. 

When the SPARRA methodology was used with an up-to-date data set supplied by East Dunbartonshire GPs 
and the Acute Informatics Department the prediction figures were that 526 (seven percent) of people were at 
a 50% or more risk of readmission in the 12 months from their last admission.  

 

Risk Stratification of persons aged 75 or over with an emergency admission in the last 12 months 

Risk Stratification

0

500

1000

1500

Risk Level

N
um

be
rs

Numbers

Total %

Numbers 1256 273 253

Total % 70% 15% 15%

Less than 50% 50% + 75% +

Low Medium High

 
 
The source for this data is the CHP/ East Dunbartonshire Council commissioned Joint Vulnerable Older 
People Project- Report October 2007. 
 
Other key data collection enabled the work, which included: 
• 48% of all admissions to hospital were people aged 75 or over; 
• 20% of these were readmitted within 12 months of which 7% were within 7 days; 
• 2% of people aged 75 or over contributed to 37% of all East Dunbartonshire bed use in hospital; 
• 97% of all people aged 75 or over had contact with a service, all of whom had been seen in General 

Practices. 
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Strengths, opportunities and risks 
 
Risk stratification of individuals was shown to be a very useful indicator of risk, especially when risk 
stratification was considered with inclusion of clinical information relating to diagnosed long term conditions. 

The findings of the project helped the Joint Older People’s Planning, Performance & Implementation Group to 
identify and prioritise actions to consolidate good practice, and address concerns highlighted.  

 
 
b) No of people supported at home with intensive care packages 
 
 
Data to illustrate current performance:- 
 
Indicator No.  
 

Indicator Description: 
Intensity of Home Care 
The number of home care packages of more than 10 hours for customers aged 65+ 

2005/6 Baseline 154 Evaluation of baseline performance: 
Relatively low score.  Action required to increase levels of intensive home care services. 

 Variance (from 
baseline): Comment on Performance 

2006/7 194 +26% Significantly improved performance.  Inclusion of home care 
components of people in group living/supp accom services has made a 
significant difference to the level of intensive services reported. 

2007/8    
2008/9    
(Source: EDC Social Work Department) 

 
Strengths, opportunities and risks: 
 
Intense as well as flexible (i.e. weekends and overnight) availability of home care is crucial to support and 
maintain people at home, as well as avoid potentially avoidable admissions to hospital and care homes. 
 
Out of hours home care was introduced in East Dunbartonshire in 2007/08, and it is anticipated that this will 
have an impact on increasing the number of intensive home care packages and potentially reducing the number 
of people admitted or readmitted to hospital. 
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c) Reductions in rates of hospital admissions and bed days for COPD, asthma, diabetes 
 
Data to illustrate current performance: 
 

Reductions in Rates of Hospital Admissions and Bed Days for COPD, CHD, Asthma & Diabetes  
Data at April – June 2007 

Target Measure Entity MRV Short Term Long Term 
Asthma Discharge 
rate per 100,000 
population 

 
EDCHP 

17.1 Better Better 

 GG&C 34.4 Better Better 
Asthma average 
length of stay in 
days 

 
EDCHP 

 
1.4 

 
Better 

 
Better 

 GG&C 2.5 Better No Change 
CHP Discharge rate 
per 100,000 

 
EDCHP 

 
190.6 

 
Better 

 
Better 

 GG&C 200 Better Better 
CHD average 
length of say 

 
EDCHP 

 
4.4 

 
No Change 

 
Better 

 GG&C 3.5 Better  Better 
COPD and 
bronciectasis 
discharge rate per 
100,000 population 

 
EDCHP 

 
63.5 

 
Better 

 
Better 

Hospital Discharges 
 
Reductions in rates of 
hospital admissions and 
bed days for COPD, 
CHD, Asthma & 
Diabetes. 

 GG&C 130.1 Better Better 
 COPD and 

bronciectasis 
average length of 
stay 

 
EDCHP 

 
5.6 

 
Better 

 
Better 

  GG&C 6 No Change No Change 
 Diabetes discharge 

rate per 100,000 
population 

 
EDCHP 

 
19 

 
Better 

 
No Change 

  GG&C 29 Better Better 
 Diabetes average 

length of stay 
 
EDCHP 

 
2.9 

 
Better 

 
Better 

  GG&C 6.4 Worse Worse 
 
Data supplied shows on average a low length of stay and low numbers of discharge rates for these diseases but 
particularly for diabetes and asthma, with both improved short and longer time trends. 
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Strengths, opportunities and risks: 
 
These data may well be related at least partially to the amount of work undertaken in practices around patient 
education and chronic disease management. 
 
Potential risk of nGMS burnout within GP practices, and particularly practice nurse, as more enhanced 
services come on stream and practices may well ‘cherry pick’ rather than embracing them all. 
 
 
d) Rates of attendance at A&E 
 
Data to illustrate current performance: 

A&E Attendances by Site 
1/01/07 – 31/12/07 

 
Hospital Vic SGH GRI Stob Wig Clyde Total 
East Dun 

CHP 
 

204 
 

607 
 

2341 
 

14156 
 

5842 
 

167 
 

23,317 
 

NHSGG&C 
 

67.362 
 

47988 
 

72427 
 

41044 
 

58839 
 

116,566 
 

404,226 
 

East Dunbartonshire CHP’s attendances as a % of total attendances = 5.77% 
East Dunbartonshire CHP population as % of NHSGG&C = 8% 
A&E attendances show 71% of East Dunbartonshire residents attend Stobhill Casualty and 
GRI A&E than any other A&E. Another 25% of our residents attend Western Infirmary A&E, 
with only 4% of East Dunbartonshire’s population attending other hospitals.  This reflects 
current patient flows to GRI and Stobhill for the Strathkelvin area and to Western Infirmary  
for Bearsden and Milngavie. 

  
 
 
Strengths, opportunities and risks: 
 
The above figures illustrate that in comparison to other CH(C)Ps with areas of high deprivation, the population 
of EDCHP are not heavy users of A&E services.  It would be helpful to have more data from A&E to identify 
the repeat users in order that we can take the necessary interventions to prevent repeat attendances. 
 
 
e) Co-ordination with Acute Division in line with the Acute Services Review 
 
Data/Narrative to illustrate progress on above: 
 
The CHP has lead for Coronary Heart Disease MCN and is involved in the Stroke MCN. 
 
Local “Twinning” arrangements have been established with the North East sector of the Acute Division and a 
group of senior managers meet regularly.  This arrangement is currently being established for the West. 
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Strengths, opportunities and risks: 
 
The new Stobhill Hospital Clinical Transition arrangements have provided the CHP with the opportunity to be 
involved in the Clinical Redesign Groups.  The CHP Director and Head of Planning represent CH(C)P’s on 
the Clinical Transition Group planning for the ACADs. 
 
 
 
f) Demonstrate service developments intended to achieve HEAT Target – Reductions in rate of 
attendance at A&E from 2006/07 to 2010/11 
 
Data to illustrate current performance: 
 
In order to reduce the rate of A&E attendance from 2006/07 to 2010/11 we need to obtain data which will 
show us who is attending A&E and for what purpose, so that we can understand the attendance pattern and re-
direct patient flow as appropriate. 
 
There are a number of ways in which we can potentially reduce the number of older people attending A&E 
e.g. 
 
 The Vulnerable Older Persons Project recommends better identification of vulnerable people, on point 

of entry to services, developing pathways for alternatives to A&E presentations. 
 
 Out-of-hours homecare support. 

 
 Telecare assisting technology. 

 
 Better use of the Council’s 24 hour care Community Alarm System. 

 
 Falls Prevention work. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



2.                                             Improve Resource Allocation 
 
a) Outline the actions that the CH(C)P is taking to provide leadership to local partnership action at a strategic 

level, specifically within the context of the local community planning partnership in relation to a local 
health improvement priority e.g: nutrition, tobacco control, obesity, breast feeding, alcohol, drugs, sexual 
health, mental health, oral health, immunisation, accident prevention. 

 
Data to illustrate current performance: 
 
1.  Community Planning 
 
The CHP significantly contributes to the Community Planning process in East Dunbartonshire.  The 
Community Planning structure is described below. 
 

 
 
The CHP Director sits on the Community Planning Partnership Board and chairs the Health Improvement 
Strategy Group.  The CHP has Heads of Service and Senior Manager representation on all themed partnerships 
and sub groups with the exception at present of the Environment Partnership.  Discussions are underway 
between the CHP and the Council’s Chief Executive and Senior Officers on the creation of a Themed 
Partnership for Community Care Services which will help to significantly raise the profile of the services.   An 
Employability Sub Group of the Learning & Diversity Partnership has just been established, with CHP 
representation, to take a multi agency approach to employability in East Dunbartonshire. A revised Joint 
Planning structure for Community Care groups was developed by the CHP and approved by the Council in 
June 2006 and implemented. 
 
2. Health Improvement Strategy Group (HISG) 

 
The CHP is the Lead Partner of the East Dunbartonshire Health Improvement Strategy Group (HISG).  This 
group has representation from Heads of Service within the CHP, the Local Authority, Job Centre, Further 
Education and Voluntary Sector.  It is chaired by the CHP Director.  The group reports bi-annually to the ED 
Community Planning Partnership Board. 
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The HISG developed the Joint Health Improvement Plan (JHIP) which has local partnership actions for mental 
health, smoking, physical activity, drugs and alcohol, nutrition, oral health, sexual health, learning and 
employment, safer communities, housing, the environment and transport.  It has 2 cross cutting themes: 
community engagement and equality and diversity. 
Data on our performance against the health improvement targets is contained in the Performance Management 
report attached.  The CHP Director is now a member of the Local Licensing Forum. 
 
3. Protected Learning Time (PLT) 
 
Use the CHP PLT events to promote board-wide developments e.g. Breastfeeding Awareness, Equality & 
Diversity, Suicide Prevention, Sexual Health Strategy, Child Protection.  These events bring together all GP 
practice staff and CHP together bi-annually to share learning and deal with corporate priorities. 
 
 
Strengths, opportunities and risks: 
 
Difficulty at time in persuading some independent contractors and their staff of the appropriateness and 
relevance of some of these issues. 
 
The Single Outcome Agreement will give the CHP even more opportunity to provide leadership to local 
partnerships actions and the CHP Director and Head of Planning and Health Improvement are working with 
the Community Planning Partnership to influence these. 
 
 
b) Contribution to ASR savings 
 
Data to illustrate current performance: 
 

• Administration Review – reduction in posts to improve efficiency with scope for further reduction 
when Kirkintilloch Initiative building is operational. 

• Review of vacancies – Physiotherapy/Podiatry/Health Visiting to reduce costs. 
• Ongoing work of Prescribing Support Pharmacists to improve cost effectiveness of prescribing – 

establishment of Prescribing Group to action areas for improvement. 
• Review of accommodation to consolidate services onto fewer sites to enable reduction in leasing costs. 
• The CHP will identify savings from its 2008/09 allocation to contribute to the Board’s Financial Plan 

targets. 
 
 
Strengths, opportunities and risks: 
 

• Potential impact of resource allocation model on services. 
 
 
 
 
 
 
 
 



3.                                             Focus Resources on Greatest Need 
 
a)   Give two examples of where you have used an awareness of an inequality to affect service delivery for 

each of the following: 
 
i. An Equalities thematic strand 
 
Data to illustrate current performance: 
 
An Equalities thematic strand. 
 
Gender - Working with the local partnership for Gender Based Violence, the CHP is currently undertaking an 
awareness raising exercise to promote the uptake of services for vulnerable women in ED. 
 
Benefits - Maximisation Working with ED Welfare Benefits Service, the CHP has set up a referral scheme for 
CHP patients.  From April – December 2007, £100,000 of unclaimed benefits was obtained for our patients 
through this scheme. 
 
 
 
 
Strengths, opportunities and risks: 
 
Gender – The multi-agency Gender Based Violence Strategy was launched by the Council and CHP on 14th 
February 2008.   The CHP will undertake an awareness raising campaign among its staff.  This relates to the 
CHP health & Homelessness Plan in East Dunbartonshire as Domestic Abuse is the second highest reason for 
homelessness in the CHP area. 
 
Benefits Maximisation – The CHP has been successful in bidding for funding from Macmillan assess the 
needs of patients with long term conditions including benefits, and to promote awareness.  This initiative 
offers an opportunity to provide greater support to people on low incomes. 
 
 
ii) SIMD data zones (deprivation) 
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Data to illustrate current performance: 
 
Using SIMD data, health was identified as one of the community planning priorities in ED, with work 
specifically targeted in 2 of the most deprived areas, Twechar and Hillhead which are also the Councils’ 
Regeneration Outcome Agreement (ROA) areas. 
 
1. UNICEF Baby Friendly Award - Data on breastfeeding rates in East Dunbartonshire shows significant local 
variation, with the lowest rates found in the ROA areas.  ISD statistics for East Dunbartonshire indicate that in 
2005 there was a 53% breastfeeding initiation rate.  There is however, marked differences between the 
Bearsden and Milngavie area (64.8%) and Strathkelvin (44.5%), with the lowest rates in Hillhead and 
Twechar (17.6%) The CHP has obtained ROA support to undertake the UNICEF baby friendly award, to help 
address this local inequality.  The CHP is providing UNICEF training for all staff. 
 
 
 
 



Paper 08/17 9

2.  Twechar Healthy Living & Enterprise Centre - The CHP works closely with the local action group in 
Twechar and provides CHP mainstream services in the new Twechar Healthy Living and Enterprise Centre 
including, child health surveillance, smoking cessation and health improvement work with young people and 
families.  We are scoping the need for GP provision to Twechar in discussion with a GP practice and Primary 
Care support. 
 
3.  Findings from the ROA Household Survey, 2007, showed that only 40% of the respondents from Hillhead 
consumed 5 or more portions of fruit and vegetables per day.  Respondents who were not working tended to 
eat less fruit and vegetables that those who were in employment and young people aged 16-24 ate less fruit 
and vegetables that the over 65’s.  This data has been used to support a proposal for the re-establishment of a 
volunteer led food co-op in the Hillhead area.   
 
 
Strengths, opportunities and risks: 
 
UNICEF Baby Friendly Award – By using ROA funding to support the development of this award to 
Hillhead, Twechar and the Strathkelvin area, the CHP will ensure equity of approach across the whole CHP as 
the award has been in place in Bearsden and Milngavie for a number of years.  The award should lead to a 
significant increase in breastfeeding rates, especially in Hillhead and Twechar with life long health benefits for 
the new generation of children. 
 
Twechar Healthy Living & Enterprise Centre – There is further scope to offer services within the centre e.g. 
the Community Pharmacy staff are currently undergoing ‘C’ card training.  CHP staff are working with 
Twechar Regeneration Group and Twechar Community Action Group to explore this.  The Community 
Parmacist will shortly undertake the Independent Prescriber course. 
 
The CHP obtained ROA funding for a part time Community Health Worker, to cover Hillhead and Twechar.  
Health Improvement work includes providing fitness and fun sessions for an after school club in Twechar 
Healthy Living & Enterprise Centre, and developing a proposal for a food co-op in Hillhead. 
 
Risks include the sustainability of the work as ROA funds are replaced by Fairer Scotland.  The CHP will 
consider how the UNICEF project and the community health work in Hillhead & Twechar could be 
mainstreamed. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



4.                                             Improve Access 
 
a) Review attainment of the following targets in measuring access: 
 
I. AHP Waiting Times 
 
Data to illustrate current performance: 
 
AHP Waiting Times in Weeks 
 

April 07-Jan 08 April May June July Aug Sep Oct Nov Dec Jan 
Physiotherapy 33 29 26 15 15 10 10 10 9 10 
Podiatry 6 6 6 6 6 6 6 6 6 6 
Dietetics 7 9 9 8 8 7 5 6 7 3 
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Improve Access 
 
The above table shows a significant decrease in physiotherapy waiting times from 33 weeks in April 2007 to 
10 weeks in January 2008. 
 
Podiatry and Dietetics waiting times fall within the former Primary Care Division targets of 6 weeks.  

 
 
 
 
 
 
 
Strengths, opportunities and risks: 
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Regular dialogue via GP forum afford opportunity for feedback around any current AHP issues e.g. patient 
access to physiotherapy triage. 
 
Perceived lack of podiatry input into practice based annual diabetic review has been highlighted recently as a 
particular problem area which is outwith the control of the CHP and is creating pressure in the mainstream 
Podiatry service. 
 
Physiotherapy 
 
The CHP has taken action to reduce waiting times in physiotherapy in response to complaints from GPs raised 
at the GP Forum.  This has been achieved by a combination of service re-design, cleaning the waiting list, 
putting in administrative support to free up clinical time, use of temporary staff and realigning the domiciliary 
service alongside the Community Older People’s Team to improve access and reduce duplication. 
Physiotherapists are developing an employability project to assist patients to return to work quicker and a 
physical activity project, in conjunction with local council leisure centres, to encourage patients to access these 
facilities earlier in their rehabilitation and aid their recovery.  
  
An audit has been undertaken on patients’ evaluation of the current self-referral process and we are awaiting 
the results from the audit office. 
 
Podiatry 
 
The caseload currently stands at 5550 clinic patients and 1000 domiciliary patients, including several nursing 
homes.  Most patients receive approximately 4 treatments per year therefore 22,000 return clinic appointments 
are offered and 4000 return domiciliary appointments. 
A number of significant developments and improvements to services have taken place as follows: 
 

• New podiatry clinic opened in Bishopbriggs in Sept 07 in a central location near Bishopbriggs Cross. 
(It replaced the original one which was located in the High School).  The new improved facilities 
provide 2 clinical areas, decontamination area and an orthotic lab. 

• Nail surgery and biomechanics are now provided in East Dunbartonshire CHP which eliminates the 
need for patients to travel outwith the area for these services. 

• Decontamination areas in Townhead Clinic, Kirkintilloch and Milngavie Clinic have been upgraded. 
• Access to a central phone Monday – Friday 9am-5pm is available for all new patients to arrange 

podiatry appointments in Milngavie, Townhead and Bishopbriggs Clinics. 
• An audit undertaken over a 3 month period has identified that patients in the Bishopbriggs area have 

requested a central phone line to arrange return appointments.  This is currently being implemented 
and will go live at the end of March 2008. 

• Specialised podiatry services such as laser therapy clinics, electro surgery clinics and gait analysis 
clinics are also in operation. 

• Direct access to radiology, vascular, dermatology and orthopaedics enables the podiatrist to refer 
patients directly to the services.  This eliminates the need for GP appointments and referrals, thus 
reducing the patients’ journey.* 

• Steroid injections will be delivered in Milngavie and Bishopbriggs Clinic, with further training of staff 
and mentoring to provide this facility at all clinics within East Dunbartonshire CHP.* 

 
 

• All staff will be compliant with Ionising Radiation (Medical Exposure) Regulations ( I.R.M.E. 
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regulations) – May 2008* 
• Diabetic Foot Packs are provided to each high risk diabetic patient.* 

 
* These services and developments are unique to the podiatry team with East Dunbartonshire CHP and 
therefore are not available / accessible in the other CH(C)P’s. 
 
Dietetics 
 
Dietetic clinical sessions have commenced in Milngavie clinic which eliminates the need for the local 
population to travel to Clydebank and Drumchapel to attend the Dietician. 
Weight Management Clinics 
 
 One to one clinics have commenced in Milngavie and Townhead Clinic, Kirkintilloch.   Weight Management 
Group meetings are held in the Milngavie Clinic and are currently being expanded in Bishopbriggs and 
Kirkintilloch area. 
 
 
 
Strengths, opportunities and risks: 
 
One area of risk for the CHP is that the diabetes MCN system cannot provide podiatry cover for absent 
podiatrists at the diabetic clinics. 
CHP staff are participating in the waiting times work led by the Director of the South East CHCP and it is 
hoped that this work will offer an opportunity to continue to manage our waiting lists effectively 
the increased volume of referrals from Acute sector to East Dunbartonshire CHPs a risk to the CHP effectively 
managing its waiting lists. 
 
 
ii) Open to CH(C) P to select an additional area relating to access Examples: Mental health, oral health, 
screening, addictions, delayed discharge etc. 
 
Data to illustrate current performance: 
 
The CHP would like to take this opportunity to highlight accessibility issues and service pressures within East 
Dunbartonshire’s Community Addiction Team (CAT) as follows: 
 
Community Addiction Team (CAT) 
 
1.Number of New Cases 
 
For 2007-08 the number of new cases predicted in the Corporate Action Plan was 282, however, 250 new 
baseline assessments for new people accessing the service have been completed in the first 6 months of this 
year indicating a substantial increase in numbers accessing the service with no corresponding increase in staff 
resource. 
 
 
 
 
 
2.Waiting Times 



Paper 08/17 13

 
Current access to assessment is strong at 85% of people seen within 10 working days but access to treatment 
once assessed is poor with only 5-10% of people given their first treatment appointment within 14 days from 
the date of the Care Plan being established. 
 
3. Geographical Accessibility 
 
East Dunbartonshire CAT is based in Kirkintilloch and covers a population of over 100,000 in a mix of urban 
and rural areas, including 2  Regeneration Outcome Agreement (ROA) areas in Hillhead and  Twechar.  
Increasing demands are being placed on the service from Hillhead, Twechar and Lennoxtown from 
community and carer groups for local service delivery.   Due to service demand and poor transport links across 
the area services are provided by 2 staff, 2 days per week for the Milngavie and Bearsden population which is 
stretching the limited staff resource even further. 
An analysis of Care First data has shown that in 2005/06 28 people accessed the service from Hillhead 
compared to 70 so far in 2007/08. 
4. Increasing Demand for Substitute Prescribing 

 
Until the establishment of the CAT in East Dunbartonshire people had to travel to Glasgow to access 
substitute prescribing.  The service is struggling to meet the demand for integrated substitute prescribing with 
only around a third of the 70 people in shared care being supported.  This issue is being addressed at the 
Addictions Planning, Performance & Implementation Group. 
 
5. Additional Priorities 
 
Additional priorities for CAT include: 
Homelessness – Many homeless service users from East Dunbartonshire live in temporary accommodation in 
Glasgow City and take up 50% of the Outreach Worker’s caseload. 
Alcohol Users – Over 5% of the caseload are alcohol users aged 65+ and due to the complexity of chronic use, 
poor health, mobility and transport and access issues residential rehabilitation placements have increased from 
9 to 20 in this financial year. 
 
Children Affected- No additional resource is available to support children affected by alcohol. 
 
Needle Replacement – ISD statistics from 2006 show that East Dunbartonshire has one of the highest rates of 
sharing needles/equipment in Scotland, resources are required to enable more pharmacies to participate in this 
scheme and to develop innovative methods to reduce harm and the risk of blood born virus transmission. 
 
Screening 
 
1.  Diabetic Retinal Screening 
 
The Mobile Retinal Screening Service has now covered a range of community sites in East Dunbartonshire as 
follows: 
 
Kirkintilloch – 330 attended in November last year, a further 118 patients and similar number for rescreening 
have been invited for Feb/March this year – this includes all the patients still waiting to be seen for the first 
time. 
 
 
Lennoxtown – 43 attended in November, a further 9 new patients and about the same number for rescreening 



will be seen in Feb/March – there are no others waiting to be seen for the first time. 
 
Milngavie – about 125 were seen in December, a further 38 new patients and about 115 for rescreening will be 
seen in March/April – there are no others waiting to be seen for the first time. 
 
 
 
Strengths, opportunities and risks: 
 
Community Addictions Team – There is a risk that if referrals to this team continue to rise without any 
additional resources, that patients will not be able to access treatment timeously. 
 
 
 
b) Demonstrate service developments intended to achieve HEAT Target – Ensure that  
    anyone contacting their GP surgery has guaranteed access to a GP, nurse or other   
    health professional within 48 hours. 
 
Data to illustrate current performance: 
 
We had 100% compliance with this target in November 2007. 
 
 
 
Strengths, opportunities and risks: 
 
East Dunbartonshire CHP has for the majority of the returns, achieved this target with 100% compliance. 
 
We share this type of information openly at the GP and Clinical Governance fora. 
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5.                                                      Modernise Services 
 
a)   Describe the effort and output to join up pathways that have improved (speed and/or quality) across 
      health and social care and other partners: 
 
Data/Narrative to illustrate progress on above: 
 
1. Final JPIAF Annual Evaluation Statement 2006/2007 
 
The final evaluation statement assessed East Dunbartonshire’s performance as making “steady progress” 
which was a significant improvement on last year’s evaluation of “improvement required”.   This has shifted 
our position in relation to other partnerships from 27th in 2005 to 10th in 2006.  This improvement is as a result 
of the implementation of the revised joint planning structures and re-energising of the partnership. 
 
2. Vulnerable Older Persons Project 
 
The Older People’s Joint Planning, Performance and Implementation Group (OPPIG) commissioned the Joint 
Vulnerable Older Persons Project in October 2006 to explore why a small number of older people were 
accounting for a large number of emergency admissions, and how such admissions could be avoided. 
 
The project highlighted that: 
 
• 48% of all admissions to hospital were people aged 75 or over. 
• 20% were re-admitted within 12 months of which 7% were in 7 days 
• 2% of people aged 75 or over contributed to 37% of all East Dunbartonshire bed use in hospital. 
• 97% of all people aged 75 or over had contact with a service, all of whom had been seen in general 

practice 
 
11 key actions were recommended in the report and all have been agreed by the OPPIG and included in an 
Action and Implementation Plan which also encompasses all existing work streams and action plans within the 
remit of the OPPIG. 
 
The top priority is to establish a single point of contact and entry into all services for older people.  This is 
currently being established between Social Work and the CHP and a member of the CHP staff allocated to 
take this forward. 
 
3.  Out of Hours Home Care Pilot 
 
This new service has been established by Social Work during 2007 to improve the range of out of hours 
evening and weekend services available to people to prevent admission and re-admission to hospital. 
 
4.  Data Sharing Partnership 
 
The CHP and East Dunbartonshire Council are involved in this work which will result in improved access to 
data on patients/clients to ensure speedier access to services. 
 
 
 
 
5.  Child Protection 
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The CHP is well represented on the Delivering for Children and Young People Partnership which incorporates 
the Child Protection Committee.  In addition, the Head of Primary Care and Community Services has 
established a regular Joint Child Protection Officer meeting every 6 weeks to discuss and progress cases, and 
offer peer support to staff. 
 
The recent HMIe Child Protection Report for East Dunbartonshire concluded that services had taken very 
effective action to implement the recommendations in the Pilot Inspection Report from July 2005 and very 
good progress had been made towards meeting the main points for action. 
 
6.  Vulnerable Adult Protection Policy 
 
This policy has been jointly developed by the CHP and Council and is currently being implemented in both 
organisations. 
 
7.  Sexual Health Strategy Group 
 
The multi agency group chaired by the CHP has made significant progress in developing the Sexual Health 
priorities in East Dunbartonshire.  This has included securing funding for a Sandyford Hub in the Kirkintilloch 
Integrated Care Centre, undertaking a parents’ survey which generated 2822 responses, increasing the 
availability of the ‘C’ Card Scheme and emergency contraception and revising the Sexual Health and 
Relationships Education in schools. 
 
8.  Crisis Response Team (CRT) 
 
The implementation of the Crisis Response Team in Mental Health saw the admission rate (Table 1) fall and 
remain steady for the remainder of the year.  There was a peak in December (Table 2) where net admissions 
were greater than discharges.   
 
Further work is being progressed with North Lanarkshire and we can evidence North Lanarkshire patients 
spend longer in hospital due to lack of structured social care crisis response.  North Lanarkshire admissions 
average 43 days stay compared with 18.4 days for East Dunbartonshire. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
TABLE 1 
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Admission Rates

•The attached graph shows admissions levels for 2007

•Within East Dunbartonshire the trend is relatively stable and compares well to similar CHPs
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TABLE 2 

5

Net Admissions

•The attached graph shows numbers of admissions less numbers of discharges and transfers out of 
area for 2007

•A negative number shows that discharges and transfers were higher than admissions

•East Dunbartonshire had more discharges than admissions for 9 of the 12 months of 2007
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Strengths, opportunities and risks: 
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There is a strong culture of Joint Working in East Dunbartonshire which the CHP significantly contributed to 
and nurtures.  Further opportunities to enhance this are emerging through our planning for the Kirkintilloch 
Integrated Care Centre which will bring Health & Social Work services together in the same building.  There 
is joint organisational development work planned to maximise the opportunities for improved communication, 
staff & resource utilisation and improved service delivery as a result of this project. 
 
A similar project is underway in Lennoxtown with a wide range of partners. 
 
In addition the Social Work and CHP Management Teams have recently participated in one of a series of 
Organisational Development days to define and refine the partnership and work towards clear governance 
arrangements for joint teams. 
 
The implementation of the Health Visiting Review and revision of skill mix is also an opportunity to join up 
pathways.  The CHP has held it’s skill mix workshop and the 1st steering group meeting is organised for 27th 
February.  One pressure will be the implementation of the new immunisation programme in schools. 
 
There is evidence that East Dunbartonshire CRT are effective around reducing admissions and lengths of stay, 
but there is a challenge around targeting resources to greatest need as North Lanarkshire patient use more 
resource per patient than East Dunbartonshire due to lack of a social care response.  A report, which is in 
development, shows that North Lanarkshire patients accounted for 12% of the Larkfield’s catchment area in 
1999 but current usage is at 25% and with 25% of admissions to the CRT (over a 6 month period) from North 
Lanarkshire. 
 
 
b) Select one of the following to demonstrate your work as an inclusive organisation 
 

i) Public accountability and engagement (including public, service users, carer).  
ii) Contractors (relationships and developments with NHS contractors and service providers). 

 
Narrative: 
 
1. PPF 
 
The CHP has established an energetic, engaged and active PPF who made a significant contribution to the 
CHP Development Plan 2007-10, the Communications Group, Clinical Governance and the Joint Community 
Care Plan and CHP Committee. 
 
The group, with support from East Dunbartonshire Council for Voluntary Services, has developed its Working 
Agreement and an Induction Pack which it will display at Voluntary Health Scotland’s Event in Edinburgh 
this month.  We are currently working with the PPF to further their development and support them to 
contribute to the Kirkintilloch Integrated Care Centre planning.   
 
The PPF are represented on the CHP Committee and a succession planning process is being developed.  PPF 
members can attend CHP Committee Seminars to further their knowledge and understanding of the CHP.  At 
East Dunbartonshire Council’s Community Assembly in October 2007, two PPF members gave a presentation 
to the audience on the work of the PPF. 
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The PPF link to the wider Community Engagement Team of NHS GG&C and to the Community Engagement 
work of the Council. 
 
2. Joint Carers Strategy 
 
The CHP contributed to the development and launch of the Joint Carers Strategy for East Dunbartonshire 
2007-2010 and has jointly organised a significant number of Carers Awareness Training Sessions among 
Health & Social Care staff. 
 
3. Joint Community Care Plan (JCCP) 
 
The CHP and Council have worked very closely together on this to ensure effective engagement of local 
people in the development of this plan and a number of public consultation events were organised by CHP and 
council staff. 
 
4.PEG 
 
The PEG meets every 2 months and is well attended.  Its various subgroups also meet regularly e.g. GP, 
Nursing, Clinical Governance and Prescribing fora.  There is also an active Practice Managers Group which 
has been working on developing practice BCPs and also on pandemic flu planning. 
 
5. Community Pharmacy 
 
We are currently developing positive relationships with our community pharmacists despite 2 changes in the 
Lead Community Pharmacist role e.g. they have been invited along to our next PLT event in March.  There 
are difficulties, however, in engaging with optometrists and dentists. 
 
 
 
 
c) Describe your experience of the OD process and key issues 
 
Data to illustrate current performance: 
 
CHP Development Group 
 
The CHP has successfully formed its own Development Group, whose role it is to oversee, coordinate and 
evaluate all aspects of OD and Learning and Education activity in East Dunbartonshire.  The group has met on 
five occasions.  
The specific focus has been on the development and delivery of the OD Plan.  Although the requirements of 
this very ambitions plan have not totally been me, the group are satisfied that a considerable amount of 
progress has been made. 
The Group have also developed a local process for requesting support and reporting OD/Learning & 
Education Activity. 
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Activity 
 
OD support has been provided to help in the development of all senior groups/teams within the CHP. 
Sessions have been held for SMT and it is planned to conduct regular sessions, throughout the year.  Content 
is as agreed in OD plan & via discussion with Director. 
Initial team development session held with SPF, further sessions planned using Partnership Works tool. 
Development sessions agreed with PEG based on findings of organisational audit. 
PPF have had several sessions and have formed a development group supported by OD to look after individual 
and collective requirements.  The CHP and Social Work Senior Management Teams have had initial team 
session delivered using Partnership Works.  This is the first of a monthly series of 6. 
 
Other 
 
Providing OD input to aspects of KICC project.  Planned OD session for steering group and associated project 
groups. 
Providing input to administration review, including team session for current CHP staff. 
Development days also held for Nursing Forum, Primary Care Direct Reports group, COPT Team. 
Planned session for Community Mental Heath Team. 
Senior managers have actively engaged in all aspects of opportunities available in the OD framework. 
CHP has initially nominated 9 individuals to participate in the ‘Ready to Lead’ programme. 
 
 
 
 
Strengths, opportunities and risks: 
 
The OD Framework has been very helpful in moving the OD work in various teams both across the CHP and 
with Council Partners, forward. 
 
There is an opportunity to drive the partnership with Social Work forward significantly through the agreed 
programme of sessions. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 
6.                                              Improve individual Health Status 
 
a) Review attainment of the following targets in improving health status: 
 
i. Preventative health services 
 
Data to illustrate current performance: 
 
MMR Rates (at 24 Months) - 93.3% 
MMR Rates (at 5 Years)      -  95.8% 
 
Cervical Screening Rates 2006/07 83.3% (Highest across NHSGG&C) 
 
 
 
Strengths, opportunities and risks: 
 
The Immunisation uptake rates for MMR are just below or just above the target and we are currently 
considering ways to increase the MMR rates at 24 months with our staff and GP’s. 
 
 
 
 
 
ii. Overall smoking cessation services:  4 week quit rates by specialist service 
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Data to illustrate current performance: 
 
CHP Service 
 
Number of clients attending Smoking Cessation groups in 2007 was 143.  Number of clients who were TC 
(total cessation) at week 4 was 74.  Cessation rate of 52%. 
 
Pharmacy Service 
 
Number of clients in 2007 was 575 
Number of clients who were TC in week 4 was 151 
Cessation rate of 26% 
 
Group clients in 2007 was 122 
Number of clients who were TC in week 4 was 34 
Cessation rate of 27% 
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Strengths, opportunities and risks: 
 
One of our strengths has been to target smoking cessation services to the most deprived areas of our CHP by 
providing local access in Lennoxtown and Twechar and Hillhead as part of our inequalities agenda. 
 
The CHP is currently supporting the development on a local tobacco control group to address the wider issues 
of prevention and enforcement. 
 
 
b) Demonstrate service developments intended to achieve HEAT Target – Each NHS Board will achieve 
agreed improvements in the early diagnosis and management of patients with dementia by March 2011 
 
Narrative: 
 
Dementia 
 
Funding has been secured for a Social Work post to work with people who have just been diagnosed to 
support them.  This was a key recommendation of the Dementia Network.  Our Woodlands day care facility 
nursing staff are working very closely with OT staff to establish a multi-disciplinary Memory Group and 
Therapeutic Garden for service users in addition to ensuring access to appropriate equipment. 
 
Dementia Information & Support Group 
 
Early diagnosis is important so that people can be involved in decisions about their present and later future 
care, and can make decisions about their future, and for better long term care outcomes, but people need 
support to do that.  They need help to adjust, to be given information that is useful and meaningful and to be 
put in touch with people who can help. 
We are able to facilitate this for sufferers and their carers at Woodlands through the SID Group which we run 
jointly with CEARTUS who are an advocacy service. 
 
Walking Group 
 
This group runs twice yearly and has been well attended.  The group has been evidence based and uses 
measurable outcomes.  We also evaluate this group as we do all our groups.  A reunion of the groups as way 
of feedback is also held annually. 
 
Garden Group 
 
This group will be run by a selection of staff and clients.  One of the purposes will be to provide therapeutic 
meaningful activities to service users. 
 
Advanced Statement Awareness Sessions 
 
Woodlands staff have started those awareness sessions.  The purpose is to optimise the knowledge of clients 
and carers and their rights to have their say in treatment i.e. medication etc. These sessions follow the Mental 
Health Act (Care and Treatment Act 2003) to make advanced statements and nominate a named person. 
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Nurse Led Clinic 
 
Nursing staff run nurse led clinic for clients on cognitive enhancers.  The clients 2nd out patient appointment is 
nurse lead but supervised by medical staff. 
 
Cognitive Enhancer Outreach Clinic 
 
This is a service that goes out to clients’ homes to closely monitor the compliance and side-effects of these 
specific medications.  The staff also offer health checks and carers support. 
 
Liaison to Nursing Home and Acute Hospitals 
 
This is run by specialist nurses who dedicate their time to these specific areas with very good results and 
positive feedback. 
 
 
 
Strengths, opportunities and risks: 
 
There is an opportunity to develop more group work at Woodlands, to link better with the voluntary sector and 
with Carer’s Link. 
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7.                                             Be an Effective Organisation 
 
a) Forecast year and revenue budget variance (excluding prescribing and GMS) 
 
Data to illustrate current performance: 
 

• Results for 10 months to 31 January show a surplus of 83k. 
• Year end forecast – surplus of £150k. 

 
 
 
 
 
 
 
Strengths, opportunities and risks: 
 

• Strengths - financial monitoring and management arrangements – monthly meetings with Heads of 
Service, early use of non recurring funding to improve facilities and capacity. 

• Opportunity to generate service improvement and improve efficiency through working more closely 
with Social Work Colleagues e.g. joint review of accommodation, Mental Health redesign work. 

• Risk that recurring costs for KI building utilities are not covered by existing budgets 
 
 
 
b) Major capital priorities over the next 5 years and links with CHP Development Plan 
 
Data to illustrate current performance: 
 

• Major Capital Development is Kirkintilloch Integrated Health & Social Care Centre – opening Autumn 
2009. 

• Currently reviewing accommodation requirements for services in Bishopbriggs area – consolidation of 
services on site in South Crosshill Road.  Business Case will be developed to identify options for 
integration of services with East Dunbartonshire Council possibly as part of redevelopment of 
Bishopbriggs Town Centre. 

• Lennoxtown Initiative – development of Integrated Health & Social Care Centre. 
• Headquarters offices – Discussion with East Dunbartonshire Council about joint premises. 
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Strengths, opportunities and risks: 
 

• Opportunity – benefits of integration of services. 
• Risks – affordability and availability of capital funding, timing of receipt of proceeds of disposal of 

Lennox Castle will influence timing of Lennoxtown Health & Social Care Centre. 
 
 
c) The top priority/workstream for Professional Executive Group (PEG) 
 
Narrative: 
 
Need for further work on PEG development, reviewing the role and function of PEG and its individual 
members, and also need to further develop the work of its sub groups e.g. improving patient safety via clinical 
governance group and to promote efficient safe prescribing via the prescribing group. 
 
 
Strengths, opportunities and risks: 
 
As a number of sub groups report to the PEG we need to balance the scope of the PEG’s workplan to ensure 
members are able to fully contribute to service redesign and improvements and offer clinical input to the CHP 
Development Plan process.  Members need supported in effectively representing their peers. 
 
d) The top priority/workstream for Staff Partnership Forum (SPF) 
 
Narrative: 
 
One of the key responsibilities for the Staff Partnership Forum is staff governance and as part of our OD Plan, 
we have finalised the East Dunbartonshire Staff Governance monitoring framework which records our 
performance against the five strands of the staff governance standard, with evidence of what we are doing as a 
CHP to deliver on our accountabilities for Staff Governance.  For example, workforce planning, learning and 
education plan, OD plan, internal communication mechanisms etc. This has led to the establishment of a 
Communications sub group which is very proactive. We are in the process of taking this out to staff to raise 
awareness and allow them the opportunity to ask questions about the framework and about the role of SPF.  
Given that a staff survey and focus groups will happen at the end of this year, as part of the national processes, 
we will inform staff about how this fits in with board wide organisational processes connected to staff 
governance. The SPF reports bi-annually to the CHP Committee on the East Dunbartonshire Staff Governance 
Monitoring Framework.  We have registered for the Healthy Working Lives Bronze Award and have recently 
completed our staff survey, the results of which will feed into our Staff Governance Framework. 
We plan to update the staff governance framework on annual basis and the SPF will tie this into CHP 
Development Planning cycle. 
 
 
e) The top priority/workstream for Public Partnership Forum (PPF) 
 
Narrative: 
 
The PPF’s top priority is to continue their development work which will help them to contribute significantly 
to the development of the Kirkintilloch Integrated Care Centre. 
 
 



Paper 08/17 26

 
f) How would you provide assurance that you have effective performance management systems in place? 
 
Narrative: 
 
A quarterly performance monitoring report (attached) is submitted to the CHP Committee, PEG, PPF,  
Extended Senior Management Team and GP Forum.  This report is continually being developed and refined 
and now includes Clinical Governance and CHP Development Plan targets.  Performance exception reports 
are produced as required. 
The Committee also receives regular finance, complaints and human resources reports including absence rates 
and KSF PDP compliance.  Our current absence rate is 4.1%. Current figures show that 73% of our staff have 
a KSF outline, 67% are validated and 53% of staff have KSF PDPs. 
The actions outlined in PWC’s internal audit report on governance in CHPs have been implemented. 
All Senior Managers have performance objectives, PDPs and are performance appraised in line with 
NHSGG&C’s performance management system. 
 
Our CHP CHI Compliance Rates are 97% or higher and all Primary Care community settings are signed off 
from monthly reporting. 
We have a detailed Clinical Governance Action Plan which is reported to CHP Committee via the Quarterly 
Performance Monitoring Report. 
 
 
g) What learning and/or effective interventions have been implemented in light of clinical incidents over the 
last few months? 
 
Narrative: 
 
Learning from Clinical Incidents is implemented across the CHP.  Detailed below is a list of our significant 
events from January 2007. 
 
Jan 07 Break in at 

Community 
Clinic 

Break in and theft 
at Townhead Clinic 

No formal process for 
security in place 

Security measures 
put in place.  Staff 
take responsibility 
for their own 
working areas. 

Feb 07 Immunisation 
error 

Duplicate dose of 
Td/PV administered

Records not available 
to staff prior to 
vaccination 

Agree clerical 
procedures and 
ensure all relevant 
staff aware of this. 
School records 
checked in advance.

Mar 07 Immunisation 
error 

Duplicate dose of 
MMR administered 

Failure to check 
medical notes 

Check medical 
records prior to 
vaccination 

May 07 Immunisation 
error 
 
 
 
 

Duplicate dose of 
Hib/MenC 
administered 

No formal process to 
check records for 
previous vaccinations 

Training required in 
use of GPASS 
system.  Review 
recording process 
of vaccination 
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June 07 Immunisation 
error 

Out of date vaccine 
administered to 
patient 

Failure to check date 
on vaccine 

Review stock 
rotation.  Remind 
staff to check 
expiry date before 
vaccination. 

Oct 07 
 

“Docman 
misfiling” 

Letter misfiled and 
scanned into wrong 
patients records 
 

Failure to check patient 
details 

Further training in 
use of Docman 
arranged. Reinforce 
need to check 
patient details 
 

Nov 07 Immunisation 
error 

Duplicate dose of 
Hib/MenC 
administered 

Incorrect medical 
record accessed when 
reviewing patients 
vaccination history 
 

Remind all staff to 
check patients 
identity against 
medical record to 
ensure they 
correspond 

Nov 07 Failure in 
process and 
communication 

Patient was not 
informed of malaria 
prescription being 
available 

Staff member filed it 
away at end of week in 
error 

All patients 
requesting malaria 
prescription are to 
bee seen by GP to 
discuss  

 
 
Strengths, opportunities and risks: 
 
As the CHP has effective mechanisms to collect clinical risk information on an anonymous basis, it can and 
does share the learning from these events across the CHP, including to Primary Care Contractors. 
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8.                                             Hosted Services 
 
a) Where you host services, please select two topics/areas relating to that service and provide a summary of 
the topic including data (if available) and a narrative. 
 
Data to illustrate current performance: 
 
East Dunbartonshire CHP does not currently host any services. 
 
 
 
 
 
 
 
 
Strengths, opportunities and risks: 
 
 
 
 
 
 
 
Data to illustrate current performance: 
 
 
 
 
 
 
 
 
 
 
Strengths, opportunities and risks: 
 
 
 
 
 
 
 
 
 
 
 
 
 



 
9.                                        Are there any closing comments you would like to make? 
 
 
 
East Dunbartonshire CHP in terms of population size is roughly in the middle compared to other NHSGG&C 
CH(C)Ps and has less deprivation issues that most CH(C)Ps.  However, some deprivation and gender based 
poverty exists which can be masked by the relatively high affluent and healthy population.  It is important 
therefore that the CHP does not become complacent and strives to address health inequalities and other 
inequalities in its population. 
 
Although a mid-sized CHP, there are significant capacity issues within the CHP due to its original construct in 
that it has no RES Manager or Head of Children’s Services posts.  Additionally it has a very small Health 
Improvement Team and is currently experiencing recruitment and retention issues due to the differential 
gradings in place between CHPs and CH(C)Ps. 
 
As a CHP that is not integrated and therefore has a smaller staff, the Senior Management Team still require to 
deliver on all the corporate NHSGG&C priorities as well as all the Joint Planning, Community Planning and 
Joint Working requirements of East Dunbartonshire Council. 
 
Despite this, the CHP has met all of its targets and has had a number of successes in the past year including:- 
 

• The Crisis Resolutions Team recently won a Mental Health Innovative Practice Award. 
• The launch of the Adult Healthy Book Reading Prescription Scheme 
• The launch of the Teen Healthy Reading Scheme – The first of its kind in Scotland 
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East Dunbartonshire Community Health Partnership 
 
Committee Meeting : Friday 28 March 2008  Committee Paper No : 08/18 
 
Report by:    Karen Murray, CHP Director 
Contact:       Tel:  0141 201 4217  

email:  karen.murray@ggc.scot.nhs.uk 
 
 
 

East Dunbartonshire CHP  
Committee Meetings – Forward Plan for 2008 

 
 
Purpose of Report: 
 
The attached table incorporates suggestions made at previous meetings for agreement by the 
Committee.   
 
 
 
 
Recommendations:- 
 
The Committee is asked to  
 

o Agree the contents of the schedule 
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EAST DUNBARTONSHIRE COMMUNITY HEALTH PARTNERSHIP 
  

COMMITTEE MEETINGS/SEMINARS 2008 
 
DATE TOPICS TIME & VENUE 
 
30/11/07 
MEETING 
 

 
• Ambulatory Care Hospital 

(Brian Cowan) 
• Better Health, Better Care 

(Kate Benson) 

 
9.30am 
Corporate Meeting Room, 
Stobhill Hospital 

 
25/01/08 
MEETING 

 
• Kirkintilloch Initiative 

Integrated Care Centre 
(KICC) Progress Report 
(Annemargaret Black) 

 
9.30am 
Corporate Meeting Room, 
Stobhill Hospital 

 
29/02/08 
SEMINAR 

 
• Community Safety 

Partnership                       
(Jim Neild) 

• CHP Prescribing Indicators 
(Elaine Aggleton) 

 
11.00am 
Corporate Meeting Room, 
Stobhill Hospital 

 
28/03/08 
MEETING 
 

 
• A call to debate, A call to 

action                                
(Dr M Lachlan) 

• Lennoxtown Initiative 
(Brian McAleenan) 

 
9.30am 
Corporate Meeting Room, 
Stobhill Hospital 

 
25/04/08 
SEMINAR 
 

 
• Sexual Health Service       

(Dr Ursula Bankowska) 
• Health Visiting Review – 

Impact on CHP                    
(Kate Benson) 

 
9.00am 
Corporate Meeting Room, 
Stobhill Hospital 

 
30/05/08 
MEETING 
 

 
• Update on actions from 

Internal Audit Report on 
CHP Governance        
(James Hobson) 

 
9.30am 
Corporate Meeting Room, 
Stobhill Hospital 
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27/06/08 
SEMINAR 
 

 
• Voluntary Organisations 

(Gilbert Grieve) 
• CHP Clinical Governance 

Update (Malcolm Campbell)

 
9.00am 
Corporate Meeting Room, 
Stobhill Hospital 

 
25/07/08 
MEETING 
 

 
• NHS 60th Anniversary 

(CHP Communications 
Group) 

 
9.30am 
Corporate Meeting Room, 
Stobhill Hospital 

 
29/08/08 
SEMINAR 
 

 
• Kirkintilloch Initiative 

(Duncan Hamilton) 
• Kirkintilloch Integrated Care 

Centre                                
(Colin Smith) 

 
9.00am 
Corporate Meeting Room, 
Stobhill Hospital 

 
26/09/08 
MEETING 
 

 
• CHP Learning Plan update 

(Janis Howie) 

 
9.30am 
Corporate Meeting Room, 
Stobhill Hospital 

 
31/10/08 
SEMINAR 
 

 
• Pharmacy Contract Update 

(Elaine Ward – TBC) 
 

 
9.00am 
Corporate Meeting Room, 
Stobhill Hospital 

 
28/11/08 
MEETING 
 

  
9.30am 
Corporate Meeting Room, 
Stobhill Hospital 
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Introduction

This summary report is prepared for each CHP Committee meeting and is 
designed to give the CHP Committee an overview of the CHP’s current 
financial position and year end out-turn forecast.

Detailed monthly financial reports are prepared by Management 
Accountants and issued to Heads of Service to facilitate financial 
monitoring and control.  In addition, meetings are arranged with Heads 
of Service and their teams on a regular basis to discuss budgets and 
performance. Significant variances are analysed and investigated to 
identify what remedial actions can be introduced to ensure services are 
delivered within available resources and to identify non recurring funds 
that can be used to supplement service delivery.

After 11 months of the financial year the CHP is forecasting that it will 
operate within its delegated budget for 2007/08. During the year, non 
recurring funding has been identified from slippage from funding
allocations and in year underspends against revenue budgets and this 
will be used during the remaining month of the year to improve facilities 
for staff and patients in a number of areas.

We continue to develop links and working arrangements with our Local 
Authority colleagues to develop a better shared understanding of major 
financial issues and in time this will enable us to jointly maximise the 
effectiveness of resource allocation across all service areas.

Capital and backlog maintenance funding for 2007/08 has now been
allocated.  We are also in the process of undertaking a review of 
expenditure budgets to align budgets more closely with expenditure 
commitments to enable resources to be allocated to offset cost pressures 
within service budgets as part of the financial planning process for 
2008/09.
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Overall Financial Position

At 29 February 2008 the CHP’s revenue budgets show an overall 
underspend of £88k against a year to date budget of £43m. 

Across NHS Greater Glasgow and Clyde, CHCPs and CHPs are 
reporting a breakeven position against budget at this stage of the 
financial year with overall expenditure running below budget by 
£1.1m for the year to date.

The graph below shows the monthly trend for 2006-07 and for the 
current year to date.  The reduced “surpluses” in recent months is 
due to some of the annual budget being set aside for use non 
recurrently to support delivery of services across all care groups.  In 
2006-07 the year end surplus was largely due to significant 
prescribing savings in the final quarter of the year as a result of 
national price adjustments.  A similar saving is expected to arise this 
year but this is likely to be retained by the Board by reducing the 
CHP’s expenditure budget.
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Financial Performance by 
Care Group

The CHP has an annual budget of £48,503k for 2007/08.  At 29 February 
2008 £43,069k of budget has been allocated and actual expenditure was 
£42,981k, representing a positive variance of £88k.

In general expenditure within Care groups is running close to budget.  
Care Groups reporting expenditure in excess of budget at 29 February 
2008 are:

- Health & Community Care £4.5k

- Other £21.2k

- Learning Disability £1.5k

All other Care Groups are reporting a breakeven position or expenditure 
less than budget at this stage. No variance has been reported for Family 
Health Services expenditure as it is envisaged that the overall 
expenditure in Greater Glasgow is expected to be contained within the 
overall funding allocation for FHS expenditure.  Any financial risk in this 
area is being managed on a system wide basis. Further details are 
included on page 7.

Prescribing expenditure is currently being reported in line with budgeted 
levels.  This position is expected to be maintained through to the year 
end.

Care Group

Annual 
Budget   

£k

YTD 
Budget  

£k

YTD 
Actual   

£k

YTD 
Variance 

£k
Addictions 225.1 204.8 198.6 6.2
Children & Families 1,111.7 1,006.1 915.4 90.7
Development Funding 1,121.7 563.7 560.5 3.2
Executive 250.3 221.5 219.2 2.3
FHS 21,266.3 19,494.1 19,494.1 0.0
Health & Community Care 3,925.8 3,525.0 3,529.5 (4.5)
Learning Disability 252.0 229.4 230.9 (1.5)
Mental Health 1,269.7 1,126.6 1,117.8 8.8
Other 614.2 562.4 583.6 (21.2)
Planning & Health Improvement 495.8 481.5 477.2 4.3
Prescribing 17,970.8 15,654.2 15,654.2 0.0
Total 48,503.4 43,069.3 42,981.0 88.3
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Significant Variances

The graph below shows the care group expenditure variances at 30
September, 30 November and 29 February. 

The main areas of where expenditure is less than budget are in 
Children & Families and Mental Health.  These variances are 
considered to be non recurring ie temporary in nature and are due to 
the impact of vacancies.  Some adjustments have been made to 
“phase” budgets to later in the year to create a fund for non recurring 
expenditure and as a result some positive variances for Mental 
Health, Planning & Health Improvement and Learning Disabilities 
have reduced since September.

The Health & Community Care budget is showing expenditure in 
excess of budget of £4.5k for the first 11 months.  This is a 
significant improvement but there are a number of components of 
additional expenditure, Nursing Aids £36k, Podiatry £17k, 
Physiotherapy £29k, offset by reduced expenditure of £27k in 
Diabetes, £25k in the Community Older Peoples Team and £27k in 
District Nursing.

Care Group Variances  - Monthly Movements 2007/08
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Year end Forecast

The mid year review of the CHP’s financial position was completed in 
December 2007.  This has confirmed that it is reasonable to expect that 
the CHP will meet its requirement to operate within budget and 
generate a small underspend for 2007/08.

There are a number of current budget pressures but these are currently 
being offset by reductions in expenditure levels in other service areas.

During the year a number of sources of non recurring income have been 
identified including additional funding allocations and temporary 
underspends against service budgets.  These are being used as a source 
of funds for a range of non recurring schemes to upgrade equipment 
and premises, for example refurbishment work at Woodlands Day 
Hospital and Lennoxtown Clinic, and to refurbish a building in 
Bishopbriggs to enable staff and services to be relocated from premises 
that are currently considered inadequate.
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Financial Risks

The most significant financial risks that required to be managed during 
2007/08 are:

1. Pharmacy Contract - The financial implications in 2007/08 
associated with implementing a new Pharmacy contract, remain to 
be fully understood. It was anticipated, based on Scottish 
Executive Health Department projections that implementation 
would be cost neutral for the service and this remains our 
assumption in forecasting the year end outturn at this 
stage. However, we will require to carefully monitor progress with 
the implementation of the new payment arrangements for 
Pharmacists closely as implementation progresses during 2007/08 
and into 2008/09. 

Update – Costs associated with implementation of the new 
Pharmacy Contract are running at expected levels and this is not 
expected to result in any additional cost pressure in 2007/08.

2. Prescribing Expenditure – This is the greatest area of financial 
risk for the CHP.  During 2007/08 this risk will continue to be 
managed on a board wide basis with a risk sharing arrangement in 
place for all CHPs.  During 2006/07 NHS Greater Glasgow & Clyde 
benefited from a significant prescribing underspend as a result of 
reductions to national drugs tariffs.  However, the 2007/08 budgets 
have been set after adjusting for the recurring element of the 
2006/07 underspend and therefore prescribing will continue to be a 
significant area of financial risk during 2007/08.

Update – The impact of changes to drug tariff rates used to 
reimburse community pharmacists for dispensing a range of generic 
drugs is now becoming visible with prescribing costs falling below 
budget in the second half of the year.  It is expected that this will 
generate a one off windfall saving for NHSGG&C of approximately 
£10m in 2007/08.  However, it should be noted that SGHD has 
indicated that the recurring benefit of this saving will be retained 
centrally and not made available to Boards as part of the 2008/09 
funding allocation.  This benefit will be applied during 2007/08 to 
contribute towards meeting the required level of non recurring 
funding which was assumed in the Board’s overall Financial Plan for 
2007/08.

The CHP Committee will be updated on the financial position and the 
impact of existing and emerging risks at each meeting during the year.
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Looking Ahead

Detailed below are some emerging issues that could have a significant 
impact on the financial position of the CHP in 2008/09 and beyond.

1. Resource Allocation – NHS Greater Glasgow and Clyde has 
started to review a number of aspects of resource allocation across 
partnerships.  Some initial work has looked at current patterns of 
resource use for Services for Older People and for Children and 
Families.  The Board is developing a model using population, 
deprivation and age to establish the appropriate proportion of the 
available resources (budgets) for each partnership.  The initial 
analysis has been completed and this will be validated by 
partnerships over the next few weeks before any recommendations 
are presented to the Board for approval as part of the 2008/09 
financial planning process.

Update – this work is still being finalised but at this stage it is not 
expected to require any reduction to service budgets in 2008/09.

2. Cost Savings Plans – SGHD has confirmed that the financial uplift 
for 2008/09 will be around 3% compared to 6% in 2006/07 and 
recent years.  In setting a financial plan for 2008/09 and beyond 
the Board will have no “financial headroom” (the difference 
between the new funding and the amount required to fund 
inflation) for investment in service development.  As a result the 
CHP will be required to develop proposals to release existing 
resources to finance any internal service development proposals. 
The CHP will also be required to contribute towards the Board’s 
overall cost savings plan for 2008/09.  The Board will require to 
implement significantly higher levels of savings in 2008/09 in order 
to generate funds to support the additional revenue costs of the 
Ambulatory Care Hospitals from 2009/10 and to implement year 
two of the Clyde cost savings plan.

Update – The CHP has developed cost savings proposals totalling 
£160k for implementation in 2008/09 (see page 9)

The CHP Committee will be updated on these issues in future reports.  
However, as a result of the impact of these issues the CHP will have to 
manage a more difficult financial position during 2008/09.
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Cost Savings Plan 
2008/09

The CHP will be expected to achieve a cost saving of 1% of service 
budgets (excluding FHS and Prescribing) as a contribution to the Board’s 
overall savings plan for 2008/09.  This equates to £116k but in addition 
it is proposed to identify £44k of recurring funding to allow some 
investment in service improvements within the CHP. 

The CHP’s Cost Savings Proposals for 2008/09 are set out below.

East Dunbartonshire CHP
Savings Plan 2007/08 

Target: £k Comments:

1% of directly managed budgets (£9.2m) 92 Contribution to Board's Plan

Absorb non pay inflation (1% of £2.4m) 24 Contribution to Board's Plan

Headroom to improve services 44 To be retained internally within CHP

Funds to be released 160

Sources of Funds: £k Risk

Admin Review 16 Vacancy identified 

Reduction in Clinical Governance allocation 10 Reduce allocation from £30k to £20k

Mental Health - LD surplus budget reprofiling 30 Recurring surplus 

Children & Families - Health Visitor skill mix change 17 Identified

COPT/Older Peoples Co-ordinating budget 22 Vacancies aready identified

Older People - Carewell Reserve uncommitted funds 35 Will require agreement with EDC 

Uncommitted recurring funds from 2007/08 30 Uncommitted funding

Sources identified 160

Risk Assessment:

None

Low

Medium
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Capital Expenditure

The CHP has received the following Capital allocations for 2007/08:

Formula Capital – allocation 1 - £65k, initially allocated as 
follows:

Woodlands Refurbishment - £33k

Groundworks - £7k

Balance to be allocated £25k (a number of options are 
available)

However, following discussions with our Estates Department 
colleagues in January 2008 this work was paid for from the 
central Estates Maintenance budget.  The CHP subsequently re-
allocated this funding to the scheme to refurbish South 
Crosshill Road in Bishopbriggs (cost approximately £70k)

Allocation 2 - £200k (£105k for Bishopbriggs Podiatry)

In 2007/08 the significant capital schemes within the CHP are:

Relocation of Podiatry services within Bishopbriggs.  This 
scheme is now complete (officially opened on 24 August) and 
the final cost is around £105k.  The balance of the funding 
allocation of £200k will be returned to the Partnership Capital 
Pool to be reallocated to other schemes.

Refurbishment of South Crosshill Road.  This scheme will cost  
around £70k and will enable a number of services to be 
provided from better facilities in Bishopbriggs. 

The outline capital programme for 2007/08 and beyond was 
discussed at the CHP Committee seminar in September.  Updates will 
be included in this report to the CHP Committee at regular intervals. 



          
East Dunbartonshire Community Health Partnership 
 
Committee Meeting : Friday 28 March 2008       Committee Paper No: 08/20 
                              
 
 
Report by: Lynda Hamilton 
Contact: Tel : 0141 201 3301 

Email : Lynda.Hamilton2@ggc.scot.nhs.uk 
 
 
 

EAST DUNBARTONSHIRE CHP 
Joint Community Care Plan 2007-10 

 
 
Purpose of Report: 
 
The Committee will recall that a final draft of the above plan was brought to the 
January Committee for information, prior to the plan being presented to the 
Council’s Social Services Committee on the 6th March 2008 and the Joint 
Planning Forum on the 27th March 2008. 
 
 
 
Recommendations:- 
 
The CHP Committee is asked to: 
 

1. Ratify and accept the final version of the Joint Community Care Plan 
(attached) which was “signed off” at East Dunbartonshire Council’s Social 
Services Committee meeting of the 6th March 2008. 

2. The plan is currently being prepared for printing and it is anticipated that it 
will be formally launched during May with a briefing for the Council’s 
elected members and CHP Committee members 
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FOREWORD  
 
In East Dunbartonshire we are building on our extensive and positive experience of 
working together and we are committed to delivering better services to all who have, or 
are affected by someone who has, community care needs. Fundamentally we aim to 
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deliver all our services as if they were part of a single service system and in this plan we 
lay out our values, aims and future priorities for these services.  
 
We wish to acknowledge the work that is currently undertaken by our staff who are our 
key asset in delivering quality care services. All partners have responded positively to 
the Joint Future Agenda since it is wholly consistent with our ongoing commitment to a 
more integrated approach to service provision so that individuals experience their needs 
being met in a single service system. This has resulted in the development of a range of 
joint services and common approaches across all community care groups. We have 
therefore welcomed the ‘drive’ to integrated assessment, care and support for service 
users. 
 
This plan sets the framework for everybody working in community care services and 
demonstrates how we intend to harness our collective skills, knowledge, energy and 
resources to improve outcomes for all – we want to make a positive difference! 
Delivering change and meeting rising expectations about the quality and 
responsiveness of our services is demanding and will continue to be so, however we will 
place particular emphasis on those who are most vulnerable and have specific needs.  
 
We will engage with individuals, carers and families who use our services to ensure we 
hear and respond to their views and aspirations for the future. We will report our 
progress regularly to all stakeholders to ensure that we deliver what we commit to in the 
final plan. 
 
We therefore commend this document to you as it takes us forward in our approach to 
make a positive difference to the people of East Dunbartonshire who look to us for 
encouragement, support and help. We will implement, monitor and review the actions in 
this document and will report regularly on our performance.   

 
SIGNED 
 
 
David Anderson 
 
Corporate Director 
(Community) 
East Dunbartonshire Council 

Karen Murray 
 
Director 
East Dunbartonshire Community 
Health Partnership  

Tony Keogh 
 
Head of Social Work 
East Dunbartonshire Council 

 
 
 
 
 

PART I COMMUNITY CARE IN EAST DUNBARTONSHIRE 
 
1. INTRODUCTION  
 
1.1 Purpose and structure of the plan 
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This plan is the core community care planning document for East Dunbartonshire 
Council and East Dunbartonshire Community Health Partnership. It has been prepared 
in consultation with Carers Link East Dunbartonshire.  
 
This Joint Community Care Plan sets out to make clear statements about our 
commitments to improve services for people who have community care needs and their 
families. It is divided into three parts showing firstly, the whole range of policies and 
issues we have considered; secondly, the specific priorities arising from our 
commitments and this background and lastly, the way we intend to monitor and report 
our performance.   
 
PART I has seven sections that summarise –  

1. Stakeholder Involvement in the development of this plan 
2. Our Commitments to people with community care needs and their families, about 

the way we will deliver services that continue to improve  
3. The Local Context including expected population changes 
4. Our approach to joint and multi-agency working, planning and delivering for 

better results 
5. Our Overarching Themes that take account of the policy and legislative 

background into a coherent approach 
6. Our Strategic Priorities 
7. The Important Issues that require our attention across all Care Groups.  

 
Part II has six sections that set out some of our achievements to date and the specific 
priorities for people with specific community care needs. Section 15 –in Part III- includes 
for each section an action plan for improvement in –  

8. Supporting Carers  
9. Addiction  
10. Learning Disability 
11. Mental Health  
12. Older People and  
13. Physical Disability, Sensory Impairment and Acquired Brain Injury  

 
Part III states how we will implement, monitor and review our progress well, in order 
that we continuously improve our approach. We are fully committed to enhancing out 
approach to involving service users, carers and other stakeholders therefore we will also 
report our progress regularly to them. 
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1.2 Stakeholder engagement in the development of this plan 
The consultation on this plan was carried out in two distinct phases.  
In Phase 1 - we held Consultation Events to ‘test’ the Care Group priorities at two 
events, one each in Milngavie and Kirkintilloch. These were attended by around 80 
people who heard from managers of each care group specialty about our views of our 
achievements and the emerging priorities of the plan. This was a positive engagement 
that confirmed the key issues with attendees including –  

 Rising expectations of services out-with ‘traditional office hours’ 
 The importance of ongoing participation and involvement 
 Carers support in their own right - including young carers 
 Raising awareness - tackling stigma and lack of knowledge 
 Service co-ordination between agencies that included linked care throughout a 

care episode such as rehabilitation from hospital back into the community; the 
need for appropriate housing options and timely provision with a need to tackle 
some waiting times. 

In Phase 2 - the Consultative Draft Plan was circulated widely in a number of formats, 
including electronic format, a paper copy Summary per Care Group, and a CD was 
produced and the plan was placed on the East Dunbartonshire Community Planning 
website.  
This formal consultation period was supported by a series of Care Group specific 
meetings, two staff events, and other targeted methods, as follows: 
 

Specific group Event(s) 
People with Addictions 2 focus groups at 2 locations with different service providers 

People with Learning Disability Service User representatives at Kelvinbank Resource 
Centre consulted with the other service users; letters, 
seeking comment, were sent to 70 families and 10 local 
service providers 

People with a Mental Health 
problem 

3 meetings were held with service users, in conjunction with 
local voluntary organisations 

Older People Meetings were held at 3 Older People’s Forums 

People with Physical Disability, 
Sensory Impairment and / or 
Acquired Brain Injury 

A specific event was held for service users, and a focus 
group was consulted  

Staff 2 staff events were held, in Milngavie and also in 
Kirkintilloch 

Individual responses 18 people representing a cross section of community care 
groups, responded in a variety of ways 

 
The comments received were positive about the services received and many services 
were mentioned by name. People value the commitment and consistency of service 
provision; the support and assistance that it offers and appreciate the approach of staff.  
Some criticism and suggestions for future improvement were made about the need for -  

 services to respond ‘more flexibly’ to meet individual needs 
 more ‘joined-up’ services without having to ‘do it myself’ 
 more support for families affected by the impact of a family member having 

additional needs 
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 recognition that ‘partnership working is not an end in itself’, it’s about better 
services 

 tackling perceptions and stigma about certain community care needs 
 services to more clearly demonstrate that comments received are making a 

difference.  
Three service users, very poignantly, highlighted the daily pressures and dilemmas of 
caring for someone on their own.  
A Consultation Summary will be published to highlight comments and responses made. 
2. OUR COMMITMENTS 
 
In East Dunbartonshire we have set the foundations for joint community care services, 
with our commitment to partnership working and delivering relevant, quality services to 
individuals, carers and their families as close to their homes as possible. In order to 
deliver better community care services we have translated the range of policy strands 
into commitments about the way we will work together, and with others to deliver 
services to the people of East Dunbartonshire.  

 

OUR COMMITMENTS TO PEOPLE WITH COMMUNITY CARE NEEDS AND THEIR FAMILIES 
We will ensure that individuals - 

 are assessed and their different and changing needs met consistently over time 
 are involved in the decisions made about their lives 
 have the information and support they need to take part in decisions 
 are supported in their own homes or community for as long as they wish and is practical 
 live independent lives with dignity and have as much control over their lives as possible  
 receive care services that work together and make an effective difference to their lives 
 have options for care that provide the best possible value and choice  
 have carers who are appropriately supported.  

 

OUR COMMITMENTS ABOUT THE WAY WE WILL DELIVER SERVICES 
To achieve our commitments to individuals and their families, in delivering services - we 

will  
 protect vulnerable people, and balance the rights and responsibilities of society, 

the family and the individual  
 develop and deliver caring services which enable people to access services as 

easily as possible 
 create a ‘Single Service System’ ensuring that our services are working together 

with all relevant organisations and agencies 
 meet individual needs, adopting single shared assessment and a single care 

plan, reducing duplication and addressing gaps 
 tackle obstacles and demarcation at every level 
 provide quality and effective services that aim to make a positive difference in 

people’s lives 
 take into account the contribution of individuals, carers and families in the 

planning and provision of services and the process of decision making 
 deliver continuous improvement and reduce disadvantage and discrimination 
 meet individual and community based needs by building on the recognised 

strengths and skills of local communities and voluntary organisations and other 
service providers 
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 report regularly on our progress in a clear and open way to each partner agency, 
to the wider community and to the individual and family. 
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3. LOCAL CONTEXT: The People of East Dunbartonshire 
 
3.1 Current population 
At the 2001 Census, the population of East Dunbartonshire was 108,243 (Register 
General Office for Scotland- known as GROS), with slightly more (+4%) females than 
males, reflecting the fact that although more boys are born, women continue to live 
longer then men. This reflects the Scottish picture and the breakdown of the East 
Dunbartonshire population is as follows: 

Age Group Female Male Total % of Total 
0 - 24 15,143 16,640 33,783 32.02% 

25 - 59 25,531 23,423 48,954 46.41% 
60 and over 13,927 10,796 24,723 23.44% 

TOTAL 50,859 54,601 105,460 100.00% 
 [Source: General Register Office for Scotland (GROS) 2006 mid-year estimate] 

3.2 Projected population- an ageing population 

Population changes to 2024, are expected to be similar to the Scottish average and 
includes –  

 an overall decline in the working age group 
 a decline 0-15 age group (down 31%) 
 an increase in those over 60 years of age 
 those over 75 years of age are likely to increase 71% 

 
Further, a recent NHS Scotland Statistical Report1 stated that East Dunbartonshire is 
expected to have the greatest percentage rise in Scotland (103%) in over 85 year olds, 
from 1,682 people in 2003 to 3,412 by 2018. Currently the 65 plus group comprise 
around 17% of the population but this is projected to grow to around 26% by 20242. 
 

3.3 Life Expectancy  
You can, on average expect to live longer in East Dunbartonshire, currently 77.2 years 
for men and 80.5 years for women [Let Glasgow Flourish, 2006] compared to Scotland 
as a whole, There are however significant differences in life expectancy between the 
more prosperous areas of Milngavie, Bearsden and Kirkintilloch compared to the less 
prosperous parts of East Dunbartonshire and these will influence the priorities of this 
plan, the Joint Health Improvement Plan and other plans. 
 
3.4 Long-term conditions 
A long term condition is one that requires ongoing professional care, limits what the 
person can do, and is likely to last longer than a year.  The definition includes a range of 
conditions across the age range such as diabetes, coronary heart disease (CHD) and 
asthma, physical disabilities, mental health problems such as dementia, and people with 
learning disabilities. Managing long-term conditions better in the community is a crucial 
factor to enable us to shift the balance of care- which is discussed in Section 7.1. 
 
                                                 
1 Older People’s Services: Measuring Relative Need (2006) -  Information Services, a division of NHS National 
Services Scotland 
2 Source: Projected percentage changes in population (2004-based) 
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The table below indicates current prevalence rates for some long-term conditions: 
 
 
 
 

Condition/ disease East Dunbartonshire 
prevalence %* 

Scotland 
prevalence % 

CHD 4.4 4.6 
Heart failure 1 0.9 
Hypertension 13.1 12.9 
Diabetes (age 17+) 2.6 3.5 
COPD 1.6 1.8 
Epilepsy 0.6 0.7 
Chronic kidney disease 1.3 0.7 
Asthma 5.6 5.6 
All cancers 3 2.3 

 [Source: Scottish Programme for Improving Primary Care (SPICe) data Autumn 2006] 
 

3.4 Ethnicity 

There are a wide range of ethnic groups residing in East Dunbartonshire as, illustrated 
below: 
 
Table: Ethnic Groups % of population in East Dunbartonshire & Scotland, 2001 

Ethnic group % East Dunbartonshire % Scotland 
White Scottish 89.82 88.09 
Other White British 4.72 7.38 
White Irish 1.18 0.98 
Other White 1.19 1.54 
Indian 1.42 0.30 
Pakistani 0.47 0.63 
Chinese 0.47 0.32 
Other Ethnic Groups 0.76 0.76 

  [Source: GROS, 2001 Census] 
 
While further work will be done to understand the needs of ethnic minority communities 
in the years ahead, the above table shows that – 

• The majority of East Dunbartonshire residents are White Scottish (89.89%).  
• The percentages for White Irish, Indian, Other South Asian, Chinese and other 

ethnic groups are higher in East Dunbartonshire than in Scotland as a whole. 
• East Dunbartonshire has the highest percentage population of Indian residents of 

any Scottish Local Authority. 

3.5 Social and Environmental Circumstances 
Across East Dunbartonshire there is a mix of affluent areas and some less affluent rural 
areas. Twechar and Hillhead were identified as Regeneration Outcome Areas in 2004 
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and currently fall within the lowest 20% in a range of deprivation indicators across all 
areas in Scotland. Other areas in East Dunbartonshire experiencing some level of 
deprivation include Auchinairn and Lennoxtown. The link between health and deprivation 
is complex; however his plan and the Joint Health Improvement Plan will support a joint 
approach to improving health and addressing inequality, as noted in Section 4. 
Our commitment to equality for people with community care needs recognises the 
importance of tackling some of the underlying issues of poverty, housing, education, 
health, transport, unemployment and exclusion as we seek to have a longer term impact.  
This wider frame of reference is tackled through our Community Planning Partnership 
that is noted below. 
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4. JOINT PLANNING AND DELIVERY OF SERVICES  
The Joint Community Care Plan is an important document for people with community 
care needs, however it cannot on its own deliver the broader change required to more 
effectively make a positive impact on the quality of life of people with community care 
needs. We highlight below the linkages to other strategic plans, and the actions which 
impact on individuals with community care needs as individuals of the community of East 
Dunbartonshire.  
 
4.1  THE WIDER PLANNING LANDSCAPE-  

4.1.1 The Community Plan 
Led by the Council, Community planning arrangements exist to bring a range of public 
sector partners together to plan and provide for the local population. The Strategic 
Director for Communities in EDC and the CHP Director are members of the Community 
Planning Partnership Board. The Community Plan 2006 – 2011 sets out how all the 
partner organisations will meet local priorities and work together to achieve a shared 
vision for the area.  
The five core themes of the Community Planning Partnership are fundamental to people 
with community care needs – 

 Improving Health and Wellbeing - including Joint Future policy and services are 
fundamental to a partnership approach to community care 

 Building Safer Communities - importantly includes some key issues for people 
with community care needs who may be vulnerable such as personal and home 
safety 

 Enhancing Learning and Enterprise - includes learning & employment 
opportunities for all 

 Delivering for Children and Young People - the priorities of this plan are 
consistent with those for children and young people as set out in the Integrated 
Children’s Services Plan 

 Protecting the Environment - as citizens, people who use care service and their 
families contribute to, and are stakeholders in, environmental improvement and 
sustainability. 

 

4.1.2 The Joint Health Improvement Plan 
Health Improvement is a fundamental requirement for the community but health 
inequalities impact more on those with community care needs. This plan aims to prevent 
ill health, protect good health, and promote better health for all people living and working 
in East Dunbartonshire, particularly those with the greatest health needs. It is founded 
on two over-arching priorities –  

 Community Engagement - this is supported by the Community Engagement 
Strategy, of all Community Planning Partners who have adopted the ten 
principles of Community Engagement3 which will guide the approach to 
consultation and participation in Joint Community Care Planning 

 Equality & Inclusion - inequalities in health are impacted by many aspects 
including disability, age, race, gender, faith, sexual orientation and socio-
economic circumstances and homelessness which are key issues for people with 

 
3 National Standards for Community Engagement - Communities Scotland  (2005) 
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community care needs. Traveling people and asylum seekers may also have 
community care needs in a similar way to others in the community. 

The specific priorities of the Health Improvement Plan are equally relevant to people with 
community care needs, such as -  

 Improve mental health and well-being 
 Increase levels of physical activity 
 Minimise the harm caused by alcohol and drugs 
 Improve access to opportunities for community learning and employment 
 Increase community safety 
 Improve housing conditions and reduce homelessness 
 Improve transport infrastructure to improve access to health, leisure services and 

employment 
 Enhance sexual health and relationships 
 Reduce smoking rates 
 Improve healthy eating habits and oral health 
 Develop the potential for the environment to positively impact on health and well-

being. 
 

4.1.3 The Corporate Development Plan of East Dunbartonshire Council 2005-
2007 

The four Council priorities reflected in this plan are -  
 Older and Vulnerable People - includes a series of aims to support those with 

community care needs and children and young people - 
- providing a comprehensive and joined-up infrastructure 
- providing an accessible infrastructure 
- improving individual confidence and mobility 
- encouraging and supporting active participation by vulnerable groups and 

individuals 
- improving health and wellbeing 

 Building a Safe and Attractive Environment - e.g. choice of quality housing and 
accessible community facilities and amenities 

 Ensuring High Quality Learning Experiences - e.g. opportunities for life-long 
learning, community confidence, and a skilled and flexible workforce 

 Investing in Improvement - promoting inclusion and empowerment, innovation 
and flexibility, and efficient and effective services.  

 
4.1.4 The Development Plan of East Dunbartonshire Community Health 
Partnership 
The plan sets out a detailed analysis of health statistics in East Dunbartonshire and the 
imbalance across a number of health factors, some of which relate to community care 
groups, particularly the impact of the rise in older people and the deprivation factors that 
indicate higher levels of need for care in certain geographical areas.  

The plan takes its main themes from the corporate themes of NHS Greater Glasgow and 
Clyde, which are significant in this community care plan -  

 Improving the Use of Resources  - making better use of financial, staff & other 
resources 

 Shifting the Balance of Care - delivering more care in and close to people’s 
homes 
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 Focusing Resources on Greatest Needs - ensuring that the more vulnerable 
sectors of our population have the greatest access to services and resources that 
meet their needs 

 Improving Access – ensuring service organisation, delivery and location enable 
easy access 

 Modernising Services - providing services and facilities which are as up to date 
as possible 

 Improving Individual Health Status – tackling key factors and behaviours that 
impact on health 

 Effective Organisation - that is credible, well led, organised and meets our 
statutory duties. 

The priorities of the CHP Development Plan include a commitment to - 
 Delivering Health and Social Care services from one place in Kirkintilloch - 

establishing an Integrated Health & Social Care Centre by Spring 2009 in 
Partnership with East Dunbartonshire Council 

 Caring for Older People - continuing to tackle the reasons for older people being 
at risk and development of responses including a joint model of rehabilitation, 
using assistive technology e.g. out of hours service linking to individuals through 
‘Telecare’. 

 Improving access to Physiotherapy, Foot Care and Dietetics - to reduce the 
waiting time to see a community physiotherapist and other primary care services 

 Improving quality and access to primary care services for adults with Learning 
Disabilities - working to ensure that more adults with learning disabilities receive 
services from mainstream primary care services that are informed and sensitive 
to their needs 

 Giving better services to people with multiple needs and / or long-term conditions 
- making better links between services to ensure that people who have both 
mental health and substance misuse problems receive appropriate and timely 
service responses 

 Supporting the Carers Strategy – working with partners, including carers to 
ensure that services are delivered and planned appropriately.  

 
Many of the priorities of the CHP are shared with the Council, and where these relate to 
adults with community care needs we will ensure that we bring together these actions in 
practice and further develop our joint work to respond to changing needs and priorities, 
as part of the joint planning process. 
 
4.1.5 The Children and Young People’s Plan  
Mindful of the impact that community care needs can have on children, young people 
and families we will align the Joint Community Care Plan with this Integrating Children’s 
Services Plan which sets out how East Dunbartonshire planning partners will develop 
and provide services to children and young people.  
The priorities of the Children and Young People’s Plan are -  

 Integrating children’s services planning 
 Keeping our children and young people safe 
 Supporting families 
 Improving the health of children and young people 
 Supporting children and young people in their learning and achievement 
 Encouraging children’s confidence, responsibility and creativity 
 Promoting young people and youth justice 
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 Investing in our staff. 
 

The key linkages between this plan and the Integrating Children’s Services Plan will 
include –  

 Children Affected by the range of issues that impact on a family where there are 
community care needs - e.g. ‘promote integrated responses to the need of 
children and young people affected by substance misuse’ (See e.g. section 9)   

 Transitions between children’s and adult services e.g. young people with a 
learning disability, mental health, carers issues etc. 

 Young Carers - promote effective support to children and young people who have 
care responsibilities (See Section 8.1) 

 Domestic Abuse - reduce the prevalence and impact 
 Child and Adolescent Mental Health Services - improve and consolidate services 
 Not in Education or Employment (NEET) - the local strategy commits to action to 

improve the chances for 16-19 year olds, who are in the NEET category or at risk 
of becoming NEET. This is clearly an issue for those with community care needs, 
and includes those beyond 19 years of age.  

 Youth Justice - raise awareness, make universal services more accessible to 
those at risk of offending, and promote diversion programmes. 

 
4.1.6 The Joint Strategy for Carers (2007-2010)  
This Joint Strategy is a partnership commitment between East Dunbartonshire Council, 
Greater Glasgow and Clyde NHS, East Dunbartonshire Community Health Partnership 
and Carers Link with significant contributions from Carers and other local Voluntary 
Organisations. It was launched on Carers Right’s Day 8th December 2006. The Strategy 
was the result of extensive consultation with Carers in East Dunbartonshire and has a 
series of priorities that are set out in Section 8.1 of this plan.  
Notably, we commit to developing a Young Carers Strategy to sit alongside the wider 
Joint Strategy as an early priority. 
 
4.2 THE COMMUNITY CARE JOINT PLANNING STRUCTURE 
We have recently revised our joint planning structure to reflect the various changes that 
have taken place and to create a more robust approach to delivering our priorities. The 
structure recognises the importance, not only of implementation but of performance – i.e. 
delivering better outcomes for the people of East Dunbartonshire. We will invest the 
responsibility and authority required in these groups to make a real difference. 
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The Joint Planning Forum brings elected member, and Chief Officer leadership and 
strategic direction together. The Joint Planning Forum will link-in to the Community 
Planning Partnership Board and report regularly to it.  
The Joint Executive Group brings senior manager support to the ongoing development 
of joint working between the Council and the Community Health Partnership and seeks 
to maximise the impact of both whilst maintaining their separate identities. It provides - 

 Leadership and Direction  
 Resources and Policies 
 Strategies and Delivery Plans 
 Development of joint teams 
 Supervision of the Implementation of the Joint Plan.  

The Joint Planning, Performance and Implementation Groups have responsibility for 
progressing agreed action plans consistent with strategic priorities set by the Joint 
Executive Group and approved by the Joint Planning Forum. Critically these Groups also 
have responsibility to set, monitor and report upon performance targets. A Performance 
Improvement Framework (PIF) consistent with National Outcome Measures for 
Community Care is being developed and will guide the care groups in this responsibility. 
The groups will – 

 Develop Action Plans to deliver strategic priorities that make a positive difference 
to people’s lives 

 Implement, Monitor and Review these Plans  
 Review (and revise if necessary) existing multi-agency groups 
 Report our local Outcome Measures regularly to the Joint Executive Group. 

 
4.3 SERVICE USER AND STAKEHOLDER CONSULTATION AND ENGAGEMENT 
A range of processes are in place to inform and enable service users, carers and the 
wider stakeholder community to comment on and contribute to the planning, 
development and delivery of Social Work and Health services including – 
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 East Dunbartonshire Community Planning Partnership has a Community 

Engagement Strategy that includes a number of means to enable participation 
and consultation including the Citizen’s Panel, a consultation web site, and a 
range of specific consultations. 

 Community Health Partnership has developed a Public Partnership Forum.  
 The local Council for Voluntary Service facilitates a wide ranging process of 

stakeholder engagement and consultation on community care services and 
issues - funded by Social Work and the Community Health Partnership. 

 Service User Forums operate in Learning Disability, Mental Health and 
Addictions Services, supported by East Dunbartonshire Council for Voluntary 
Services (EDCVS) to develop our ongoing engagement with service users and 
stakeholders. 

 Specific Recent Consultations have included Joint Carers Strategy; service 
access for Black & Minority Ethnic Communities; Purchased Home Care 
services; Dementia services; Hospital Assessment services, Accommodation 
development for people with learning disabilities, Advocacy, Respite Care and a 
major joint survey with Health, about the experiences of older people who have 
been admitted to hospital more than once.  

 Formal agreements are in place to consult regularly with local Older People’s 
organisations, the local voluntary and Independent Providers Forum, also a 
Strategy for Participation of Children and Young People is currently in 
development. 

 Commissioned Services will be invited, in an initiative between EDCVS and the 
Community Care Providers Forum, to develop systems to collect and reflect 
service user and stakeholder views and experiences – to influence future joint 
planning of services. 

 The Joint Planning Forum is identifying and appointing appropriate service user 
representatives as non-executive members. 

 Advocacy Services support service users to contribute to, comment on and 
influence their individual care package, and the wider planning and development 
of services. Funded by Social Work and the NHS, the range of advocacy 
services will be reconfigured from a disparate range of services into an umbrella 
local Advocacy Centre. 

 Applying lessons learned, locally, from the development of a User Defined 
Service Experience Toolkit (UDSET). This has been developed by the Scottish 
Government Joint Improvement Team. We will use it to focus on and supplement 
our current systems to hear and reflect service user experiences and ‘stories’. 

 
We will work with the above range of vibrant opportunities, led by each Planning, 
Performance and Implementation Group (as part of the developing Performance 
Improvement Framework for Adult Services and, in line with the developing National 
Outcome Measures for Community Care); we will build on the above processes as we 
implement this Plan. 

 

 

 
4.4 COMMUNITY CARE SERVICE DELIVERY 
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In recent years we have responded to the need for services beyond those more 
established, and enhanced the wide range of services delivered locally, including in 
people’s own homes. Many are developing appropriate responses at the hours required 
by individuals and their carers and families, beyond 9am to 5pm on week-days.  The 
range of services includes –  

 
 Assessment  of community care 

needs 
 Management of services provided 
 Home Care 
 Residential and Respite Care  
 Advocacy Services and Befriending 
 Income and Benefits Advice 

 Housing Support (Supporting 
People) 

 Aids to Support Daily Living 
 Housing Adaptations   
 Day Care and Day Support 

Services 
 Supported Employment 
 Skills Training 

 
Services for the general public also offer supportive services for people with community 
care needs –  

 Housing Services - including 
appropriate, affordable and 
adapted housing 

 Community Learning and 
Development 

 Libraries  

 Leisure 
 Culture and Leisure Services 
 Employability and employment 

support. 
 

 
In addition to services provided directly and managed by the Council and the Community 
Health Partnership and the wider NHS, other services are purchased from the private 
and voluntary sectors in the local community within East Dunbartonshire and out-with.  
We are aware that many people are supported informally by friends, family and 
neighbours. This is the bedrock of Community Care and can often be enhanced by 
community groups, social clubs and other informal networks. There are some services 
that support the promotion of the general health and wellbeing of people with community 
care needs in all settings in the community, including staff who work with communities 
and local services to promote involvement, social inclusion and raise awareness of 
community care issues. 
 
When people do require services, these are generally provided in four specific levels of 
support and help. The number of people requiring service decreases significantly as 
each level progresses and the costs increase significantly too. The levels range as 
follows –  
 

Level 1 - Social Work, Primary Care and Other Directly Accessed Services – such 
as care at home, GP, Community Pharmacy, Dental and Optometry Services 
 
Level 2 Services Accessed via Social Work, Primary Care and Others – often 
following initial assessment including home care, day support, respite care, 
outpatient, domiciliary and in-patient services in general hospitals. 
 

Paper 08/20 19 



East Dunbartonshire Joint Community Care Plan – December 2007 
 
 
 

Level 3 Specialist locality services – working to support level 1 and 2 services and 
others by providing advice, assessment, interventions and treatments for complex 
needs.  
 
Level 4 Specialist area and regional services – for people with complex or 
challenging needs, such as forensic services and may be residential / in-patient as 
well as community based services. 

 
5. THE COMMUNITY CARE CONTEXT - OUR OVERARCHING THEMES 
 

The past few years has seen a re-focusing on the development of policy and practical 
solutions to meet community care service needs with major legislative and policy 
changes. Additionally there have been broader policy changes that impact on the way all 
services work and these, also have to be taken into account.  We have considered this 
changing landscape and have linked the various policy strands into three themes which 
will guide us in the way we plan and deliver all community care services provided or 
purchased by partner agencies.   
  

5.1 THEME 1 BEST VALUE – EFFECTIVE AND EFFICIENT WORKING JOINTLY 
 Professionals working more closely together – as noted in the Building a 

Health Service Fit for the Future’4 and ‘Delivering for Health’5 reports about of the 
healthcare system, an integrated model of service delivery should provide - 
- Care as locally as possible 
- Continuity of care and local support for people with long-term conditions and 

their carers 
- Anticipatory and targeted care to those at greatest risk of ill-health 
- Active management of hospital admissions and discharges. 

 Joint Future and Care Management – the aims of the Guidance on Care 
Management in Community Care are that services would improve outcomes by -  
- enabling better and quicker access to services through Single Shared 

Assessment 
- more integrated approaches to managing, financing and running services 
- supporting professionals and managers to improve decision-making and 
- agencies reporting performance jointly. 

 Delivering more personalised services – the report of the 21st Century Review 
of Social Work ‘Changing Lives’ 6 recommends that services should be -  
- delivered as part of a whole joined up system 
- personalised to meet the needs of the people who use them and their carers 
- focussed on prevention and early intervention rather than crisis management. 

 Best Value – seeks to ensure that management and business practices in local 
government and joint services deliver better and more responsive public 
services. Community Care services reflect the following Best Value 
characteristics - 
- leadership that is committed to Best Value 
- engagement with and responsiveness to people who use services 

                                                 
4 Building a Health Service Fit for the Future – Scottish Executive 2005 
5 Delivering for Health – Scottish Executive, 2005 
6  Report of the 21st Century Review of Social Work ‘Changing Lives’ – Scottish Executive 2006 
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- sound governance and management of resources and alignment of 
resources 

- competitiveness in the way services are provided 
- review and option appraisal balancing improvement of performance and 

value whilst maintaining consistently good levels of service 
- sustainable development in social, economic and environmental aspects 
- equal opportunities for all  
- accountability and openness in reporting regularly to all stakeholders. 

 Review of Scottish Government Budgets7 – the report of the Budget Review 
Group has made recommendations that could have consequences for local 
expenditure.  

 Community Planning – as noted in Section 4 the ‘themed partnerships’ tackle 
cross-cutting issues that affect many in our communities.  

 
 

 Review of Public Sector Procurement in Scotland – The McClelland Report8 
sets out an agenda for public procurement with a number of recommendations 
for effective, collaborative procurement, delivering Best Value and supporting a 
competitive, transparent and equitable environment for providers. See Section 
7.4 of this plan. 

 eCare and the Data Sharing Partnership - a commitment and timetable is in 
place to achieve electronic information sharing between key agencies involved in 
delivering services to people who need community care services. A high level 
Data Sharing Partnership brings together all of the local authorities within NHS 
Greater Glasgow & Clyde to plan, implement and monitor the progress of 
electronic information sharing. The first target is to be able to share Single 
Shared Assessments electronically. 

 Single Shared Assessment & Joint Care Management - guidance in 2004 sets 
care management in the context of Joint Future and, particularly, the 
development of single shared assessment to redress the lack of focus in previous 
Guidance. It has led to a local review of Eligibility Criteria; development of 
practice in who can be care managers; development of working across agency 
boundaries; and the training of staff. 

 National Outcome Measures for Community Care - these build upon the base 
already established by the Joint Performance Information and Assessment 
Framework (JPIAF) that has enabled monitoring and measurement of the 
progress of joint working primarily between Social Work and the NHS. We will 
develop new measures that will focus on outcomes and attempt to assess ‘the 
difference we make’. Local Improvement Targets (LIT’s) have been developed or 
are being developed for all community care client groups as part of JPIAF. These 
will form the basis of the measures that will inform the National Outcome 
Measures.  

5.2 THEME 2 - PARTICIPATION, REPRESENTATION AND CAPACITY BUILDING  
 Capacity Building – the ‘Changing Lives’ 9 report also presents us with 

challenges to- 

                                                 
7 Choices for a Purpose : Review of Scottish Government (Executive) Budgets. Report of the Budget Review 
Group, 2006 
8 Review of Public Procurement in Scotland  John F. McClelland CBE, Scottish Executive, April 2006 
9  Report of the 21st Century Review of Social Work ‘Changing Lives’ – Scottish Executive 2006 
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- build capacity to deliver personalised services - developing services which 
people find easy to use and which are better equipped to help them find their 
own solutions 

- build capacity of the workforce – developing and deploying the workforce in 
ways that make the most effective use of the knowledge, skills and values of 
social work 

- build capacity for sustainable change - ensuring the delivery of real and 
sustained change in the way services are designed and delivered. 

 Stakeholder Consultation and Participation - this arises from the East 
Dunbartonshire Community Engagement Strategy of the Community Planning 
partners and is based on The Community Engagement Standards10. It seeks to 
engage as wide a range of people as possible, using different mechanisms to 
engage in policy planning and service delivery. 

 Advocacy and Representation arises from Mental Health (Care and 
Treatment)(Scotland) Act 2003 and other legislation place a duty on agencies to 
ensure that people have access to advocacy and / or representation where 
decisions are made about their care.    

 The Adults with Incapacity (Scotland) Act 2000 - continues to challenge the 
culture whereby action can be based on assumptions of what is considered to be 
in an individual’s best interests, without considering what the person and their 
carers wish and whether legal intervention will best protect interests. It provides a 
range of legal remedies. 

 The Future of Unpaid Care in Scotland is a 10 year agenda for the Scottish 
Government, statutory care providers, groups and agencies in every sector and 
locality to ensure meaningful participation and real outcomes for carers. 

 A Vision for the Voluntary Sector - the Next Phase of our Relationship 
recognises four key areas for the voluntary sector that include a contribution to 
building strong communities, advocacy, developing policy thinking and agent of 
change. However, it is as service delivery partner that the Scottish Government 
sees as having implications for commissioning, strategic planning of services 
locally and Community Planning. This is consistent with the collaborative 
approach to procurement recommended by McClelland. 

 Supporting People - offers vulnerable people opportunity to improve their 
quality of life by providing housing-related support services that can complement 
existing care services. 

 Free Personal Care - Personal care is provided free for people over 65, living in 
their own home or a care home, provided they are assessed as needing it. The 
Scottish Government has announced an independent review of both the level 
and distribution of resources to local authorities.  

 Direct Payments - cash payments made in lieu of social care service provision 
to individuals who have been assessed as needing services, can be made to 
disabled people aged 16 years and over. The aim of a direct payment –also 
known as self-directed support- is to give more flexibility, choice and control in 
how services are provided to many individuals who are assessed eligible for 
social services support. Most payments, in East Dunbartonshire are made to 
Older People, however recent Guidance will see this develop. 

 Regulation of Care (Scotland) Act 2001 - the local authority has invested in 
each aspect of the regulatory environment which has established the Scottish 
Commission for the Regulation of Care (that registers and regulates care 

 
10 Community Engagement Standards – Communities Scotland 2005 
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services) and the Scottish Social Services Council (that registers, regulates and 
ensures the training of the social service workforce).  

5.3 THEME 3 - EQUALITY, DIVERSITY AND INCLUSION 
 Equality and Diversity – As partners we are committed to delivering our 

statutory duties to ensure equality of opportunity, both as employers and service 
providers. This means eradicating discrimination and enhancing relations among 
different groups and is important because people with community care needs are 
among the most disadvantaged in education, work, leisure and accessibility to 
services. We commit to using our collective efforts to challenge and remove 
barriers of assumption, stereotype and prejudice11. Our developing Community 
Planning Equality and Diversity Partnership will ensure that services are non-
discriminatory, and that people have equal right of access, according to their 
needs, to advice, support, service and involvement in decisions affecting their 
lives, irrespective of their “sex, marital status, race, disability, age, sexual 
orientation, language, social origin, personal attributes that include beliefs or 
opinions, such as religious beliefs or political opinions12”.  Subsequent 
publications suggest the need to be explicit that this also includes colour, 
ethnicity, physical or mental ability, gender and/or economic circumstances. A 
number of key policies and initiatives flow from this and support its practical 
implications for people with community care needs. 

 Inclusion - A Broader Definition of Community Care Services - as outlined in 
the Mental Health Act, successful Community Care depends on all community 
based services including -    
- Health and Social Care and Support Services  
- Services designed to promote well-being and social development including of 

the promotion of well-being and social development 
- Social, Cultural & Recreational Activities 
- Training and support into work for those over school age and 
- Assistance with travel in connection with such services. 

 Health improvement - East Dunbartonshire has a good health record and our 
life expectancy rates are one of the highest in the country. However, we cannot 
be complacent and recognise that people with community care needs tend to 
have health inequalities compared to others in the community. The Joint Health 
Improvement Plan and the local Community Health Partnership drive our working 
together to develop existing and new initiatives aimed at preventing ill health and 
promoting health improvement.  

 Supporting People services enable vulnerable people to maintain or improve 
their ability to live independently by the provision of housing support services. 
They make the difference between a person being able to continue living in the 
community or having to move to a form of institutional care e.g. care home. They 
assist a homeless person to move on to manage their own home and resettle 
successfully in the community and / or they prevent crisis by intervening at an 
early stage to stabilise a person’s situation. 

 Housing as an essential part of community care ensures that community care 
service users and their families are able to live in their homes or in homely 
settings. We will further develop our plans for joint working with Housing 
colleagues in community care planning and development. We have recognised 

                                                 
11 The "Social Model of disability” described by the Disability Rights Commission. 2005 
12 The Scotland Act 1998 
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the importance of highlighting the need for affordable and socially rented housing 
in the East Dunbartonshire Local Plan 2 -Scoping Report for the Strategic 
Environmental Assessment, and will emphasise Housing needs as part of the 
review of our Local Plan.    

 Education, Employment, Vocational Training, Leisure and Recreation - the 
wider scope of the Mental Health Act 2003 makes clear the need to plan and 
provide appropriate services in these areas. Recent Scottish Government 
Guidance “With Inclusion in Mind” supplies a template to help Local Authorities 
and the NHS to structure and coordinate their plans to ensure wider corporate 
participation in this area.  We will use this template to develop our approach 
which will include a Community Planning Partnership-wide review of vocational  
training and employment13. 

 Mental Health (Care and Treatment)(Scotland) Act 2003 - enhances the 
statutory duties of the Council to ensure that every one who has, or has had, a 
mental disorder should have access to appropriate advice, assistance and 
support from a wide range of non-stigmatised community-based services, in 
addition to effective and appropriate specialist health and social care and 
treatment where required. It also brought fundamental change to the approach to 
the treatment and care of people with mental disorder for the NHS, the Council 
and other partners.  

 Social and Environmental Circumstances - our commitment to equality for 
people with community care needs recognises the need to tackle some of the 
underlying issues of poverty, housing, education, health, transport, 
unemployment and exclusion as we seek to have a longer term impact.  This 
wider frame of reference is tackled through our Community Planning Partnership 
that is noted below. 

 
 
 
 
 
 
 
 
 
 
 
 
6. OUR STRATEGIC PRIORITIES 
Our first four strategic priorities reflect the four national outcomes for joint working and to 
these we have added a fifth to enhance our commitment to our staff. 

OUR STRATEGIC PRIORITIES  
1. Supporting More People at Home  
2. Assisting People to Lead Independent Lives  

                                                 
13 “With Inclusion In Mind- The local authorities role in promoting well-being and social development”. 
Scottish Government 2007. 
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3. Ensuring People Receive a High Standard of Care 
4. Better Involvement of and Support for Carers and Other Stakeholders 
5. Effective Workforce Planning and Development 

The delivery of these priorities will be influenced by our key themes which will challenges 
us to plan and deliver services and to ensure that we achieve - 

 Best Value – Effective and Efficient Services Working Jointly 
 Participation, Representation and Capacity Building 
 Equality, Diversity and Inclusion 

We have set out below a diagram show the relation ship between our commitments, the 
needs of the population, how we deliver services, work with stakeholders and take into 
account the policy and legislative background. 
HOW WE BRING IT ALL TOGETHER 

 
7. OUR OVERARCHING ISSUES ACROSS ALL CARE GROUPS 
People who use and depend upon community care services draw benefit from those 
services, and from general services, being accessible, flexible and joined-up. People 
who are frail or have a disability or limiting condition generally rely on networks of 
support rather than simply upon single services. It is important that we look beyond the 
range and scope of single services or single care groups, and even beyond those 
services which are clearly identified as community care services to promote and ensure 
responsive and holistic approaches. There are a number of issues and challenges, and 
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indeed, opportunities that require to be addressed which run across service boundaries 
and sometimes impact on children and families, and carers as much as upon those who 
use community care services. It is important that this plan makes connections with, and 
maximises joint impact with other key plans and strategies as outlined in Section 4. 

Much of what makes life better for people comes from informal sources, including 
families, communities and friends and we must acknowledge and enhance this circle of 
support. In consulting this plan in draft, this was one of the major themes that kept being 
raised by individuals and groups of service users, carers, staff and stakeholders. Other 
major themes are set out below. They include:  

 the ‘balance of care’ between care at home in the community and care in 
residential or institutional settings, for all care groups;  

 accommodation and housing 
 commissioning community care services 
 effective workforce planning and development   

 
The overarching issues priorities are contained within the “All care group priorities” in 
Section II (8.2), and within the action plan in Section III of this plan- below. 
 
7.1 Balance of Care Issues  
The Scottish Government ‘measures’ the Balance of Care for older people by comparing 
the proportion of older people resident in care homes and those cared for in long-stay 
facilities, with those living at home and receiving 10 hours per week ‘intensive’ home 
care service.  Using this definition, for East Dunbartonshire our ratio is 80:20% 
compared to the National Target of 70:30% by 2008.   

National government policy promotes the concept of more people, not just Older People, 
being cared for at home or in the community, as opposed to in hospital or long-term care 
settings. However –contrary to the narrow definition used by the Scottish Government to 
‘measure’ (as above) this- a range of factors impact on the ‘balance of care’, such as -  

 Identifying early opportunities for rehabilitation to ensure optimum level of 
functioning 

 Ensuring that people with long-term conditions receive appropriate care and 
support as close to their own homes as possible 

 Treating more people with acute mental health issues in the community, and 
supporting people to stay well in the community following a psychiatric admission 

 Preventing people being admitted to hospital, especially on an unplanned  basis 
 Ensuring people are discharged from hospital with the appropriate support to the 

best setting at the earliest opportunity 
 Preventing people from becoming unwell, and if they do, treating them as close 

to their home as possible 
 Supporting carers as partners, providing them with information and training and 

build ‘carer awareness’ into professional training. 

While there has been a significant shift in the balance of care for people with learning 
disabilities, following on from hospital closure programmes, there is increasing demand 
year on year for services in 3 areas –  

 the transition of young people from children’s to adult services 
 the increase in the number of older carers still supporting people at home and 
 existing service users with increased needs [Greater Glasgow Learning Disability 

Development Plan 2007-10]. 
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The balance of care is an issue for people with long-term conditions that include Older 
People, people with Mental Health problems, people with learning disabilities, people 
with Physical Disabilities and Carers, and these are our priority areas in shifting the 
balance of care.  We will consider how to improve the balance of care in East 
Dunbartonshire by prioritising service improvements, setting targets to measure our 
performance, and identifying and addressing gaps in service.   

Some areas identified for service improvement or as gaps in services, which will 
positively impact on the balance of care –such as; 

 more holistic approaches to care ie. more focus on the whole needs and identity 
of individuals and less service delivery to ‘treat’ ‘problems  

 more power given to service users and carers over the services they receive and 
the manner in which they are provided 

 more availability of services outwith traditional office hours and traditional service 
styles 

These are discussed in more detail in the rest of Section 7.1- below. 

 
7.1.1 Holistic care 
(i) Single Shared Assessment  

The basic principle of Single Shared Assessment is that a person should experience a 
co-coordinated service from the initial referral to the delivery of services, which benefits 
service users and their carers by providing: 

 a single point of entry to community care services;  
 a holistic, structured approach to the assessment;  
 less bureaucracy, duplication and delay; 
 information shared between professionals and agencies appropriately; 
 a faster track to services and a faster journey along the tracks; and  
 outcomes accepted by fellow professionals. 

The Scottish Government required that a Single Shared Assessment tool and process 
be implemented for assessments for all community care groups from 2004.   

The Single Shared Assessment (SSA) for Older People in East Dunbartonshire was 
implemented in November 2003 and was formally reviewed in 2004 to inform the 
implementation of an SSA framework across all care groups from July 2005.  

An SSA should be triggered by a social care or health professional if diversity and/or the 
complexity of an individual’s needs indicates there may be a need for contributions to the 
assessment or services by more than one agency, or there need to share information 
across agencies, and that the service user would benefit from an SSA. 

Much progress has been made in promoting the use of SSA, including an increase in the 
number of SSA’s completed during 2006, which exceeded our 50% target. Nevertheless, 
this still accounts for less than 20% of all community care assessments undertaken by 
social care staff.14  This may be because some individuals need only a single agency 
(eg social work) assessment or service, and there is no benefit for the service user by 
having an SSA (eg services would not be accessed faster). 

 
14 Source: Joint Performance Information & Assessment Framework- East Dunbartonshire- 2006/07. Assessments by 
health professional outwith SSA are not counted under JPIAF. 
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However, we know from recent case evidence15 that, similar to most Local Authority 
areas in Scotland, a number of  factors are contributing to the limited uptake of SSA –
and Carers Assessments- which includes: 

 there is limited/ insufficient shared access to resources 
 lack of electronic information sharing solutions  
 barriers between NHS and EDC staff (eg mutual understanding professional 

roles and responsibilities) 

The enhancement of resources, the development of information and systems 
technology, and new, more responsive and flexible services will not in produce the 
desired reversal of the current direction of balance of care in themselves. They depend 
for their impact upon the community of professionals responsible for the assessment, co-
ordination and delivery of health and social care to people operating as elements within 
a single system. This requires that a single language of assessment and care 
management is established and owned throughout the system, which is currently not the 
case. This must happen as a matter of priority so that we can achieve progress towards 
a meaningful local application of joint care management.  

In order to drive forward and re-focus SSA, we will address the issues identified, as a 
priority in parallel with developing a joint training and implementation strategy for joint 
care management. The need to re-focus and strengthen SSA as a process and tool for 
joint working and promote better outcomes for service users, is enhanced by practical 
developments such as the delivery of health and social care services from Kirkintilloch 
Integrated Care centre from Spring 2009.  
 
(ii) Electronic information systems and technology. 

East Dunbartonshire Council and the Greater Glasgow NHS agreed an Information 
Sharing Protocol in 2005 (prior to the establishment of the CHP locally). The purpose of 
this is to ensure that information can be safely shared between agencies which satisfies 
both the legal and professional obligations of NHS and Council staff, as well as the 
legitimate expectations of service users, to enable the exchange of information which is 
necessary to permit multi-agency and multi-disciplinary service provision. 

This protocol has provided the foundation to enable progress to be made on allowing, for 
example, CHP staff within the joint teams (Community Addictions Team and Joint 
Learning Disability Team) to access CareFirst, the Social Work electronic information 
system. The advantages of this include: 

 Unnecessary duplication, delay and inefficiency is avoided; 
 Equal access to shared information means that duplicative intrusion on a service 

users can be avoided; more robust risk management can be employed in terms 
of risk towards staff and risk towards service users; 

 Accurate recording of performance management information is promoted. 
The next phase of local information sharing will see NHS/ CHP- based teams, such as 
the Community Older People’s Team, access CareFirst. Beyond this, in preparation for 
the establishment of the Kirkintilloch Integrated Care Centre, we are currently working 
towards single access points to respective health and social care IT systems in 
anticipation of future needs and appropriate flexibility. 

The establishment of improved electronic information sharing is currently being 
progressed by the Greater Glasgow Data Sharing Partnership, of which East 
Dunbartonshire is part.  Electronic hand-held assessment and recording tools for 

 
15 East Dunbartonshire Joint Vulnerable Older People’s Project- Final Report- October 2007 
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community nurses are progressively being introduced by the CHP. The information 
collected can be downloaded into a computer system, and used to populate the Single 
Shared Assessment tool used as the baseline assessment for nursing and social work 
staff across East Dunbartonshire. Through this Partnership, East Dunbartonshire is 
targeted to be able to share all Single Shared Assessments electronically by the end of 
2008. 
e-Care applies computers and communication technology to provide better and more 
joined up care, advice and assistance to the people of Scotland. With the individual's 
consent, eCare enables secure information-sharing between professionals. A multi-
agency electronic “store” is being developed in each NHS Board area which will be the 
repository into which agencies will deposit information (with consent) on service users 
and patients who require their care to be delivered by more than one agency. Other 
agencies will be able to both access deposited information on individuals and to 
contribute to ongoing assessments and care plans on-line.  This should mean faster, 
safer, more efficient delivery of care. 
Other developments such as assistive technology solutions have more obvious and 
immediate benefits to service users and their carers, as well as much to contribute to 
helping people be as independent as possible and to stay in their own homes for as long 
as possible. We will give priority to developing and implementing assistive technologies 
to support older people in particular to live longer within the community. 
 

7.1.2 Empowering Service Users  
(i) Self-directed Support  

As mentioned in Section 5.2, Direct Payments are cash payments made in lieu of social 
care service provision to individuals who have been assessed as requiring services.  
This is now more appropriately referred to as ‘self-directed support’ in Scottish 
Government guidance to Local Authorities (issued in 2007), which aims to improve take-
up. This is because self-directed support is seen as a key element towards individuals 
being able to sustain and improve health, and prevent long term conditions through an 
emphasis on self-help and support which is continuous, integrated (eg with existing 
community and social supports and opportunities including for education and 
employment) and tailored to individuals needs. As such, it is a key factor in promoting a 
shift in the balance of care. 

In East Dunbartonshire, the uptake of self-directed support payments is primarily by 
Older People. In line with our Strategic Priorities  -particularly ‘Assisting people to Live 
Independent Lives’- an overarching priority for us is to further promote and expand the 
uptake of Direct Payments.  

(ii) Self-managed care 

Self-managed care is about developing a fuller partnership between health and social 
professionals and people in the management of their own conditions, which is a move 
away from people having an experience of being passive recipients of care. There are 
already high levels of self care by individuals in the community; e g pharmacists provide 
the public with advice. The new pharmacy contract supports this approach through 
medication services and minor ailments services, for example.  

We aim to increase support for people to enable them to self care more effectively, for 
example, by providing visible, accessible and consistent information about access to 
services, and developing self-referral routes across agencies. Advances in assistive 
technology –mentioned above- will also play a key role in allowing people to be 
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monitored at home and to manage their own conditions. A new national strategy for long 
term conditions will be developed based on the fact that people's experiences of living 
with long term conditions is a central driver of service change. 

(iii) Choice 

Improving the potential for self-managed care is also about offering people choices 
about their care where possible and being removed from a “one size fits all” approach. 
We aim to be creative and innovative in the development of our services, including 
routes to access services, and will work to achieve a more effective, mixed economy of 
care. For example to promote low intensity options within respite, flexible breaks at 
home, as well as traditional centre-based and residential care. 

(iv) Advocacy 

The Mental Health (Care & Treatment) (Scotland) Act 2003 and the Adults with 
Incapacity (Scotland) Act 2000 aim to safeguard the rights of people with a mental 
illness, learning disability or other mental disorder. Although it is the duty of health and 
social care professionals to safeguard the interests of the people who use their services, 
and help them to get the right treatment and care, the law says that people who have 
such an illness or disability have a right to access an independent advocate who will 
support them and help get their point of view across.   

It is the legal duty of the local authority and health board to make these services 
available.  Currently, residents of East Dunbartonshire receive advocacy services from a 
variety of service providers, not all of which are available within the Local Authority area. 
To improve availability, access and choice for service users, and in particular to meet 
our responsibilities under the Mental Health Act, we aim to provide an East 
Dunbartonshire-wide independent umbrella advocacy service for all adults with 
community care needs. We are in the process of commissioning for this service, which 
will be available by mid-2008.  

 

7.1.3 More flexible and innovative service provision 
(i) Out of Hours / Crisis Service Model 

Despite the development of a range of services and processes within the community 
(including Rapid Response Homecare, Shared Assessment processes, etc.) there is 
clear indication that, in a range of circumstances involving risk, individuals, families, 
carers, and critically, clinical decision makers feel that this network of service is not 
responsive enough, flexible enough or intensive enough to cope with the risk, especially 
out-of-hours and at weekends. A community breakdown therefore occurs, and an 
admission (either to hospital or care), for example, may then become inevitable.  

The need for more services to meet the needs of people outwith ‘normal’ office hours, 
and respond better to crises, was a consensus view raised in by people across care 
groups during the consultation period of this plan. 

There have been some recent developments in this area, such as the establishment of a 
Crisis Service for people with severe mental illnesses. This service now operates in East 
Dunbartonshire 7 days per week, and provides assessment, intensive home treatment 
and crisis intervention. A joint out-of-hours and overnight home care pilot, linked to 
assistive technology, has also been established, and has been operational since 
October 2007. 
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We have identified as an ‘all care group’ priority the development of cross care group, 
low level (non medical or emergency) out of hours support services.  

 

(ii) Social Care and Support / Care at Home 

Social care and care at home include ‘sitter’ services that allow carer respite at key 
times, and flexible home support services which provide personal care and/or social 
support. These are key services which are needed to fill the gaps in current service 
provision to make available community alternatives to hospital or long-term care in order 
to meet our strategic priorities to support more people at home, assist people to live 
independent lives, and better support carers. 

Alongside the development of these services, we will develop a more effective 
configuration of clinical, assessment and mainstream support services such as 
homecare, day care and respite.  

Specifically for Older People, we will promote care at home solutions wherever possible 
and appropriate. We will work to ensure that funding arrangements and eligibility criteria, 
where they apply, will not undermine or work against this commitment.   Further work will 
be done to examine how direct payments can be used as an area of development and 
modeling for potential at-home solutions for individuals at risk of reception into care. 
 
7.2 ACCOMMODATION AND HOUSING  
Housing is one of the most fundamental parts of Community Care support and our 
commitment to this is reflected in a number of strategic plans including the Community 
Plan, Joint Community Care Plan, the Children and Young People’s Services Plan, the 
Housing Strategy, the Homelessness Strategy, the Council’s Corporate Plan and the 
Community Health Partnership Health Homelessness Action Plan.  

A strategic approach to housing is essential and poses a particular challenge since 81% 
of residents in East Dunbartonshire own their own homes and 19% of residents live in 
rented accommodation16. Housing tenure and the increasing demand for people to 
continue to live in their own homes makes the Care & Repair Service an important 
source of support. It offers independent advice and assistance to help homeowners 
repair, improve or adapt their homes so that they can live in comfort and safety at home 
in their own community. 

Colleagues from Housing and Protective Services, Social Work and the Community 
Health Partnership are working to refocus our current practice and we have developed 
an improvement action plan to meet the challenges and opportunities in Housing and 
Community Care for 2007-10.  We are taking forward the housing and Community Care 
agenda in a very pro-active way at all levels of planning and practice 

In planning to support people in their homes - we will –  
 ensure that the business of all relevant planning groups includes Housing and 

Community Care issues and that they deal appropriately with the Community 
Care and Housing agenda 

 collate information about the numbers of geographical development sites and 
assess their suitability against known Community Care needs  

 update Community Care Housing Needs Assessment in line with timescales for a 
revised Local Plan  

 
16 Source: General Register Office for Scotland (GROS), 2001 Census 
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 ensure that the housing needs of people with community care needs, who are 
also homeless, are taken into account 

 draw up a report on housing options to support people in the community with a 
view to extending the options available  

 continue to support and consolidate the ‘Care and Repair’ scheme. 
 
In ensuring people receive an improved quality of care - we will – 

 develop and optimise the use of the Common Housing Needs Register and work 
to –  
- ensure that people with community care needs are included in this  
- populate the property Data-Base with information about adapted houses 
- join-up the information on the individuals and families presented at the 

Social Work Liaison meeting with known information from the Housing 
Waiting List 

- include information, currently held by Social Work, about applicants with 
community care needs who are seeking specialist accommodation 

 develop protocols for the Direct Access housing provision, to ensure that people 
who are homeless have clear and quick access to assessment of their health and 
social work needs. 

 
7.3 EMPLOYMENT AND TRAINING 
Our recognition and commitment to a broader view of community care has implications 
in the field of employment and training. This is a fundamental part of our Community 
Plan and offers a key opportunity to ensure that we also impact on the economic status 
of people with community care needs.  
For some people, Employment and Training can be a fundamental part of their lives and 
as noted earlier, we understand the wide-ranging impacts of exclusion that affect 
educational attainment, training and employment.  Our commitment to Equality and 
Diversity and to independent living is integral to our plans to improve the skills and 
employability of people with community care needs. This is also consistent with our 
common commitment to the challenges in developing “More Choices, More Chances”17 
for those who are not in employment or education or training, and studies18 show that 
today’s disabled young people share the aspirations of their non-disabled peers for 
education, work and independent living. Lack of employment also affects income and 
poverty status and people with disabilities are among those most likely to be poorer19. 
People who use mental health services are at greater risk of losing their jobs which can 
lead to further segregation and isolation. The employment rate in Scotland for people 
with any kind of learning difficulty lags at least 50% behind the general population, and 
for people with any kind of mental health problem, it is 65% behind. Recent guidance 
from the Scottish Government “With Inclusion in Mind”20 supplies a template to help 
structure and coordinate a community planning partnership approach to address 

 
17 The More Choices, More Chances Strategy is an action plan to reduce the proportion of young people 
not in education employment or training in Scotland – Scottish Executive 2006 
18 The education and employment of disabled young people: Frustrated ambition. Tania Burchardt. 2005 
The Policy Press and JRF 
19 Multiple disadvantage in employment. 2003 JRF 
20 “With Inclusion In Mind- The local authorities role in promoting well-being and social development”. 
Scottish Government 2007. 
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employment and training needs as part of a wider commitment to recovery and well-
being. 
It is important to recognise that for those who are not able to work, regular structured 
activity is a key factor in creating wellbeing. 

ACHIEVEMENTS - A range of initiatives and services are in place to support individuals 
with community care needs into work, work experience and meaningful therapeutic 
activity. These include: 

 A local voluntary organisation provides work experience for 25 individuals with 
Learning Disability. Recently it has been consolidated and established in 
permanent purpose-built premises  

 The local Association for Mental Health Provides a range of vocational and 
employment supports to adults with mental ill health, including job coaching and 
mentoring 

 A jointly funded Art Therapy service provides art therapies and vocational support 
to individuals with learning disability, mental health and  addictions issues 

 A major national voluntary organisation supports adults with mental health issues 
into vocational and recreational activity 

 An enhanced Occupational Therapy service has been developed at the Larkfield 
centre to support individuals with mental health issues back into employment. 

 Learning disability Day Services Review-Has been carried out over the past year 
to review and revise the opportunities available to adults with learning disability 
for vocational, recreational and therapeutic activity 

 Two Local Area Coordinators have been appointed as recommended by the 
national report, ‘The Same As You’. They support individuals with learning 
disabilities to assemble their own bespoke packages of day activity. 

PRIORITIES - East Dunbartonshire Community Planning Partnership is developing a 
partnership approach to addressing issues of employability and training. This is being 
undertaken in the context of Workforce Plus21, the Scottish Government’s national 
employability framework.  A scoping exercise has been commissioned from independent 
consultants and is currently underway. This will inform and underwrite the following. 

 Establishing an Employability Working Group to develop the local strategy 
 Mapping of local provision for all vulnerable people and highlighting gaps 
 Identifying and taking steps to bridge the gaps 
 Ensure that individuals who are not in education, employment or training (NEET) 

are identified within community care groups. 
 Producing a Directory of Services for East Dunbartonshire. 
 Develop an action plan in response to “With Inclusion in Mind”. 

 
 

7.4 A STRATEGY FOR COMMISSIONING COMMUNITY CARE SERVICES 
The Review of Public Sector Procurement, now known as the McClelland Report, stated 
that “although there is growing awareness of the value of good procurement, there is still 
an insufficient level of practical priority given to it by some leadership groups within the 
sector.”  East Dunbartonshire Council and its planning partners are addressing this by 
developing a comprehensive commissioning strategy which will reflect the core 
principles and recommendations of this national report.22 

 
21 Workforce Plus: an Employability Framework for Scotland, 2006 Scottish Executive. 
22 Review of Public Procurement in Scotland. 2006 Scottish Executive, John F. McClelland 
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This will take account of the key recommendations of the report about –  
 Good governance and accountability as they apply to procurement   
 Sound practices and business processes that address the complexity and 

criticality of procurement, including the wider responsibilities of the public sector 
 Effective information systems supporting procurement and assisting its 

performance  
 Leadership of, and within, the procurement function which ensures the 

deployment of policy, accountability and best practice. 
 
The Strategy will set priorities, timescales and targets for service development in a 
strategic way by – 
 An analysis of current and projected current demand and projected future needs 
 A review of the cost and quality of current service provision and future service 

models and costs 
 A review of the funding arrangements and current and future budgetary issues 
 A consultation framework to engage stakeholders and partnership development 

proposals for key statutory, voluntary and independent agencies 
 Consultation with stakeholders about their views of this and of future 

requirements 
 Agreeing and specifying priorities for the medium and longer term 
 Developing a Contracting and Contract Management Strategy to ensure this is 

achieved.  
 
The aim of this strategy is to meet the challenge, as set out in the recent Review of 
Public Sector Procurement that  “All of the above should contribute to highly-advanced 
and effective capabilities including collaborative procurement which consistently deliver 
Best Value performance and support a competitive but transparent and equitable 
environment for suppliers.” 23 

 
7.5 EFFECTIVE WORKFORCE PLANNING AND DEVELOPMENT –  
 
Our commitment to our staff is a paramount consideration as we seek to ensure better 
service delivery and we acknowledge the contribution that our staff currently makes. In 
addition to the range of staff development and training priorities in the carer and care 
group sections above, we have developed a number of significant initiatives to support a 
broader approach including –  
 
 Integrated Working - developing the role of the Joint Planning Executive Group and 

in developing joint management and joint teams in a number of locations. 
 

The establishment in Spring 2009 of an Integrated Centre in Kirkintilloch is one of the 
most exciting developments towards promoting integration and improving standards of 
care.  The benefits of co-locating staff from a variety of primary care health and social 
care disciplines, including District Nurses, Health Visitors, Physiotherapy, the 
Community Mental Health Team, and all adult fieldwork Social Work Teams, is coupled 
with the opportunity to redesign practices, procedures and service delivery to maximise 
benefits to service users. In addition, services will be delivered in a modern, integrated 
health and social care facility. Therefore one of our priorities for 2007/08 is to develop 

 
23 The Review of Public Sector Procurement in Scotland 2006 – Report by John McClelland, CBE 
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new service & operational plans across the CHP & Council services which will move into 
the new Centre, under the direction of the joint KI (Kirkintilloch Initiative) Steering Group. 

 
In addition we will review the potential benefits, barriers and opportunities for developing 
shared approaches to the management of community care services to achieve improved 
outcomes. Our challenge will be to improve joint working by reducing bureaucracy, 
having better co-ordination between services and streamlining access to health & social 
care services, whilst maintaining clear professional and clinical accountability. 
 
 The Multi-Agency Practitioners Forum- for sharing good practice and tackling joint 

issues, and to promote a better mutual understanding of each Professional/ agency roles 
and responsibilities. 
 Staff development and training- to consolidate and embed joint assessment- 

including carers assessments, single shared assessment, information sharing, and 
establish a local model of joint care management. 
 Professionalising the Social Services Workforce- by responding to the new 

regulatory demands of the Scottish Social Services Council.   
 
Workforce Plans are currently being taken forward by Social Work and the CHP. We will 
explore efficiencies through shared services and joint working in line with the priorities 
identified.  
 
 
 
 
 
 
 
 
 
 
 
 
 
PART II - OUR PRIORITIES FOR CARERS AND CARE GROUPS 
We now set out a summary of the main recent policy and legislative change and our 
responses to these. This period has seen unprecedented development of our joint work 
with each other and our partnership work with Service Providers in the statutory, 
voluntary and private sectors. For the purposes of objectivity we have not named other 
Service Providers in this document. 

 
 In each section we summarise our service development (regardless of service 

provider), our achievements and our priorities for Carers and the five largest Care 
Groups.  

 Additional to the information contained herein, and as noted in Section 14- below, 
we are developing a series of measures that will attempt to identify the impact on 
people and the  outcomes- the difference our services make in people’s lives - as 
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we commit to regular reporting of our work and progress in a relevant way to all 
stakeholders.  

 
8.1 PEOPLE WHO ARE CARERS
BACKGROUND CONTEXT  
We acknowledge that we owe much to the informal care provided by Carers, whether family, friends or 
neighbours. Social Work Services and the NHS rely on this willingness and ability to provide care 
however, Carers also need support to be able to continue their role and protect their own health and 
well-being. We subscribe to the principles of new legislation and policy24 that fully appreciates Carers 
as partners in the provision of care (to the person being cared for) and the most significant are 
described below. 

 The Community Care & Health Act (2002) entitles all Carers to an assessment of their ability to 
care, independent of any assessment of the cared-for person. Services should ensure that 
Carers are made aware of this right and jointly provide Carer Information Strategies that take 
account of Carers views, and the views of the person cared for, before deciding on the 
provision of services. 

 The Strategy for Carers in Scotland (1999) still provides the template for the key aims of 
improving the information on help and support for Carers, improving the local services that help 
Carers to cope and ensure consistent national standards and monitoring services to Carers.  

 The Kerr Report - Building a Health Service Fit for the Future recommends that the NHS should 
make Carers health a Public Health issue and stresses the need to implement fully Joint NHS 
Carer Information Strategies which identify health-related information needs and ensures that 
training is provided to both staff (in raising awareness) and Carers (with regards to their caring 
role).   

 As highlighted earlier in this plan, the Future of Unpaid Care in Scotland – made 
recommendations, later seen by the Scottish Government as a “10-year agenda”, their early 
priorities identified Respite, Carers Health, Young Carers and training for Carers in the caring 
role. A national Respite Working Group is currently assessing respite and is likely to 
recommend the need for a national Respite Strategy. 

 All of this provides the framework that is set out in the Joint Carers Strategy for East 
Dunbartonshire which provides an overview of issues affecting local Carers and how these will 
be addressed from 2007 -2010. All partners have agreed to support the implementation of this 
Strategy for Carers.   

                                                 
24 A full list of these can be found on www.carerslink.org.uk 
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NEEDS AND CURRENT SERVICES AVAILABLE – SUMMARY 
 

 The local census information from 2001 suggests a third of all households are likely to have a 
person with a limiting long-term illness or disability and that one person in eight is a Carer.  In 
2007, it is estimated that there are now likely to be over 14,000 carers in East Dunbartonshire, 
one person in seven.  

 18% of carers provide over 50 hours per week, with an average of 76% more in this situation in 
areas of multiple deprivation.25 

 National research shows that those men and women who provide the most hours of unpaid 
care are the most likely to be permanently sick or disabled; psychologically distressed; are 
more likely to be looking after their home and family; and are the least likely to be working for 
pay, especially on a full-time basis.  

 Young Carers – we have an active Network of Young Carers who provide support to people 
with community care needs right across the spectrum of needs. We accept the broad 
agreement that it is important that children and young people who assume major responsibility 
for personal and emotional care or domestic duties, when their parents' capacities to undertake 
these are restricted require advice and support.  

 

CURRENT SERVICES 
There are a wide range of services for people with many different community care needs, 
mentioned elsewhere in this document, however two focus solely on work with Carers -  
 Carers Link is the local Carer organisation in East Dunbartonshire dedicated to those providing 

help and support to their family, relatives, neighbours or friends.  Carers Link provides help and 
support for the caring role and the opportunity to pursue the Carer’s own needs, interests or 
work. It provides information, advocacy, one-to-one support and a range of informal support 
groups. 

 Young Carers Network provides support and advice to Young Carers under the age of 18 and 
also s range of opportunities to get-together with other Young Carers. 

 
RECENT ACHIEVEMENTS  

The Joint Strategy for Carers (2007-2010) was launched on Carers Right’s Day 8th December 
2006. This Joint Strategy is a partnership commitment between East Dunbartonshire Council, 
Greater Glasgow and Clyde NHS, East Dunbartonshire Community Health Partnership and Carers 
Link with significant contributions from Carers and other local Voluntary Organisations.  
The Strategy will build on the foundations of the first Carers Strategy that covered the years 2003-
2006 when we achieved all of the aims we set, ‘one-way or another’. It also supports the delivery 
of the four national outcomes of Supporting more people at home and Assisting people to lead 
independent lives, for us this also means Carers!    
While these outcomes can be seen as the result of better support to Carers would specifically 
highlight the following -  

Ensuring people receive a high standard of care  – we have 
 Ensured that services provided to Carers are effective and meet the standards required by the 

Care Commission and other regulatory bodies 
 Developed a joint training programme for over 300 staff in the Council and NHS 
 Created opportunities for Carers to be involved in the evaluation of services. 

 
25 An area-based measure of deprivation that includes Current Income; Employment; Health; Education, 
Skills and Training; Geographic Access and Telecommunications; Housing. 
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Better involvement of and support for carers and stakeholders – we have 
 Established Carers Link as an independent local organisation (see above)  
 Created an assessment framework for Carers Assessments to be implemented within all care 

groups 
 Increased Carers benefit income by an estimated £200,000 
 Generated through Carers Link involvement, additional 7176 home visits, 780 extra flexible 

respite hours and 355 respite days to support Carers 
 Carers Link staff and volunteers also delivered awareness talks and presentations to 905 

people at 65 events and ensured publicity material is available within all doctors’ surgeries and 
a variety of public venues 

 Established a framework for Carers and organisations’ participation in the development of the 
Carers Strategy. 

 
PRIORITIES 
 
The new Strategy for Carers makes significant commitments from service providers and planners over 
the next three years.  
 
 It outlines the areas of development that affect nearly all Carers and we have identified within each 
area a set of agreed detailed action plans incorporating performance indicators and local improvement 
targets.   
 

The Carers Strategy sets out the details of this section and is available on 
www.eastdunbarton.gov.uk and www.carerslink.org.uk 

 

The Strategy was developed through the involvement of Carers in a range of events and a 6-week 
formal Consultation process incorporating surveys (written and on-line) and also focus groups.  There 
are two key areas that we have taken into account in our priorities. 

Firstly from the consultation process it is clear that Carers wish to be consulted about plans at a 
strategic level and the plan commits to this.  

 
1. To enhance Carer Support we will increase the capacity of Carers Link to enable delivery of 

services and to participate fully in strategic development opportunities  

Secondly the following specific priorities have been identified as High Priority for Carers by Carers and, 
accordingly, are included in the plan -  

2. To Identify Carers and Raise Awareness of Issues - we will - 
o provide training and awareness raising of Carers issues to support their identification (see 

our ‘all care group’ actions) 
 produce a local ‘Are You Looking After Someone’ Advice for Carers booklet and  
 develop and roll out a range of training programmes or seminars for Carers 

3. To Assess Needs of Carers, provide information and help, ensure co-ordination of agency-lead 
initiatives and co-ordinate publicity campaigns for Carers assessment  - we will - 
 agree and publicise a common Carers Assessment Tool 
 increase number of dedicated Carers assessments 
 promote Carers self-assessment 
 develop and implement procedures between agencies for outcomes following Carer 

Assessments in line with SE Care Management Guidance 
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4. To Develop Respite Care and Support Breaks - we will - 
 develop a coherent Respite Strategy that  
 brings together relevant agencies  
 maps provision and highlights gaps in respite services  
 includes better access to mainstream community resources such as Transport, Leisure, 

Culture and Life Long Learning 
 sets priorities for development including the further development of the range of respite, 

short breaks and sitter services; residential respite for people aged over 65; and respite care 
provided at home for people aged under 65 

 
5. To Enhance Carer Support and Advocacy - we will - 

 launch Carerslink free-phone help-line 
 develop Carerslink support networks 
 encourage a review of the need for Carers Advocacy  
 establish a specific carers support post for Mental Health. 

 
6. To Enhance Support to Young Carers - we will - 

 develop a Young Carer’s Strategy that will consider the needs of young carers for a range of 
supports and services 

 work alongside the active Young Carers Network in East Dunbartonshire to develop a Young 
Carers Strategy 

 set priorities for the development of individual and group support including activities for 
children and young people outside the home 

 
7. To Enhance and Ensure Consultation and Involvement and - we will -   

 develop a Carers Strategic Group, with representation across Care Groups, that will operate 
as a Planning, Performance and Implementation Group 

 work with this group and account for our performance in implementing the Carers Strategy 
 ensure Carers issues are reflected across Community Care and Community Planning 

structures by ensuring a systematic approach to Consultation & Involvement 
 

8. To Monitor and Evaluate Services on a Regular Basis - we will -  
 systematically gather feedback about carer satisfaction 
 publish results 

 
9. To help Carers prepare for Changes and Transitions - we will - 

 ensure supports are available for Carers going through times of transition or change in their 
role 

 
10. To ensure the views and needs of Carers are considered in Housing Strategies - we will - 

 Ensure Housing is considered as a foundation in each Community Care Joint Planning, 
Performance and Information Groups and Joint Planning Executive Group;  and  
ensure Community Care Planning is on the agenda of the Local Housing Strategy Planning 
Group (see Accommodation and Housing Action Plan) 
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8.2     ALL CARE GROUP PRIORITIES 

All strategy and planning groups will act to implement the following ‘All Care Group’ 
priorities - 
Supporting More People at Home – we will - 

 Promote the use of the Independent Living Fund and Direct Payments as options 
to promote more personalised care 

 Develop a local respite strategy and review respite services to reflect a wide 
spectrum of provision including out of hours 

 Out of hours support services - scope development of cross care group low level 
(non medical or emergency) out of hours support services. 

 Develop a Commissioning Strategy. 
Assisting People to Lead Independent Lives – we will - 

 Develop a strategic approach to routes into lifelong learning, vocational 
rehabilitation and employment  

 Ensure the inclusion of people who are under 65 within the action plan for the 
use of new technology for independent living 

 Streamline currently provided resource and service user information to make 
more accessible, visible and reflective of provision. 

Ensuring People Receive an Improved Quality of Care – we will -  
 Develop systems to robustly identify and collate unmet need to highlight gaps in 

service 
 Enhance ‘Transitions’ between services - (Care Groups and Age Groups) 
 Enhance joint working protocols across health and social care partners 
 Develop an effective performance framework for Community Care Services. 

Better Involvement of and Support for Carers and Other Stakeholders – we will - 
 Develop Carers Services consistent with the Carers Strategy and Action Plan 

noted below 
 Develop a range of Advocacy services within an umbrella framework 
 Establish consultative and engagement processes with service users and 

voluntary organisations 
 Ensure linkages between services to children and to adults to ensure better 

identification and support of children affected by community care needs in the 
family.  

Workforce Planning and Development – we will - 
 Develop and implement new service & operational plans across the CHP & 

Council services which will move into the new Integrated Care Centre in 
Kirkintilloch 

 Review the potential benefits, barriers and opportunities for developing collegiate 
approaches to the management of community care services 

 Audit, review and amend where appropriate Single Shared Assessment tools, 
procedures and practice, in line with developing joint training across all agencies 
to support joint care management within a holistic model of care 

 We will explore efficiencies through shared services and joint working in line with 
priorities identified in the Workforce Plans of the CHP and Social Work 

 We will ensure that mechanisms are in place to support staff in line with our 
commitment to achieve Healthy Working Lives 

 Raise Awareness of Carers issues among staff 
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 Review the configuration of teams across the health and social work interface 
aiming to provide a single point of access and barrier free routes to services for 
Older People 

 Develop and deliver training in screening, brief interventions and harm reduction. 
 
 
 
9.  PEOPLE WITH ADDICTION PROBLEMS

BACKGROUND CONTEXT  

 
This section includes people who have a range of alcohol and drug problems. The following changes in 
policy should be noted –  
 
The National Plan for Alcohol Problems, Scottish Government (2002) (and later update in 2007) 
increased the focus on prevention e.g. ‘whole schools’ and ‘social norms’ approaches to 
communication and training staff, in a variety of settings, who come into contact with people with drug 
and alcohol problems. It also introduced a framework for treatment delivery. 
 
The Licensing Scotland Act (2005) looked at the impact that local licensing decisions can have on 
communities e.g. on under age sales, licensing forums and training for those that serve alcohol. This 
act is being implemented in stages. 
 
For children, Getting Our Priorities Right (2003) and Hidden Harm (2004) enhanced the Children 
(Scotland) Act (1995) embedding views of the need for adult addiction services to identify, assess, 
protect, intervene and / or refer–on children of drug / alcohol service users who attended adult services. 
This poses a challenge to all agencies about overcoming attitudinal, practice and perceived barriers 
and the resources needed to make an impact. 
 
Mind the Gaps (2003) made clear the need, in mental health and addiction services, and provided 
practice guides for better assessment and intervention, since -  

 up to 3 in 4 drug users report having mental health problems 
 up to 1 in 2 patients with alcohol problems report a mental health problem 
 up to 2 in 5 people with mental health issues may have a drug &/or alcohol problem 
 also that this trend is increasing. 

 
The importance of specific health issues was highlighted by A Fuller Life (2004) which showed the 
complexity of alcohol related brain damage and the need for services to work together to support and 
protect people who are vulnerable, incapacitated and / or in need of protection. Individual health issues 
relating to drug users from blood borne viruses such as ‘hepatitis C’ remains of prime importance in 
prevention and access to treatment in addition to the potential public health risks. 
 

 
NEEDS AND CURRENT SERVICES AVAILABLE – SUMMARY 
 
We acknowledge the work of a range of partners including Education, Police, the CHP and Social 
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Work Services as we ‘gear up’ to meet increasing demand. Recent national figures have highlighted 
the rise in health problems alongside the rise in alcohol consumption in the whole population (against 
the European trend) e.g. from 1997 to 2005 there was a 52% increase in people discharged from 
hospital with alcohol related liver disease in the UK and a 7% rise in alcohol related deaths from 1995 
to 2005.  
 
While identifying accurate local levels of need26, issues and challenges are complex and the Scottish 
Health Survey suggests that women's drinking in East Dunbartonshire is above the national target for 
2010, however men's drinking is below the national target. Despite this, there is good local evidence of 
increasing need / demand with referrals to the Community Addiction Team rising from 530 (expected 
demand – 440) in 2006/7 to 600 2007-8, which coupled with the above, strongly suggests that planning 
for further increases must be made. Plans should include the needs of the most vulnerable groups; 
quicker and more accessible services available beyond 5pm Monday to Friday is a top demand for 
carers; through-care; and services that assist people to re-integrate back into employment are also 
required. 

The focus of local services is the joint East Dunbartonshire Community Addiction Team, an integrated 
health and social care community based service, bringing together East Dunbartonshire Council, 
Community Health Partnership and Glasgow Addiction Service to provide a service for people who are 
in crisis. The service provides local substitute prescribing services, psychosocial interventions, support 
to children and young people, outreach services and a range of interventions for people with alcohol 
problems. This service has been well received and has demonstrated good progress in service 
delivery. In the framework of addiction treatment services, the service is seen as a specialist service, 
linking to ‘frontline’ staff such as GPs and social workers and to more intensive resources such as 
hospital based or residential rehabilitation services for those with complex needs.  
Since there are relatively few treatment services and other gaps in e.g. rehabilitation beyond short 
term, supported accommodation, training and employment and lower level, less intensive support 
services we will draw-up plans for putting these services in place as we work with stakeholders during 
the consultation period for this plan. There can be particular issues in relation to stigma for carers of 
those with drug and/or alcohol problems and we will work to identify those needs. 

RECENT ACHIEVEMENTS  
East Dunbartonshire funds a young person's alcohol/drug prevention worker and an addiction 
development officer to assist in bringing a wide range of partners to work together. The development of 
local sub groups involving many partner agencies has enabled delivery on a number of areas in the 
past few years.  
 
We have -  

 Increased numbers of drug users in contact with local services 
 Completed a service user-designed review of the Community Alcohol Team leading to 

improvements 
 Progressed initiatives to support the protection and controls (sale and supply) agenda 

particularly in relation to alcohol 
 Identified and supported more vulnerable groups with addiction problems, eg Outreach worker 

for homelessness people with addiction problems 
 Enhanced links with other services e.g. - with Children and Families workers 
 Worked on quality standards and performance - e.g. published targets for waiting times  
 Training for housing workers, with future identification of local training to key groups 
 Raised awareness with young people (YP) e.g. YP service and personal safety information 

 
26 Full data related to measures of defining alcohol/drug use in East Dunbartonshire is included in the East 
Dunbartonshire Corporate Drug and Alcohol Plan, 2006-7 
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packs 
 Identified the need to change practice in relation to identifying children affected both within the 

CAT and as part of a multi agency response, a local protocol on Getting Our Priorities Right 
 Carried out a ‘Christmas Safety’ harm reduction message distributed to key partners 
 Completed a review of deaths due to misuse of drugs and proposed local improvement actions 
 Recruitment of addictions development officer locally to drive actions. 

 
PRIORITIES – IN ADDITION TO THOSE SET OUT ABOVE AT 8.1 AND 8.2 
 
The following priorities are set out in detail in the Corporate Action Plan27. 
 
Supporting More People at Home – we will –  

 Homelessness / Addiction Protocol - Formalise arrangements that prioritise homeless people 
with addiction problems 

 Focus on trying to better joint support people with co-occurring mental health / addiction 
problems 

 Increasing the focus of prevention and early intervention, and determine priorities for investment 
in services 

 Develop needle replacement strategy and services and strengthen access to treatment for 
blood borne viruses 

 
Assisting people to lead more independent lives – we will - 

 Develop an inter agency addiction proposal for a peer volunteer training (befriending) model 
 Audit the needs of people with Alcohol Related Brain Damage, improve local good practice and 

consider supported accommodation funding opportunities to meet gaps 
 

Ensuring people receive a high standard of care – we will - 
 Develop responses to Children Affected by Substance Misuse by implementing and monitoring 

inter agency  "Getting our Priorities Right" 
 Set performance targets for waiting times and access to the Community Addiction Team  
 Develop a coherent approach to services to young people by identifying the extent of their 

alcohol/drugs misuse, reviewing and developing existing services and providing training for 
youth workers 

 Establish a Local Licensing Forum, assisting more community involvement to impact on sale 
and supply issues 

 Complete the audit of local services using the National Quality Standards for Substance Misuse 
Services, incorporate user feedback and develop improvement plans. 

 
 

 
10.  PEOPLE WITH LEARNING DISABILITY 
BACKGROUND CONTEXT  
Our major strategic document is the ‘Partnership in Practice’ Agreement (PIP), arising from ‘The Same 
As You?’ which summarises all of our plans28, setting out care, support and health and well-being 
issues for people with a learning disability. The PIP sets out our intentions to develop modern, flexible 

                                                 
27 the East Dunbartonshire Corporate Drug and Alcohol Plan, 2006-7 
28 CommunityCare, Integrated Children’s, Health Improvement Plan, Community Health Partnership 
Development Plan, East Dunbartonshire Council Corporate Plan. 
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and responsive services which support people in the community for example by – appointing local area 
coordinators, developing direct payments and independent advocacy services, getting better at 
transitions between services, and health and well-being initiatives. The PIP has been implemented 
since 2004-2007 and is being revised, with stakeholder consultation, for 2007-2010. 
 
The Education (Additional Support for Learning) (Scotland) Act 2004 put in place a system for 
identifying and addressing the additional support needs of children and young people who face a 
barrier to learning and require to have a co-ordinated support plan in place to ensure this happens. 
 
The Mental Health (Care and Treatment)(Scotland) Act 2003 applies to people with learning disability 
and thereby accords responsibilities to agencies for a wider view of community care services as noted 
above.  

 
NEEDS AND CURRENT SERVICES AVAILABLE – SUMMARY 
 
There are at least 388 people with a learning disability in EDC, with 85 people known to be in the age 
range 30 years-68 years living at home with family. Services include - 

 A range of day services including a Resource Centre in Kirkintilloch that supports 144 
individuals; the Outlook Service provides an alternative to centre based activity on an 
individualised basis to 50 service users. The Outreach Service provides flexible, person 
centered support at evenings and weekends to allow 29 service users to access community 
based activities 

 Specialist Day Services a number of individuals who have additional support needs 
 Residential Care providing round the clock support for 11 people 
 Supported Accommodation supports 133 people in group living services and 72 people in single 

tenancies 
 The Planning and Commissioning Team plans and develops services for the future 
 New developments (see achievements) include - the Joint Learning Disability Team, the 

appointment of two Local Area Coordinators, and enhanced respite care.  
 
RECENT ACHIEVEMENTS  
 
Supporting more people at home – we have - 

 Set up the Joint Learning Disability Team – a multi-disciplinary team providing specialist 
assessment, care management and a range of health care and support from one place 

 Completed the re-settlement of 87 people from long stay hospital into the community – 67 
people within EDC and 20 people within services in other areas 

 Employed two Local Area Coordinators – providing advice, information and support to 
individuals, families and carers to access employment, education, and community resources. 

 
Assisting people to lead independent lives – we have - 

 Completed the Day Services Review – and implemented the recommendations for 
reconfiguration of staffing, transport and service user and Carer involvement with the 
implementation of other recommendations to follow 

 Implemented a Health Screening programme (3 yearly in place). 
 

Ensuring people receive a high standard of care – we have - 
 Developed a Learning Disability Database 
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 Enhanced Procedures – e.g. Multi Agency Adult Protection, Respite Eligibility Criteria, Revised 
Joint Learning Disability Team assessment tool.  

 
Better involvement of and support for stakeholders – we have - 

 Consulted on a range of issues such as the respite care service; the development of Advocacy; 
a local accommodation project and on the development of a service users consultation network  

 Developed a new purpose built residential respite service for 5 people at any one time 
 Developed locally based respite service used regularly by over 70 people.                    

PRIORITIES – IN ADDITION TO THOSE SET OUT ABOVE AT 8.1 AND 8.2 
Supporting more people at home – we will - 

 Plan for the ageing population and meeting complex needs including dementia 
 Review the current configuration and funding of supported accommodation to align the provision 

to current and developing needs, including those people in transition from children’s services 
 Explore and pursue options for affordable housing and differing types of tenure  
 Provide better information to service users and their families on housing options. 

 
Assisting people to lead independent lives – we will - 

 Continue to implement the recommendations and priorities from the day services review 
 Extend the uptake of  self directed care(direct payments) ensuring that the information and 

support is readily available and in accessible formats and that support is also visible and 
accessible 

 Support service users and carers to successfully access additional funding streams(e.g. 
Independent Living Fund, Access to work) and increase uptake 

 Promote and enable appropriate access to mainstream community health services for adults 
with a learning disability  

 
Ensuring people receive a high standard of care – we will -  

 Evaluate the respite service currently provided and consider additional and/or alternative 
options 

 Re-establish a discrete planning process  to cover Autism Spectrum Disorder (ASD) with a view 
to rationalising and  improving services,  planning and delivery  

 Develop transition protocols and procedures to complement the transition register that has been 
created to support planning for future needs (with Joint Transitions Group) 

 
Better involvement of and support for carers and stakeholders – we will -  

 Identify, map and develop future needs assessment for people and carers, including the ageing 
population and those with complex needs. 

 
 
 
 
11.  PEOPLE WHO HAVE OR HAVE HAD MENTAL ILLNESS 
BACKGROUND CONTEXT  
 
The Mental Health (Care & Treatment)(Scotland) Act 2003 and the Adults with Incapacity (Scotland) 
Act 2000 have been highlighted earlier and are overarching with other care groups. Specific to mental 
health we note -National Programme for Improving Mental Health and Well-Being – about promotion 
and prevention, addressing stigma and preventing suicide – and this is one of the key priorities of the 
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Joint Health Improvement Plan. 
 
Delivering for Mental Health, 2006 – a multi-agency 14 point agenda aiming to –  

 Improve patient and carer experience of mental health services 
 Responding better to depression, anxiety and stress 
 Improving the physical health of people with mental illness 
 Better management of long-term mental health conditions 
 Early detection and intervention in self-harm and suicide prevention 
 Manage better admission to, and discharge from, hospital 
 Child and adolescent mental health services 
 Enhancing specialist services. 

 
‘Choose Life’ sets out a framework for national and local action to build skills, develop training, 
encourage people to seek help early, improve knowledge and awareness of 'what works' to prevent 
suicide, and to encourage partnership working and improved co-ordination between services – it is 
supported by a local action plan. 
 
 
NEEDS AND CURRENT SERVICES AVAILABLE – SUMMARY 
We subscribe to the long established six components of a comprehensive service29 that should be in 
place – Information and Access, Individual Planning of Services, Services to Promote Personal Well-
Being and Social Development , Services for Ordinary Living and Long-Term Support, Services 
offering Psychological Interventions, and Services Offering Physical Methods of Treatment. 

 
Local services for adults has developed widely alongside long-standing services and includes the 
following- 
 
 Primary Care Mental Health Team – an early intervention multidisciplinary service for people 

with mild to moderate mental health problems. 
 Local Authority Social Work Service – including Mental Health Officer (MHO) Services which 

have an extended role under the implementation of the Mental Health (Care & Treatment ) Act 
2003. 

 Crisis Resolution Team – short term intensive day-time hours community based alternative to 
hospital; support to enable early discharge from hospital; short term interventions and 
management of individuals during periods of acute relapse. This is complemented by Greater 
Glasgow & Clyde NHS Mental Health Out of Hours Service that operates from 8pm to 9am. 

 Community Mental Health Team – a multidisciplinary community support service, for people 
with more serious mental health problems, their carers and families; also advising other 
agencies. 

 The local Association for Mental Health – providing support services including one-to-one 
individual support; groups; women’s support; confidence building and vocational support 

 Supported Accommodation Service – for people with severe and enduring mental health 
problems. 

 Supported Living service- a range of supports are in place to enable individuals to lead a full 
independent life in the community, and to access mainstream services. 

 Choose Life Strategy – a full-time Choose Life Coordinator, hosted by East Dunbartonshire 
Council for Voluntary Services, provides services and support including training for staff, peer 
support services, bereavement counseling for older people, support in schools, support to 
carers and to those affected and bereaved by the suicide of a relative or friend. 

                                                 
29 A Framework for Mental Health Service in Scotland, Scottish Executive, 1997 
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RECENT ACHIEVEMENTS  
 
Acknowledging the establishment and progress of current and ongoing developments which allow for a 
clear picture as to what has been achieved. 

Supporting more people at home – we have -  
 Created additional Supported Accommodation for individuals 
 Initiated a Befriending Service to support  access and re-engagement in the community  
 Established STEP Care Model to provide a range of options, as above noted. 

Assisting people to lead independent lives – we have -  
 Created the Addiction Recovery Centre 24 hour Helpline.   
 Appointed additional staff including - Vocational project worker, Depression Alliance self help 

worker, Men’s Mental Health and Well-Being worker  
 Expanded the role of the Occupational Therapist in the Work Development Team 
 Established a book prescription scheme which can be accessed by GPs 
 Provided a wide range of self help booklets for GP surgeries.  

 
Ensuring people receive a high standard of care – we have -  

 Provided training to increase understanding and awareness of mental health problems 
 Implemented Single Specialist Shared Assessment across health and social care 
 Reviewed the Global Health Clinic to enhance the service. 

 
Better involvement of and support for carers and stakeholders – we have -  

 Expanded carers support services for signposting, tackling stigma and mental health wellbeing. 
  

 
PRIORITIES– IN ADDITION TO THOSE SET OUT ABOVE AT 8.1 AND 8.2 
 
Responding to the demands of the Mental Health (Care and Treatment)(Scotland) Act 2003, the 
national ‘Delivering For Mental Health’ (DFMH) policy priority, and the National Programme for 
Improving Mental Health and Well-Being our future priorities will include the following. 
 
Supporting more people at home – we will -  

 Ensure that people are managed and cared for more effectively in the community by extending 
the existing limited range of supported living service providers in the context of the 
commissioning strategy  

 Develop out of hours mental health services 
 Ensure a coherent approach from the Assertive Outreach Service of the Community Mental 

Health Team 
 

Assisting people to lead independent lives – we will -  
 Develop life long learning and employability services and opportunities  
 Build on well-being programmes aimed at the prevention of mental illness 
 Consolidate and reinforce the Choose Life strategy and Raise awareness of positive mental 

health 
 Improve access to social and recreational activities 
 Develop inclusive services to support recovery. 

 
Ensuring people receive a high standard of care – we will -  
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 Implement a performance management approach through the planning and performance 
system    

 Provide specifically designed accommodation for community based Mental Health Tribunals 
 Develop further Accommodation with Support in the Community. 
 Integrate ASIST / Mental Health First Aid training into corporate training programmes. 
 Re-establish a discrete planning process for people with Autistic Spectrum Disorder with a view 

to rationalising and improving services, planning and delivery. 
 

Better involvement of and support for carers and stakeholders- we will – 
 Better identify and support families where a parent has a mental health problem. 
 Create a carers post specific to mental health issues. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
12.  OLDER PEOPLE 
BACKGROUND CONTEXT 
This section incorporates all services for older people and also Home Care Services (that are delivered 
to all age-groups). The following policies have influenced recent service delivery and development – 
We have taken account of Better Outcomes for Older People30 which recommended - 

1. involvement of older people and their carers in planning and development of services  
2. joint and regularly evaluated services 

                                                 
30 Better Outcomes for Older People: Framework for Joint Services. Scottish Executive 2005 
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3. health promotion, prevention and early intervention services 
4. a range of services to support older people at home, with increased levels of care 
5. rapid responses to prevent inappropriate admissions and help early discharge from hospital. 

Free Personal Care and Nursing Care now ensures that older people are not charged for the provision 
of personal or nursing care either in the community or in a care home if they have been assessed as 
needing this.  The need to ensure an appropriate balance of care between institutional care and care in 
the community continues to be a challenge with services aiming to be person-centred and supportive 
to carers. Measures are in place through a Joint Performance Information and Assessment Framework 
to report joint progress to the Scottish Government on a regular basis and will be enhanced in the 
coming months by our development of a local response to the revised National Framework for 
Outcomes. 
Overcoming the obstacles to the improvement of dementia care31 - we have developed an action plan 
for implementing this Guidance which supported our audit and offers solutions for services to remove 
obstacles or other difficulties in the development and improvement of health care, social care and 
support for those with dementia and their carers. 
All Our Futures - Planning for a Scotland with an Ageing Population - we subscribe to this vision for a 
future Scotland which values and benefits from the talents and experience of older people. We have 
created an action plan, within our Community Planning Framework,  to take forward the six key themes 
of this vision which are -  

 Improving Opportunities and Removing Barriers 
 Forging Links Between the Generations 
 Improving and Maintaining the Health and Wellbeing of Older People in Scotland 
 Care, Support, Safety and Protection 
 The Right Infrastructure - Housing, Planning and Transport 
 Offering Learning Opportunities throughout Life. 

NEEDS AND CURRENT SERVICES  
Social Work Services and the Community Health Partnership are also responding to the policy 
changes and the already increasing need for community based services. While it is acknowledged that 
not all older people require services the likelihood increases as we become older. The increase is set 
to continue with an expected 103% rise in the over 85 year old population by 2018 (from 1,682 people 
in 2003 to 3,412 in 2018), the greatest percentage rise in Scotland - more than double the current 
number by 2018. We are therefore planning and building service now to be ready for this challenge.  
Since 1999, a number of policy developments in Scotland have been introduced to reduce the delay in 
discharging people from hospital and East Dunbartonshire has consistently met its targets for this.   
We have also significantly enhanced our practice, since 2004 Single Shared Assessment has meant 
that any professional working with an older person can complete an assessment of their needs and 
make referrals for appropriate services.   

RECENT ACHIEVEMENTS 
 
We have developed a wide range of services to meet the very different individual needs of older people 
and their carers. Some are developments on to traditional services and some are quite new and 
innovative to deliver better outcomes for service users and their carers. 
Supporting more people at home and assisting people to lead independent lives – we have developed - 

 Hour Care 24 - the community alarm service now offers a range of assistive technologies to 
support people to live independently within their own homes 

 The Home Care and Hospital Liaison Team – the Council’s Home Care Service is now 
                                                                                                                                                 
31 Overcoming the Obstacles to the Improvement of Dementia Care. Report of the Scottish Executive and 
Alzheimer’s Scotland. Short Life Working Group. November 2004 
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delivering a service to almost 1300 people between 8 a.m. and 10 p.m., 7 days per week.  
Referrals can be made directly into the service.  The hospital liaison rapid response team 
prevents admission to hospital and facilitates early discharge.  Home care staff have had 
Rehabilitation Awareness Training and link closely with both the Community Older People Team 
and the Interdisciplinary Response and Intervention Team to jointly promote independence and 
self help skills 

 The Older People Social Work Team – this team offers specialist assessment and interventions 
including care management of complex cases and adult protection. 

 The Community Older People Team - a jointly funded multi disciplinary team, based in 
Bishopbriggs and Milngavie, works with other agencies to rehabilitate older people to their 
optimum potential, to prevent admission to care and to provide treatment and support to live 
independently at home 

 The Interdisciplinary Response and Intervention Service - a rapid response and multi-
disciplinary team, based in Stobhill Hospital, Glasgow Royal and the Western Infirmary; aims to 
prevent inappropriate admissions to hospital and to facilitate early discharge by delivering 
primary care health and rehabilitation services at home 

 The Hospital Assessment Team offers immediate response, within 24 hours, to requests for 
Community Care Assessments and / or for services to prevent admission to hospital or to 
facilitate discharge.  The Social Work staff screen all referrals hospitals relating to adults (16+) 
and will make the necessary arrangements for appropriate service provision 

 Out of Hours Care at Home and Housing Support Service this new pilot service responds to the 
lack of services out of hours for older people who require attention during the night, either 
planned or unplanned.  The service is provided by a newly created Home Care Team and will 
link closely with Hour Care 24 for the use of Assistive Technology.  The aim of the service is to 
prevent admission to hospital or long term care and to facilitate early discharges 

 Ethnic Minority Day Care - in partnership with the Kirkintilloch Initiative a new day care for older 
people from the ethnic minority community has been developed in the centre of Kirkintilloch.  
The service will eventually operate 5 days per week for up to 32 people per day. 

Ensuring people receive a high standard of care, we have developed - 
 Active and regular review processes for residents of care homes. The needs of the residents 

are reviewed twice yearly and the Social Work also annually monitors the care being provided 
 The Vulnerable Older People Project is a jointly funded 1 year project to identify the factors 

responsible for some people being admitted, readmitted and delayed in hospital.  The results of 
this project will inform the planning of services and the targeting of services to those most in 
need 

 The Multi Agency Vulnerable Adult Protection Procedures aims to ensure that vulnerable adults 
who are at risk of abuse receive protection and support. 

 
 
Better involvement of and support for carers and stakeholders – we have developed - 

 Day Care - a partnership approach, with service providers in all sectors, has seen the 
development of a range of day care services for older people; with the range covering frail older 
people and people with dementia 

 Respite Care - demand for this service has increased and a local Short Breaks Service affords 
people with dementia an alternative to care in a nursing home.  We have also contracted for 3 
respite beds in 3 local nursing care homes, allowing carers to plan breaks in advance 

 Carers Awareness Training - has been rolled out to all frontline staff in recognition of the need 
to equally focus on the needs of carers.  It is now the right of carers to have a separate 
assessment of their needs.  Those assessments have identified the need for carers to have 
short breaks and respite from the role of caring on a regular basis.  We routinely seek feedback 
from users and carers on their experience of the respite services in order to improve and 
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continuously develop the services being offered. 
PRIORITIES – IN ADDITION TO THOSE SET OUT ABOVE AT 8.1 AND 8.2 
As a fundamental part of the way we work we will continue to evaluate, improve and redesign our 
services on an ongoing basis, as we seek to meet the changing needs of service users and carers. We 
will aim to shift the balance of care from institutional care to care in the community and continuing to 
prevent avoidable admission to -and help early discharge from- hospital as two overarching priorities 
for older people’s services.  A Joint Action Plan has been agreed by the Social Work Department and 
Community Health Partnership and is currently being implemented by the Older People’s Planning, 
Performance & Implementation Group.  
 
Supporting more people at home – we will –  

 Identify & consistently support known vulnerable people 
 Prioritse locally the Mental Health of Older People, particularly people with dementia, and build 

on programmes to prevent Mental Ill Health 
 Develop a dedicated social work liaison service with primary and secondary mental health 

services. 
 Continue to develop a range of community based resources to offer alternatives to hospital and 

long-term care to shift the balance of care 
 
Assisting people to lead independent lives –we will-  

 Improve routes and processes for self referral and opportunities for self managed care 
 Develop and agree a joint model of rehabilitation, enablement and maintenance 
 Improve medicines management by agreeing and implementing standards for medication 

review; clear protocols and systems to support individuals, families/ carers and care staff. 
 
Ensuring People Receive an Improved Quality of Care –we will- 

 Improve communication, information and interface between agencies and with all stakeholders 
 Extend the use of Indicator of Relative Need across all agencies and develop a system to 

record identified changes in functional and cognitive abilities 
 Ensure understanding and awareness of all Adults With Incapacity (AWI) stages and processes 

to encourage early and coordinated activation of these procedures where appropriate. 
 Improve understanding of the experience of service users particularly through acute hospital 

services 
 Agree and implement minimum standards for follow-up and review of service input across all 

agencies, particularly with an anticipatory focus following all service input 
 
Workforce Planning and Development –we will- 

 Conduct a service wide review of the configuration of teams across the health and social work 
interface aiming to provide a single point of access and barrier free routes to service. 
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13.  PEOPLE WITH A PHYSICAL DISABILITY, SENSORY IMPAIRMENT, AND/OR ACQUIRED BRAIN INJURY 
BACKGROUND CONTEXT  
This section incorporates physical disability, sensory impairment and acquired brain injury across all 
care groups and age groups.  
Specific to this area -  
The Community Care Services for People with Sensory Impairment : An Action Plan (2004) - identified 
the need for Single Shared Assessment, a set of common service standards and a national training 
strategy. 
The Review of Community Eyecare Services in Scotland (2006) - emphasised the need for the creation 
of integrated eyecare networks for adults and children.  
Equipped for Inclusion (2003) and Adapting to the Future (2004) - recommended the need for a jointly 
resourced and managed equipment and adaptations service and supported the positive difference that 
equipment and adaptations make in people’s lives.  These reports lead to East Dunbartonshire 
establishing a Joint OT Lead Adviser post. 

NEEDS AND CURRENT SERVICES AVAILABLE – SUMMARY 
Physical disability, Sensory Impairment, and Acquired Brain Injury can arise from accident, illness or 
congenital disorder; the onset can be sudden or gradual; it’s effects chronic or fluctuating; and some 
people may have more than one condition.  
East Dunbartonshire’s Occupational Therapy Service works across all care groups, with people of all 
ages. The service works to help people overcome the effects of disability and aims to provide a 
personalised service that meets individual needs and expectations of people who wish to live inclusive, 
satisfying and independent lives in their own home. Areas where assessment may be carried out 
include mobility, personal care, household, recreational, or social activities, employment, education or 
training depending on the aspects of life which are identified as being important to the service user. 
The Occupational Therapy service works closely with health partners as well as other services such as 
Housing, Education and Care and Repair to ensure that any service offered is designed to meet 
individual needs.  The service works with families and carers and routinely offers carers’ assessments. 
Additionally, two specific physical disabilities teams provide coordinated assessment and treatment 
within an individual’s own home, other community and / or workplace settings -  

 The Physical Disability and Sensory Impairment Team based in Social Work aims to enable 
people to be as independent as possible and to support carers within the community 

 The Community Physical Disability Team is NHS-based and enhances rehabilitation, 
independence and provides access to health services.  

A range of other support is provided including equipment that assists daily living, adaptations to 
property and flexible support packages that meet personal, social, employment and leisure needs. 
Information about service opportunities, the physical environment and transitions between services is 
important since this can be a problem.  
The service also works with the city wide Community Treatment Centre for Brain Injury; the Physical 
Disability Rehabilitation Unit at the Southern General; community health services like nursing and 
physiotherapy and voluntary organisations. 
It is likely over the next few decades that the number of people with a physical disability sensory 
impairment and acquired brain injury will increase due to medical advances.  Services will have to rise 
to the challenge of other factors like the long term consequences of substance abuse, other lifestyle 
choices, less stable relationships and family support systems. 

RECENT ACHIEVEMENTS – the following are some results of our developing joint approach. 
Supporting more people at home – we have - 

 Invested additional non-recurring monies from the Scottish Government for Aids for Daily Living 
and Adaptations e.g. 2005/2006 – £85,000 and 2006/2007 – £100,000 

Paper 08/20 52 



East Dunbartonshire Joint Community Care Plan – December 2007 
 
 
 

 Promoted access to direct payments and maximised income for service users through 
individually tailored care packages 

 Initiated a prevalence and service needs/gaps study  
 Piloted a specialist shared assessment tool to help the sharing of information on individuals and 

their care needs. 
Assisting people to lead independent lives – we have -  

 Supported the establishing of the Greater Glasgow Independent Living Equipment Service to 
provide a centralised and cost effective equipment provision 

 Carried out an effective review and ongoing monitoring of people under 65 who reside in care 
homes.  

Ensuring people receive a high standard of care – we have - 
 Created a rehabilitation worker post for Sensory Impairment 
 Invested in team development around professional culture, expectations and understanding of 

partnership and joined-up working and completed a range of relevant training for staff, including 
home care workers  

 Established  joint practice forums to develop understanding  
 Implemented Adult Protection Procedures  
 Provided Health and Safety checks of existing stair-lifts and step-lifts to service users to ensure 

that equipment meets current British Standards and a programme of planned renewal 
implemented 

 Access-checked over 300 service users to ensure that adequate access for emergency 
services would be maintained when installing this equipment in homes; and developed a 
service protocol in partnership with Heath and Safety and contractors 

 Currently updating eligibility Criteria and Procedures for specialist equipment and adaptations 
 Implemented a pilot project with the NHS Rehabilitation and Assessment Directorate to promote 

better joined up working with health and social work Occupational Therapists for people who 
have had amputations. 

Better involvement of and support for carers and stakeholders – we have - 
 Established networks and links with local community base groups. 

PRIORITIES – IN ADDITION TO THOSE SET OUT ABOVE AT 8.1 AND 8.2 
Supporting more people at home – we will - 

 Develop an equipment protocol for health, social care and the independent sector  
 Positively encourage the use of the Independent Living Fund and direct payments through 

awareness training to health staff to promote more personalised care 
Assisting people to lead independent lives – we will - 

 Extend and promote self assessment for equipment 
Ensuring people receive a high standard of care – we will - 

 Develop joint working and care pathways for service users who have an acquired brain injury 
and alcohol related brain damage 

 Review specific needs of physical disability service users who have other needs for example 
mental health, addictions and learning disability and develop coherent service responses 

 Undertake a strategic review of joint physical disabilities services and reflect findings in an 
integrated performance framework 

Better involvement of and support for carers and stakeholders – we will - 
 Collate and utilise information gathered from service users to influence services offered to 

people with physical disabilities  within EDC/CHP 
 Proactively involve service users in the access panel. 
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PART III - ACTION AND IMPLEMENTATION 
 
14. PERFORMANCE AND ACCOUNTABILITY 
 
We need to measure and evaluate what we are doing well, and where we need to do 
better, in order that we continuously improve our approach. This is to ensure that we 
fulfill our commitments to people with community care needs and their families, and our 
commitments for how we deliver our services (outlined in Section 2); meet our strategic 
priorities and achieve the outcomes we desire to meet (Section 6-7 and Part II), and be 
accountable for our performance (actions and outcomes). 
 
As noted in Section 4, this Joint Community Care Plan will embed the Planning, 
Performance and Implementation Groups (PPIG) as the key planning fora of the 
structure that will be responsible for implementing, monitoring and reviewing the 
strategic priorities and reporting regularly on performance against desired outcomes to 
the Joint Planning Forum through the Joint Executive Group.   
 
Joint performance, assessment and reporting on community care groups is founded on 
the Joint Performance Information and Assessment Framework (JPIAF) which has 
reported to the Scottish Government on the progress of joint working and the 
improvement of outcomes for individuals and their carers.  Local Improvement Targets 
(LITs) are set or are being developed across all community care group areas (each 
PPIG will set key outcomes that attempt to measure what difference they make to 
people’s lives) and we will monitor whether agreed targets have been achieved. This will 
be evaluated by the Scottish Government in a process (still to be agreed, and which will 
effectively replace much or all of JPIAF) of evaluating how our Local Improvement 
Targets evidence how we have or will meet a set of new National Outcomes. 
 
On a local level, we aim to establish our approach to continuous improvement by 
developing our processes of self-evaluation. To this end, we are currently in the process 
of adopting and implementing an overarching model of performance management. This 
is called a Performance Improvement Framework (PIF) for Community Care, and is 
based upon the HMIE and SWIA “Performance Inspection Model”, with the intention of: 
 

 bringing together existing performance development elements (including the new 
National Outcomes) into a comprehensive, coherent, consistent and sustainable 
model, and; 
 more closely associate local performance management with the national 

performance inspection model. 
 
Initially to be adopted by Social Work, the model will be further developed to incorporate 
wider performance management reporting elements which relate to shared outcomes, 
such as from the (currently being revised) NHS Greater Glasgow & Clyde Performance 
Management Framework. The PIF will become the key mechanism for continuous 
improvement in community care processes and service delivery, with assessment and 
review based on 6 key questions (as per the SWIA inspection model), these being: 
 

 what key outcomes have we achieved? (to evaluate outcomes for community 
care service users and carers; and performance against local targets); 
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 what impact have we had on people who use our services and other 

stakeholders? (to evaluates service users and carers experiences of services, as 
well as the impact on staff, and the wider community); 

 how good is our delivery of key processes? (to evaluate levels of access to 
services; planning and resource allocation; assessment and case management; 
risk management and accountability; partnership with service users and carers; 
inclusion, equality and fairness, and multi-disciplinary working); 

 
 how good is our operational management? (to evaluate policy and service 

development; planning and performance management; management and support 
of staff; and resources and capacity building); 

 
 how good is our strategic leadership? (to evaluate leadership and direction to 

achieve our vision, values and aims; lead people and lead change and 
improvement) 

 
 what is our capacity for improvement? (to evaluate evidence from all the key 

areas, in particular, outcomes, impacts and leadership direction). 
 
It is intended that such a comprehensive self-evaluation element of the PIF process will 
take place on a 3 yearly cycle, corresponding with the Joint Community Care Planning 
cycle, whilst progress reporting against targets and community care action plans will be 
more frequent. Consistent with our commitment to Best Value characteristics we will 
ensure accountability in the following way. 
 

 The Joint Planning Executive Group will receive-  
-    regular six-monthly feedback from each Joint Planning, Performance and 

Implementation Groups - 
- once per year on progress, achievements and barriers through a Monitoring 

Report (as per the Community Care PIF) that will be subject to detailed 
discussion and scrutiny and 

- once per year on progress, achievements, barriers and plans for the 
forthcoming year   

- an Annual Report 
 Reports from each Planning, Performance and Implementation Groups will 

include - 
- monitoring against strategic objectives, identified outcomes and milestones as 

undertaken by the group 
- actions to address slippage or issues arising from the monitoring report will be 

identified and incorporated within mandatory action plans for each group 
 The six-monthly reports will be signed-off by the Joint Executive Group and 

disseminated by and through all partner agencies 
 Annual Reporting - progress towards the achievement of the strategic objectives 

will be presented in a coherent annual report to be reviewed by the Joint 
Planning Forum. This annual report will be presented to relevant committees and 
disseminated to other stakeholders 
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 15.1                                                                    ALL CARE GROUPS   
Action Plan- Priorities Across All Care Group 

1. Supporting More People at Home  

1.1 Promote the use of the Independent Living Fund and Direct Payments as options to promote 
more personalised care All PPIG Year 1 - 2 SW Existing 

1.2 Develop a local respite strategy and review respite services to reflect a wide spectrum of 
provision including out of hours All PPIG Year 2 SW / CHP Additional 

1.3 Out of hours support services - scope development of cross care group low level (non medical or 
emergency) out of hours support services. All PPIG Year 2 SW / CHP Additional 

1.4 Develop a Commissioning Strategy All PPIG Year 1 SW Existing / 
Additional 

2. Assisting People to Lead Independent Lives 

2.1 Develop a strategic approach to routes into lifelong learning, vocational rehabilitation and 
employment  All PPIG Year 2 SW / CHP Existing 

2.2 Ensure the inclusion of people who are under 65 within the action plan for the use of new 
technology for independent living All PPIG Year 1 SW Existing / 

Additional 

2.3 Streamline currently provided resource and service user information to make more accessible, 
visible and reflective of provision. All PPIG Year 1 - 3 CHP Existing 

3. Ensuring People Receive an Improved Quality of Care 
3.1 Develop systems to robustly identify and collate unmet need to highlight gaps in service delivery  All PPIG Year 2 SW Existing 
3.2 Enhance ‘Transitions’ between services - (Care Groups and Age Groups) All PPIG Year  2 SW Existing 
3.3 Enhance joint working protocols across health and social care partners All PPIG Year 1 - 2 SW / CHP Existing 
3.4 Develop an effective performance framework for Community Care Services All PPIG Year 1 - 2 SW / CHP Existing 
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4. Better Involvement of and Support for Carers and Other Stakeholders 
4.1 Develop Carers Services consistent with the Carers Strategy and Action Plan noted below All PPIG Year 1 - 3 SW / CHP Existing 

4.2 Develop a range of Advocacy services within an umbrella framework All PPIG Year 1 SW Additional 

4.3 Establish ongoing consultative and engagement processes with service users and voluntary 
organisations All PPIG Year 1 SW / CHP Existing 

4.4 Ensure linkages between services to children and to adults to ensure  better identification and 
support for children affected by community care needs in the family  

All PPIG Year 2 SW / CHP Existing 

5. Workforce Planning and Development     

5.1 Develop and implement new service & operational plans across the CHP & Council services 
which will move into the new Integrated Care Centre in Kirkintilloch. 

JPEG / Joint 
KI Steering 

Group 
Year 1/2 SW/ CHP Existing 

5.2 Review the potential benefits, barriers and opportunities for developing collegiate approaches 
to the management of community care services JPEG Year 1 SW/ CHP Existing 

5.3 Audit, review and amend where appropriate Single Shared Assessment tools, procedures and 
practice, in line with developing joint training across all agencies to support joint care 
management within a holistic model of care. 

JPEG Year 1-2 SW/ CHP Existing 

5.4 Explore efficiencies through shared services and joint working in line with priorities identified in 
the Workforce Plans of the CHP and Social Work. JPEG Year 1-2 SW/ CHP Existing 

5.5 Ensure that mechanisms are in place to support staff in line with our commitment to achieve 
Healthy Working Lives. SW / CHP Year 2/3 SW/ CHP  

5.6 Continue to prioritise awareness of Carers issues among all staff All PPIG / 
Carers PPIG 

Year 1/ 
ongoing 

SW / CHP / 
Carers Link 

Existing 
 

5.7 Conduct a service wide review of the configuration of teams across the health and social work 
interface aiming to provide a single point of access and barrier free routes to services for Older 
People 

JPEG / OP 
PPIG 

Year 1 SW/ CHP Existing 

5.8 Develop and deliver training across the workforce in screening, brief interventions and harm 
reduction. 

APPIG/ 
Glasgow 

Addictions 
Service 

Year 1- 3 CHP/ SW Additional 
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 15.2                                          ALL CARE GROUPS -  – CARERS   
Action Plan : Carers Priorities 

 
IN ADDITION TO THE CARE GROUP SPECIFIC ISSUES NOTED ABOVE, AND BELOW 

1 - 3 Supporting More People at Home; Assisting People Live Independent Lives; Ensuring Improved Quality of Care 
Develop a coherent Respite Strategy that includes better access to mainstream 
community resources such as Leisure, Culture and Life Long Learning 

Carers PPIG Year 1 - 2 EDC / CHP / 
Carers Link 

Existing 

Further develop the range of Respite and Breaks including short breaks and sitter 
services, residential respite for people aged over 65 and respite care provided at 
home for people aged under 65 

Carers PPIG 
 

Year 1 
 

EDC 
 

Existing 
 

1.1 

Identifying Carers / Raising Awareness of Issues by producing a local ‘Are You 
Looking After Someone’ Advice for Carers booklet 

Carers PPIG Year 1 CHP Existing 

1.2 Develop a Young Carer’s Strategy that will consider the needs of young carers for a 
range of supports and services 

Carers PPIG Year 1 SW / CHP  Existing 
 

1.3 Enhance Carer Support by increasing the capacity of Carers Link to enable delivery 
of services and to participate fully in strategic development opportunities  
Develop and roll out a range of training programmes or seminars for Carers.   

Carers PPIG Year 1 EDC / Carers 
Link 

Existing 
 

1.4 Ensure supports are available for Carers going through times of transition or change 
in their role. 

Carers PPIG Year 2 SW / CHP Existing 

1.5 Monitor and Evaluate services on a regular basis and publish results Carers PPIG Year 1 - 3 SW / CHP / 
Carers Link 

Existing 

4 Better Involvement of and Support for Carers and Other Stakeholders 
4.1 Ensure Carers issues are reflected across strategy and community planning 

structures by ensuring a systematic approach to Consultation & Involvement 
Carers PPIG 

 
Year 1 – 3 

 
EDC 

 
Existing 

4.2 Agree and develop procedures between agencies for outcomes following Carer 
Assessments in line with SE Care Management Guidance. 

Carers PPIG Year 1 
 

EDC/ CHP 
 

Existing 
 

4.3  Establish a specific carers support post for Mental Health. Carers PPIG Year 1 SW Existing 
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  15.3  –CARE GROUPS SPECIFIC PRIORITIES  
 

Action Plan- Addictions Priorities  
ACTIONS BELOW ARE IN ADDITION TO THE ‘ALL CARE GROUPS’ DEVELOPMENTS ABOVE 

1. Supporting More People at Home  
1.1 Homelessness / Addiction Protocol - Formalise arrangements that prioritise homeless people 

with addiction problems 
APPIG /Housing 

Services 
Year 1 SW / CHP Existing 

1.2 Focus on trying to better joint support people with co-occurring mental health / addiction 
problems 

A PPIG Year 1 - 3 CHP / SW Existing 

1.3 Increasing the focus of prevention and early intervention, and determine priorities for 
investment in services 

A PPIG Year 1 - 3 CHP / SW Additional 

1.4 Develop needle replacement strategy and services and strengthen access to treatment for 
blood borne viruses 

A PPIG Year  2 - 3 CHP Additional 

2. Assisting People to Lead Independent Lives 

2.1 Develop an inter agency addiction proposal for a peer volunteer training (befriending) model A PPIG Year 1 CHP / SW Additional 
2.2 
 

Audit the needs of people with Alcohol Related Brain Damage, improve local good practice and 
consider supported accommodation funding opportunities to meet gaps  

A PPIG/Housing 
Services 

Year 1 - 2 CHP / SW 
 

Existing / 
Additional 

3. Ensuring People Receive an Improved Quality of Care 
3.1 Develop responses to Children Affected by Substance Misuse by implementing and monitoring 

inter agency  "Getting our Priorities Right" 
A PPIG / 
DCYPG 

Year 1 -  3 CHP / SW Existing 
 

3.2 Set performance targets for waiting times and access to the Community Addiction Team  A PPIG Year 1 CHP / SW Existing 
3.3 Develop a coherent approach to services to young people. Identify the extent of their 

alcohol/drugs misuse. Review and develop existing services. Provide training for youth workers 
A PPIG / 
DCYPG 

Year 1 - 2 CHP / SW Existing / 
Additional 

3.4 Establish a Local Licensing Forum, assisting more community involvement to impact on sale 
and supply issues 

A PPIG Year 1 - 2 EDC 
Corporate 

Additional 

3.5 Complete the audit of local services using the National Quality Standards for Substance 
Misuse Services, incorporate user feedback and develop improvement plans 

A PPIG Year 1 CHP / SW Existing 
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Action Plan- Learning Disability Priorities 
ACTIONS BELOW ARE IN ADDITION TO THE ‘ALL CARE GROUPS’ DEVELOPMENTS NOTED ABOVE 

1. Supporting More People at Home  
1.1 Plan for the ageing population and meeting complex needs including dementia LD PPIG Year 1 CHP / SW Existing 
1.2 Review the current configuration and funding of supported accommodation to align the provision to 

current and developing needs, including those people in transition from children’s services 
LD PPIG Year 2 SW Existing 

1.3 Explore and pursue options for affordable housing and differing types of tenure with housing 
associations and home ownership support and advice organisations  

LD PPIG Year 2 SW Additional 

1.4 Provide better information to service users and their families on housing options  
  

LDPPIG/Housin
g Services 

Year 2 SW Existing 

2. Assisting People to Lead Independent Lives 
2.1 Continue to implement the recommendations and priorities from the day services review SW Years 1-3 SW Additional 
2.2 Extend the uptake of  self directed care(direct payments) ensuring that the information and support 

is readily available and in accessible formats and that support is also visible and accessible 
LDPPIG 

 
Year 1 SW Existing 

2.3 Support service users and carers to successfully access additional funding streams(e.g. 
Independent Living Fund, Access to work) and increase uptake 

LDPPIG Year 1 SW Existing 

2.4 Promote and enable appropriate access to mainstream community health services  LDPPIG Year 1-3 Health Existing 

3. Ensuring People to Receive an Improved Quality of Care 
3.1 Evaluate the in-house respite service provision and consider additional and/or alternative options LDPPIG Year 2 SW Additional 
3.2 Re-establish a discrete planning process  to cover Autism Spectrum Disorder (ASD) with a view to 

rationalising and  improving services,  planning and delivery  
LDPPIG Year 1 SW Additional 

3.3 Develop transition protocols and procedures to complement the transition register that has been 
created to support planning for future needs (with Joint Transitions Group) 

LDPPIG 
 

Year 1 SW Existing & 
Additional 

4. Better Involvement of and Support for Carers and Other Stakeholders  
4.1 Identify, map and develop future needs assessment for people and carers, including the ageing 

population and those with complex needs 
LD PPIG &       
MH PPIG 

Year2 SW Existing & 
Additional 
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Action Plan- Mental Health Priorities  
ACTIONS BELOW ARE IN ADDITION TO THE ‘ALL CARE GROUPS’ DEVELOPMENTS NOTED ABOVE 

1. Supporting More People at Home  
1.1 Ensure that people are managed and cared for more effectively in the community by extending 

the existing limited range of supported living service providers in the context of the 
commissioning strategy  

MH PPIG Year 1 - 2 CHP/ SW Existing 

1.2 Develop out of hours mental health services MH PPIG Year 2 CHP/ SW Existing 
1.3 Ensure a coherent approach from the Assertive Outreach Service of the Community Mental 

Health Team 
MH PPIG Year 2 CHP/ SW Existing 

2. Assisting People to Lead Independent Lives 

2.1 Develop life long learning and employability services and opportunities  MH PPIG Year 2 SW Existing 
2.2 Build on well-being programmes aimed at the prevention of mental illness MH PPIG Year 2 CHP/ SW Existing 
2.3 Consolidate and reinforce the Choose Life strategy and Raise awareness of positive mental 

health 
MH PPIG Year 1 CHP/ SW Existing 

2.4 Improve access to social and recreational activities MH PPIG Year 2 SW Existing 
2.5 Develop inclusive services to support recovery. MH PPIG Year 2/3 SW/ CHP Existing & 

Additional 

3. Ensuring People to Receive an Improved Quality of Care 
3.1 Implement a performance management approach through the planning and performance system   MH PPIG Year 1 SW / CHP Existing 

3.2 Provide specifically designed accommodation for community based Mental Health Tribunals MH PPIG Year 1 SW Existing 
3.3 Develop further Accommodation with Support in the Community MH PPIG Year 3 SW Additional 
3.4 Integrate ASIST / Mental Health First Aid training into corporate training programmes. MH PPIG Year 1 CHP/ SW Additional 
3.5 Re-establish a discrete planning process for people with Autistic Spectrum Disorder with a view 

to rationalising and  improving services,  planning and delivery 
MH PPIG & LD 

PPIG 
Year2 SW Existing & 

Additional 
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Action Plan: Older People Priorities 
ACTIONS BELOW ARE IN ADDITION TO THE ‘ALL CARE GROUPS’ DEVELOPMENTS NOTED ABOVE  

1. Supporting More People at Home  
1.1 Identify & consistently support known vulnerable people OP PPIG Year 1 CHP/SW Existing 
1.2 Prioritise locally the Mental Health of Older People, particularly people with dementia, and build on 

programmes to prevent Mental Ill Health 
OP PPIG Year 1 -  2 SW/ CHP Existing & 

Additional 
1.3 Develop a dedicated social work liaison service with primary and secondary mental health services OP PPIG Year 1 - 2 SW/ CHP Additional 
1.4 Continue to develop a range of community based resources to offer alternatives to hospital and 

long-term care to shift the balance of care 
OP PPIG Year 2 SW/ CHP Existing & 

Additional 
2. Assisting People to Lead Independent Lives 
2.1 Improve routes and processes for self referral and opportunities for self managed care OP PPIG Year 1 - 2 CHP/SW Existing 
2.2 Develop and agree a joint model of rehabilitation, enablement and maintenance  OP PPIG 

 
Year 1 CHP/SW/ 

RAD 
Existing & 
Additional 

2.3 Improve medicines management by agreeing and implementing standards for medication review; 
clear protocols and systems to support individuals, families/ carers and care staff 

OP PPIG Year 1 - 2 CHP/SW/ 
RAD 

Existing 

3. Ensuring People Receive an Improved Quality of Care 
3.1 Improve communication, information and interface between agencies and with all stakeholders OP PPIG Year 1 CHP/SW Existing 
3.2 Extend the use of Indicator of Relative Need across all agencies and develop a system to record 

identified changes in functional and cognitive abilities 
OP PPIG Year 2 CHP/SW Existing 

3.3 Ensure understanding and awareness of all Adults With Incapacity stages and processes to 
encourage early and coordinated activation of these procedures where appropriate 

OP PPIG 
 

Year 1 - 2 CHP/SW 
 

Existing & 
Additional 

3.4 Improve understanding of the experience of service users particularly through acute hospital 
services  

OP PPIG Year 1 CHP/SW/ 
Acute 

Existing 

3.5 Agree and implement minimum standards for follow-up and review of service input across all 
agencies, particularly with an anticipatory focus following all service input 

OP PPIG Year 1 CHP/SW Existing 
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Action Plan- Physical Disabilities and Sensory Impairment  Priorities  
 

ACTIONS BELOW ARE IN ADDITION TO THE ‘ALL CARE GROUPS’ DEVELOPMENTS NOTED ABOVE 

1. Supporting More People at Home  
1.1 Develop an equipment protocol for health, social care and the independent sector  PD PPIG Year 1 SW / 

CHP 
Existing / 
Additional 

1.2 Positively encourage the use of the Independent Living Fund and direct payments through awareness 
training to health staff to promote more personalised care 

PD PPIG Year 1 SW / 
CHP 

Existing 

2. Assisting People to Lead Independent Lives 

2.1 Extend and promote self assessment for equipment. PD PPIG Year 1 SW Existing / 
Additional 

3. Ensuring People Receive an Improved Quality of Care 
3.1 Develop joint working and care pathways for service users who have an acquired brain injury and 

alcohol related brain damage 
PD PPIG Year 1 SW Existing 

3.2 Review specific needs of physical disability service users who have other needs for example mental 
health, addictions and learning disability and develop coherent service responses 

PD PPIG Year 1 - 3 SW Existing 

3.3 Undertake a strategic review of joint physical disabilities services and reflect findings in an integrated 
performance framework 

PD PPIG Year 1 SW / 
CHP 

Existing 

4. Better Involvement of and Support for Carers and Other Stakeholders 
4.1 Collate and utilise information gathered from service users to influence services offers to people with 

physical disabilities  within EDC/CHP 
PD PPIG Year 1 & 2 SW / 

CHP 
Existing 

4.2 Proactively involve service users in the access panel PD PPIG Years 1 – 3 SW / 
CHP 

Existing 
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15.4- ACCOMMODATION AND HOUSING - ACTION PLAN 
DRIVING THE AGENDA 

1. Ensure Housing is ‘on the agenda of each Joint Planning, Performance and Information Groups 
and Joint Planning Executive Group and also the Housing Forum   

SW / CHP / 
Housing 

Year 1 Social 
Work / 
Housing  

Existing 

2. Ensure Community Care Planning is on the agenda of the Local Housing Strategy Planning 
Group 

Housing / SW / 
CHP 

Year 1 Housing Existing 

3. JCCP to be tabled at next Housing Association Meeting and six monthly thereafter Housing / SW / 
CHP 

Year 1 Housing Existing 

DEVELOPING THE COMMON HOUSING REGISTER 
Optimise relevant use of Common Housing Needs Register for people with community care and 
housing needs 

Housing / SW / 
CHP 

Year 2 Housing Existing / 
Additional 

Populate property Data-Base with info about adapted houses  Housing / SW / 
CHP 

Year 2 Housing Existing 

4. 

Join-up the information on SW Liaison meeting cases and Housing Waiting List Information Housing / SW / 
CHP 

Year 3 Housing Existing 

IMPROVING QUALITY - PROTOCOLS / PRACTICE TOOLS 

5. Review and revise the protocols for the management, by Social Work, of applicants with 
community care needs  

SW / Housing / 
CHP 

Year 2 Social 
Work 

Existing 

6. Clarify prioritisation of specific cases known to Social Work to ensure equity of needs 
assessment and consider the usefulness of the young people’s housing needs assessment tool 
being amended for all ‘Care Groups’   

SW / Housing / 
CHP 

Year 1 Social 
Work 

Existing 

7. Develop Protocols to ensure clear referral routes for people with community care needs (and 
other vulnerable people) who are homeless to access appropriate housing 

Housing / SW / 
CHP 

Year 1 Housing Existing 

8. Ensure that the health and social work needs of homeless people are taken into account by 
developing a coordinated approach supported by a protocol that guides the assessment of 
individuals who are homeless 

Housing / SW / 
CHP 

Year 1 - 2 Housing Existing / 
Additional 
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STRATEGY AND PLANNING 

Agree the most effective way of ensuring coordinated / coherent strategic planning to meet the 
housing needs of people who also have community care needs by ensuring linkages to relevant 
strategic plans, on an ongoing basis 

9. 

Ensure the community care needs of people who are also homeless are taken into account in 
the Housing Strategy and the Homelessness Strategy 

SW / Housing 
CHP 
 

Year 1-3 
 

Social Work 
/ Housing 

Existing  

10. Draw up a ‘high level’ report on housing options to support people in the community, setting out 
the full range of solutions (including Tele-Care, Extra-Care, Supporting People) to support more 
people at home 

SW / Housing / 
CHP 

Year 1 Social 
Work 

Existing 

11. Consider the most appropriate way to commission Community Care Housing Needs Assessment 
research through a review of current information and gaps 

SW / Housing / 
CHP 

Year 2 Social 
Work 

Existing 

12. Support, develop and consolidate the ‘Care and Repair’ scheme to meet the needs of key 
vulnerable clients groups 

Housing / SW / 
CHP 

Years 1- 3 Housing Additional 

 
 
Ups 
 
 
 
 
 
 
 
 
 
 
 



 
Anticipatory care A model of care aims to deliver proactive, 

preventative care and provide early interventions 
to prevent escalation of health/ social care needs. 

Balance of Care The measurement that shows how many people 
are being cared for at home in the community as 
against institutional or residential settings eg 
hospital or nursing home. 

Best Value A duty on public agencies relating to the acquiring 
of all goods and services. Price must be one of the 
evaluation criteria when acquiring goods and 
services. Other evaluation criteria may include, but 
are not limited, to quality, and performance. 

Care Management The process of assessing individual needs and 
allocating resources in a care plan, and monitoring 
the achievement of the care plan. 

CHP Community Health Partnership- locally led NHS 
organisation which operates and manages most 
non-hospital health services. 

Commissioning The process of identifying a community's social 
and/or health care needs and finding services to 
meet them. 

COPT Community Older People’s Team- multi-
disciplinary team, based in the CHP, which 
supports the rehabilitation of Older People. 

Direct Payments Cash payments made in lieu of social care 
services which enable an individual to self-direct 
their own care. 

e-Care The electronic sharing of information by key 
agencies. Especially important with regard to 
Single Shared Assessment. 

Employability Employability is a process that assists people to 
be capable of getting and keeping fulfilling work. 

Holistic care A word used to describe care of the whole person. 
A as opposed to needs arising out of a particular 
condition or disability. 

Inclusion Integrating individuals who may be disadvantaged 
or vulnerable into mainstream services. 

IRIS Interdisciplinary Response & Intervention service- 
a multi-disciplinary, hospital-based team, which 
supports early discharge from, and prevents 
admissions to hospital. 

JPIAF Joint Performance Information & Assessment 
Framework- a National system for reporting and 
evaluating the impact and progress of joint working 
in community care. In the process of being 
integrated into National Outcomes measures. 

Long-term conditions A condition which requires ongoing professional 
care, limits what the person can do, and is likely to 
last longer than a year. 
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NEET Not in Employment, Education or Training. This 
can apply to people with Community Care needs, 
especially young people. 

Out-of-Hours Services delivered outwith the ‘traditional’ time 
boundaries of agency office hours ie evenings, 
overnights, weekends, and public holidays 

Performance Improvement 
Framework (PIF) 

A coordinated series of measures designed to 
record and evaluate performance of services and 
to structure their continuous improvement. 

PPIG’s  Planning, Performance & Implementation Groups- 
multi-agency groups which oversee service 
developments for particular care groups. 

Self-directed care Where an individual and their carer is enabled and 
empowered to decide for themselves what care 
they need and how it should be delivered. 

Single Shared Assessment 
(SSA) 

A process that enables a range of professionals 
across agencies- eg Social Workers, Nurses, 
Physiotherapists, etc- to assess an individual’s 
community care needs. This should provide better 
joined-up care and faster access to services. 
 

Supporting People A source of funding for housing support to 
individuals as part of a package of care. 

Stigma A form of hidden prejudice which can attach to 
certain conditions and disabilities eg mental health 
problems, learning disabilities, etc 

Signposting Proactively directing potential service users 
towards appropriate services. 

UDSET  User Defined Service Evaluation Toolkit- a series 
of techniques/ tools designed to enable service 
users’ experiences to be recorded and reflected in 
service planning and development. 
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EAST DUNBARTONSHIRE CHP 
Update on Joint Working with East Dunbartonshire Council 

 
 
Purpose of Report: 
 
A paper outlining recent Joint Working with East Dunbartonshire Council is attached. 
 
 
 
Recommendations:- 
 
The CHP are asked to note the update on Joint Working.  In particular: 
 

1. The successful Joint Senior Management Teams (Social Work and CHP) which 
took place on 4th February 2008. 

2. The work with Community Planning partnerships first Single Outcome 
Agreement. 
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INFORMATION ON JOINT WORKING WITH EDC FOR CHP COMMITTEE ON: 28th March 2008 
 
Delivering for Children & Young People The most recent meeting of this group was 11th March 

2008 and it was attended by an Inspector from the Social 
Work Inspection Agency.  Items discussed included 
child protection matters.  The development of the new 
Children and Young People’s Services Plan 2008-2011 
and the Single Outcome Agreement (SOA). 
 

ROA Coordinating Group This group met on the 6th March 2008 and agreed 
disbursement of the remaining £20k of ROA funds to a 
variety of projects.  The group also discussed the Fairer 
Scotland Fund and evaluation of the ROA and 
Community Regeneration Fund. 
 

Joint Community Care Plan 
 

This plan was formally “signed off” by East 
Dunbartonshire Council at its Social Work Committee 
and is presented to the CHP Committee today for final 
sign off by the CHP.  A formal launch is being planned 
for Councilors and CHP staff.  This is likely to take 
place in May 2008. 
 

Community Planning Working Group 
 

The focus of this group has recently been on drafting a 
Single Outcome Agreement (SOA) for the partnership 
through a series of 4 meetings with the aim to produce a 
draft SOA for the Community Planning Partnership 
Board on the 26th March 2008. 
 

Health Improvement Strategy Group (HISG) 
 

This group last met on 27th February 2008 and discussed 
the revised NHS Planning & Priorities guidance, the 
HEAT targets and the recent Council Nutrition Survey. 
 

Community Safety Partnership 
 

The CHP hosted the most recent meeting of this group 
on the 22nd February 2008 and as part of the traditional 
hosting arrangements, a presentation on the new Stobhill 
Hospital, followed by a brief tour of the new hospital 
took place.  The meeting also received a presentation 
from Strathclyde Fire & Rescue on “Cut it Out” 
campaign which is a safety campaign for young drivers 
 

Joint Planning Forum This group is due to meet on the 27th March 2008 and 
verbal feedback will be provided at the Committee 
meeting. 
 

Joint Planning Executive This group met on the 29th February 2008 and discussed 
the NHS Continuing Care Circular, Audit Scotland’s 
report on free personal care, the Multi-Agency 
Practitioner Group arrangements and received updates 
on the SOA and data sharing partnership work. 
 

Organisational Development Event for Joint 
Senior Management Teams 

This successful event was held on 4th February 2008 and 
a formal write up of the event, is available.  A series of 5 
other joint meetings are planned on a monthly basis 
between April and August to progress the partnership, 
joint working and joint governance arrangements further. 
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East Dunbartonshire Community Health Partnership 
 
Committee Meeting: Friday 28 March 2008           Committee Paper No: 08/22 
                              
 
 
Report by: Lynda Hamilton, Head of Planning & Health Improvement 
Contact: tel : 0141 201 3301 

email: Lynda.Hamilton2@ggc.scot.nhs.uk 
 
 
 

EAST DUNBARTONSHIRE CHP 
East Dunbartonshire Sexual Health Strategy Group Action Plan 2007-2009 

 
 
Purpose of Report: 
 
This report has been prepared to advise the CHP Committee of the progress to date in 
East Dunbartonshire in developing a local Sexual Health Action Plan to address the 
priorities outlined in the National Strategy for Sexual Health, Respect & Responsibility 
2005. 
 
A joint agency Sexual Health Strategy group between the CHP and the Council has 
been established and this group has developed the attached Action Plan as East 
Dunbartonshire’s response to the National Strategy. 
 
The main focus of the group to date has been to design and circulate a questionnaire for 
parents of all school children in East Dunbartonshire on Sexual Health and Relationships 
Education.  Over 17000 questionnaires were issued and over 2800 returned.  A detailed 
analysis of the questionnaires has just been completed and submitted to the Council’s 
Education Committee. 
 
The results of this questionnaire will inform how Sexual Health and Relationships 
Education is delivered in East Dunbartonshire’s schools in partnership with parents. 
 
Members of the Sexual Health Strategy Group recently attended the NHS Greater 
Glasgow & Clyde annual meeting with all local authorities in the Board’s area to discuss 
progress against nation and local priorities and our progress to date was favourably 
received. 
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Recommendations:- 
 
The CHP Committee is asked to: 
 

1. Note the Action Plan for East Dunbartonshire’s Sexual Health Strategy 
Group 

2. Note the progress to date in meeting the key objectives of the Scottish 
Government’s National Strategy for Sexual Health Respect and 
Responsibility 2005. 
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Revised action plan for East Dunbartonshire’s Sexual Health Strategy Group 
 

 
Purpose 
 
This action plan summarises the key objectives for East Dunbartonshire’s Sexual Health Strategy Group from 2007 to 2009.  The objectives reflect 
both the Scottish Executive’s national priorities (as detailed in Respect and Responsibility, 2005) and the priority areas identified by Greater 
Glasgow & Clyde NHS Sexual Health Planning & Implementation Group (December 2006). 
 
Summary of key objectives 
 

Objective Tasks Lead 
officer(s) 

Timescale Resource 
implication
s 

Planning 
Fora  
Required   

Link to 
existing 
plans 

Status of Objective 

 
1. Ensure the delivery 
of consistent and 
appropriate sex and 
relationships 
education in all school 
settings and for those 
excluded from school. 

 
1. Conduct a mapping of 
sexual health and 
relationships education in 
EDC Schools which 
describes current provision, 
and  
training needs assessments of 
all key staff who have a remit 
for delivery. 

 
Edith Girvan 
(EDC, EQDS) 
working with 
Nicky Coia 
(NHSGGC ) 
And Lynda 
Hamilton 
(EDCHP) 
 
 

 
To be 
completed 
July 2007. 

 
From within 
existing 
resources 

 
Health 
Improvement 
Strategy 
Group 
 
 
 
 
 
 

 
JHIP, CHP 
Developme
nt Plan 

 
Completed end of 
June 2007.  From 
objective developed a 
training plan. 
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Objective Tasks Lead 
officer(s) 

Timescale Resource 
implication
s 

Planning 
Fora  
Required   

Link to 
existing 
plans 

Status of Objective 

 2. Establish a process to 
agree the taught sexual health 
and relationships curriculum 
for EDC schools 
 

Edith Girvan 
Nicky Coia 
 
 
 

From 
August  
2007 to 
April 
2008 
 

From within 
existing 
resources 
 
 
 

 
 
 
 
 

JHIP, CHP 
Developme
nt Plan 
 
 

EDC SHRE Focus 
Group – 1st meeting 
set for 26th November 
2007. 

 3. Develop and establish a 
CPD training programme for 
EDC school staff with 
responsibility to deliver 
SHRE. 
 

John 
Simmons 
Edith Girvan 
Nicky Coia 
 
 

April 
2008 to 
June 2009 
with 
rollout 
thereafter 
 
 
 

From 
Scottish 
Executive 
allocation 
for SHRE 
through 
Learning 
and 
Teaching 
Scotland 
 

 
 
 
 
 
 
 
 

EDC 
Education 
Developme
nt Plan 
2008-2009 
 
 
 
 

Training starting 
August 2008. 

 4. Ensure all probationer 
teachers likely to deliver 
SHRE undergo training on 
SHRE during their 
probationary year 
 

Edith Girvan 
Nicky Coia 
Aug 
 
 
 

Commenc
ing Aug 
2007-2008
 
 

From within 
existing 
resources 
 
 

  
 
 
 
 
 

Identified April 2008 
– Probationer 
Training. 
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 5. Establish process to 
review the role of the school 
health service to support one 
to one interactions and 
consistent classroom delivery 
 

Lynda 
Hamilton 
Fiona 
McCulloch 

August 
2007 – 
June 2008 

From within 
existing 
resources 

 JHIP, CHP 
Developme
nt Plan 

Date for meeting to 
be arranged. 
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Objective Tasks Lead 

officer(s) 
Timescale Resource 

implication
s 

Planning 
Fora  
Required   

Link to 
existing 
plans 

Status of Objective 

2. Ensure the effective 
involvement of 
parents/carers in the 
development of sex 
and relationships 
education 
programmes. 
 
 

1. Analyse and feedback 
responses from parental 
consultation questionnaires  
 
 
 

John 
Simmons  
Nicky Coia 
 
 

August 
2007 
 
 

From within 
existing 
resources 
 

ED Parent 
Council 
Forum 
 
 
 
 

Link with 
Parenting 
Strategy, 
JHIP, CHP 
Developme
nt Plan 
 

Draft report received 
November 2007. 

 2. Develop parental support 
on Sexual Health through 
Triple P programme.  
 
 
 
 

Lynda 
Hamilton 
John 
Simmons 
Anne Smith 
Freda 
McShane 
 
 

October-
December  
2007  
 
 
 
 
 
 

From within 
existing 
resources 
 
 
 
 
 

Delivering for 
Children & 
Young People 
Partnership 
 
 
 
 
 

JHIP 
 
 
 

Further discussion 
required. 

 3. Ensure building of health 
visitor capacity to support 
new parents on SHRE. Can 
be incorporated into Mellow 
Parenting programme & 
Triple P Parenting 
 

Fiona 
McCulloch 
 
 
 
 
 
 

From 
January 
2008 
onwards 
 
 
 

From within 
existing 
resources 
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 4. Conduct short piece of 
developmental work with 
EDC Libraries to stock 
recommended books for 
parents and young people 

Kathleen 
McGill 
Nicky Coia 
Mireille 
Dyksta 
Elizabeth 
Brown 

October 
2007 to 
March 
2008. 

From within 
existing 
resources 

Delivering for 
Children & 
Young People 
Partnership 
 

 Meeting to be 
arranged for January 
2008. 

Objective Tasks Lead 
officer(s) 

Timescale Resource 
implication
s 

Planning 
Fora  
Required   

Link to 
existing 
plans 

Status of Objective 

3. Information and 
Communication on 
Sexual Health 
 

1. Conduct short piece of 
developmental work to set an 
agreed core set of health 
improvement information 
resources on sexual health 
for a variety of settings.  
 
 

Kathleen 
McGill 
Mireille 
Dykstra 
Nicky Coia 
John 
Simmons 
 
 
 

October 
2007-
March 
2008 
 
 
 
 
 

From within 
existing 
resources 
 
 
 
 
 
 

Health 
Improvement 
Strategy 
Group 

JHIP, CHP 
Developme
nt Plan 

Work underway 
scheduled for 
December 2007. 

 2. Ensure that equalities 
compliant information about 
sexual health services is 
delivered to key services.  

Nicky Coia 
Alison 
Bigrigg 
Lynda 
Hamilton 

October 
2007 
March 
2008 
 
 

From within 
existing 
resources 
 

  Work underway 
scheduled for 
December 2007. 

 3. Ensure distribution of core 
resources is signed off at 
HISG 

John 
Simmons 
Lynda 
Hamilton 

By April 
2008 

From within 
existing 
resources 
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Objective Tasks Lead 

officer(s) 
Timescale Resource 

implication
s 

Planning 
Fora  
Required   

Link to 
existing 
plans 

Status of Objective 

4. Educational 
Interventions in 
Youth and 
Community Settings 

1. Conduct piece of 
developmental work with 
Youth Services to build the 
capacity for delivering 
programmes of groupwork 
and further learning 
opportunities on sexual 
health and relationships.  
 

John 
Simmons 
Gordon Smith 
 

January-
March 
2008 
 

From within 
existing 
resources 
 

 JHIP & 
CHP 
Developme
nt Plan 
 

Invite Gordon Smith, 
Head of Community 
Services to next 
meeting. 

 2. Assess the potential for 
dedicated looked after and 
accommodated nurses to 
deliver specific inputs in the 
LAAC sector 
 

Kate Benson 
Lynda 
Hamilton 
Paula Godfrey 
 

By 
December 
2007 
 

From within 
existing 
resources 
 

  Nicky to get in 
contact with Paula 
Godfrey. 

 3. Consult with Cumbernauld 
College Campus to explore 
sexual health information 
and wider interventions. 
 
 

Mireille 
Dykstra 

October 
2007 
 

From within 
existing 
resources 
 

   

 4. Develop group work 
programme for ISMS staff 
 
 

Nicky Coia 
Freda 
McShane 

Commenc
ing 
December 
2007 
 

From within 
existing 
resources 

HISG 
 

JHIP 
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 5. Discuss with the voluntary 
sector opportunities for 
support to access hard to 
reach groups 
 

Lynda 
Hamilton 

January 
2008 

From within 
existing 
resources  

HISG JHIP, CHP 
Developme
nt Plan 
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Objective Tasks Lead 
officer(s) 

Timescale Resource 
implication
s 

Planning 
Fora  
Required   

Link to 
existing 
plans 

Status of Objective 

5. Ensure that 
vulnerable and 
priority groups are 
able to access 
appropriate and 
accessible local 
clinical sexual health 
services 

1. Establish multi-agency 
partnership to support the 
developing ED Sandyford 
Hub and lead nurse in 
engagement with appropriate 
community organisations and 
partnerships.  
 

Lynda 
Hamilton 
Audrey 
Brown 
 
 

September 
to 
December 
2008 
 
 

From within 
existing 
resources 
 
 
 
 
 

 JHIP, CHP 
Developme
nt Plan 
 
 
 
 

 

 2. Sandyford East 
Dunbartonshire Hub to be 
opened in Autumn/Winter 
2008 in Kirkintilloch 
Initiative providing 
comprehensive local 
services.  
 

Audrey 
Brown 
Lynda 
Hamilton 
 

Autumn/ 
Winter 
2008 
 

£100k from 
SHPIG 
 

 JHIP, CHP 
Developme
nt Plan 

 

 3. Invite GP Forum to 
consider take up of LARC 
and STI Screening. 
 

Lynda 
Hamilton 
Ian Gordon 
 
 

Spring 
2008 
 
 
 
 

From within 
existing 
resources 
 

 JHIP Negotiations 
underway with GPs 
re LARC as an 
enhanced service.  
Target 100 per 1000 
of reproductive age. 

 4. Hub Lead Nurse to further 
develop C card scheme 
 
 

Audrey 
Brown 

December 
2008 

   Lead nurse has been 
appointed.  Meeting 
to be arranged with 
lead nurse early next 
year. 
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Objective Tasks Lead 

officer(s) 
Timescale Resource 

implication
s 

Planning 
Fora  
Required   

Link to 
existing 
plans 

Status of Objective 

6. Ensure that all 
providers of sexual 
health services, 
including Primary 
Care and Local 
Authorities are 
working to defined 
standards and 
policies. 
 
 
 
 
 
 
 
 
 
 

1. Explore with Joint 
Planning Performance & 
Implementation Groups 
(JPPIGs) and the Delivering 
for Children and Young 
People’s Partnership 
(DCYPP) the applicability of 
developing staff policy and 
guidance for sexual health in 
relation to 
Sexually active young people 
under the age of 16 
Young People who are 
LAAC 
Adults with learning 
disabilities 
 

John 
Simmons 
Lynda 
Hamilton 
Paula Godfrey 
Nicky Coia 
 
 
 
 
 
 
 
 
 
 
 
 
 

Ongoing 
from 
October 
2008 
 
 
 
 
 
 
 
 
 
 
 
 

From within 
existing 
resources 

JPPIG’s, 
DCYPP 

JHIP, CHP 
Developme
nt Plan 

Glasgow protocol for 
young people who 
are sexually active – 
JS to follow up with 
DA. 

 2. Develop staff training 
programmes to support the 
implementation of new 
policy.  
 

John 
Simmons 
Lynda 
Hamilton 
Paula Godfrey 
Nicky Coia 
 

Pending 
sign off of 
each 
individual 
policy. 
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Objective Tasks Lead 

officer(s) 
Timescale Resource 

implication
s 

Planning 
Fora  
Required   

Link to 
existing 
plans 

Status of Objective 

7. Partnerships for 
health improvement 
in sexual health  

1. Establish the Hub as a 
focus for health improvement 
activities using partnership 
developed in 5.1 
 
 

Audrey 
Brown 
Nicky Coia 
Lynda 
Hamilton 
 
 
 

From 
winter  
2008 
 
 
 
 
 

 
 
 
 

  
 
 
 
 
 
 

 

 2. Consult with Community 
Planning partnership Board 
on supporting the 
implementation of new 
national legislation on 
prostitution prevention 
programme  
 

Lynda 
Hamilton 
Karen Murray 
 

Summer 
2008 
 

  CHP 
Equality 
Action Plan, 
Violence 
Against 
Women 
Strategy 
 

 

 3. Explore links to domestic 
abuse work 

Kathleen 
McGill, 
Carrie Lynch 
 
 
 

December 
2008 

From within 
existing 
resources 
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EAST DUNBARTONSHIRE CHP 

SENIOR MANAGEMENT TEAM ACTION LIST 
 

ACTION PROGRESSED MARCH 2008 
 
 
ADULT PROTECTION PROCEDURES – SMT received a Briefing Paper on the 
proposed EDCHP Internal Procedure, which has been developed in line with the 
launch of the Multi-agency Adult Protection Procedures in March 2007, in 
partnership with EDC.   
 
GP FORUM TERMS OF REFERENCE – draft terms of reference for the Group 
have been devised and SMT were given opportunity to comment 
 
BUSINESS CONTINUITY PLAN – Lynda Hamilton advised that the next draft was 
sent to the Board in time to meet the February deadline.  Lynda Hamilton and Kate 
Benson have also met with the Practice Managers to discuss the GP Practice 
Continuity Plans 
 
CHILD PROTECTION REPORT - The EDCHP Adult Mental Health Child Protection 
audit was tabled for the information of those present.  AMB drew attention to the 
Executive Summary and the recommendations, which are being made i.e. ongoing 
audit and staff training.  A workshop will be included in the PLT Event in March. 
 
CHP WEBSITE – SMT were given the opportunity to view a mock up of the new 
CHP website,  
 
TEAM BRIEF – SMT were advised to ensure this is included on all team meeting.  
Karen Murray expressed her concerns about the proposed time scales for 
cascading the brief.  Serena Barnatt will feedback from a table top exercise that is 
taking place in West Dunbartonshire. 
 
PERFORMANCE REVIEW MEETING – SMT had previously received the paper 
and the content was agreed for th presentation on Friday 29 February 2008.  
Discussion took place around who would talk to each section – to ensure tha key 
issues can be highlighted by the respective servcie leads. 
 
PERFORMANCE OBJECTIVES – Karen Murray updated those present on the 
additional headings within the paperwork and advised that the deadline for 
completing the objectives is set for 29th February 2008.  (The timetable for 
completion of 2008/2009 objectives and PDP’s is now 30 April 2008). 
 
DELAYED DISHCARGES - Kate Benson advised that there will be an increase in 
delayed discharges for next month and therefore the zero target may not be met by 
April.  Social Work colleagues have now been asked to update on how the 
situation can be rectified, in both the short and longer term.  To be discussed 
further at Joint Executive Meeting. 
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NORTHERN CORRIDOR Karen Murray spoke about the CHP needing to be 
involved in discussions at early stages and ensure SLA’s cover current service 
provision. A meeting to be arranged by Kate Benson with Geraldine McQueen, 
North Lanarkshire CHCP Locality Manager to progress 
 
READY TO LEAD - Charlie Allan advised six participants for this CHPhave been 
accepted on the first, course which will requier participants to attend a number of 
events over a 12 month period. 
 
ANNUAL REPORT It was agreed that the Heads of Service need to identify a 
member of the eSMT to lead on this with a dedicated member of A&C staff 
assisting.  It was suggested that Ricky Mooney and David Radford are approached 
in the first instance. 
 
COMMUNITY ADDICTIONS TEAM – Annemargaret advised that she is currently 
working on a plan for an OD day for the team and that the initial meeting she held 
to discuss the format of the event had been positive. 
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OUR PARTNERSHIP WITH EAST DUNBARTONSHIRE WELFARE RIGHTS SERVICE - 

ONE YEAR ON 
 
 
Early in 2007, we launched the ‘Community Health Worker’s Benefits Pack’ at two events: 
one in Milngavie Clinic and one at Tom Johnston House, Kirkintilloch.  
 
The Benefit Pack is an easy to use tool that CHP staff use to make referrals to Welfare 
Rights if they feel that a patient is not receiving the proper benefits they may be entitled to. 
 
One year on, and we are delighted to report that 38 referrals from the CHP have been 
received, 30 of the claims have been completed, resulting in £105,000 of benefits for CHP 
patients. 
 
This amount of income is being generated through a comparatively small amount of 
referrals, and the extra weekly income can make a great difference to the quality of life to 
someone with severe health problems. The majority of the CHP referrals have come from 
Bishopbriggs, Milngavie and Larkfield Clinics. Well done!! Welfare rights are keen to 
sustain this and assure us they have the capacity to deal with more CHP referrals.  
 
If you / your team would like Welfare Rights to come and talk  to you about the referral 
scheme, please contact Tony Martin, Senior Welfare Rights Officer on 0141 578 8299 
 
If you would like any more information and data from the referral scheme, please contact 
Kathleen McGill, Health Improvement and Inequalities Manager at the CHP 0141 201 
9703. 
 
Welfare Rights provide three benefit outreach surgeries in the following clinics: Milngavie, 
Lennoxtown and Woodhall in Bishopbriggs. The Milngavie clinic has been by far the most 
successful, in terms of customer volume, moving from a half-day to a full day a couple of 
years ago. The other clinics are fast starting to catch up on this.  
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DISTRICT NURSES AND HEALTH VISITORS ARE MOVING 
 
A new base has been identified at the former careers office in Bishopbriggs to 
accommodate the health visitors and district nurses from their current site in Woodhall 
Clinic.   The new base will provide extra office accommodation, improved storage space 
for the staff and in addition, a small group meeting room. 
 
The general consensus by all staff is to name the new base – Crosshill House. 
 
Currently, the lease is near completion and the refurbishment plans are being put out to 
tender. Hopefully, if all goes according to plan, the staff should be moving into their new 
base from April 2008 onwards. 
 
 

PODIATRY SERVICE UPDATE 
 
Patients who require podiatry within the Bishopbriggs area can access a new patient  
appointment for podiatry by calling a central phone number 0141 636 8421 which operates 
from Monday – Friday between the hours of 9am – 5pm. (This service is already available 
in Bearsden, Milngavie and Kirkintilloch).  
 
This eliminates the need to arrange an appointment with your GP for a podiatry referral for 
a new patient appointment. It is hoped that the central phone number will be extended to 
patients who require further appointments. However, due to the volume of patients who 
attend the service within Bishopbriggs, this will take several months to roll out. Further 
update will be available on the return booking system in the next couple of months. 
 
 

LAUNCH OF LIFTSHARE: A CAR SHARING SCHEME FOR ALL NHSGG& C STAFF: 
YOUR CHANCE TO REGISTER AND WIN A PRIZE 

 
Liftshare is the UK’s free car sharing and transport information service and is now 
available to all staff across NHSGG&C. We are keen to encourage all our staff in the CHP 
to register. 
 
The car sharing system provided by Liftshare offers you a way to share your journeys to, 
from and between places of work.  
 
The system matches individuals by their preferences, their proximity to one another, their 
destination and the times of the journey. 
 
Sharing car journeys has several positive benefits such as: reduced petrol bills, reduced 
wear and tear of your own vehicle, reduced road congestion and reduced car parking 
congestion not to mention the social networking opportunities. 
Importantly, as part of our Greener Travel Scheme, it also reduces our personal and 
organisational carbon footprint. 
 
Staff interested in Liftshare will have opportunities to meet and discuss potential lift shares 
so they can consider shift patterns and any other personal arrangements. Details of 
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meetings will be advertised on hospital sites and also on Staff Net so look out for dates 
and venues.  
 
If you join before the end of February, you could also win with prizes from the AA 
and Kwik-Fit. 
 
To find out more and to register on the system for free, visit: www.nhsggctravelbudi.com 
(a link will also be available on Staff Net) or by contacting the Liftshare call centre, tel: 
08700 11 11 99. 
 

KIRKINTILLOCH INTEGARTED CARE CENTRE 

Planning permission was granted for the new health and social work building called the 
Kirkintilloch Integrated Care Centre (KiCC) on the 15th January.  This new centre will 
provide a range of community services including GP Services, social work, physiotherapy, 
home care community occupational therapy and mental health services.  The actual 
construction will commence in February 2008 with the aim for completion by June 2009.   
Additional work will be carried out in the building to install equipment for occupancy.  The 
completion date for this will be in autumn 2009.  All services will be sustained within their 
current base until the completion date of the new centre. 

It is hoped that strong links will develop between the KiCC building and the leisure centre.  
There will be a lit walk way between the two buildings and there are plans for some of the 
therapeutic groups to be delivered within the leisure centre.  There is an aim to make the 
KiCC building a healthy living centre : The plans are that the staff canteen will serve 
healthy food and there will be an emphasis on promoting health and well being with staff. 

Over the next few months initial discussions will begin around planning a sensory garden 
within the grounds of the KiCC building.  It is hoped that this garden will be designed, used 
and maintained by service users.  There will be an opportunity to apply for grants to help 
support this project. 

Further information on the KiCC can be accessed on www.K-I.org.uk 

 
CHP MONTHLY BULLETIN 

 
Should you wish to make a contribution to the monthly bulletin please email Karen 
Gillespie, Administration Manager (Karen.Gillespie@ggc.scot.nhs.uk) 
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NEW PREMISES 
 
With effect from Monday 3 March 2008, all Payroll and Financial Services which were 
previously based at Stobhill and Dykebar Hospitals, will be located at:- 
  
Caledonia House 
140 Fifty Pitches Road 
Cardonald 
Glasgow 
G51 4ED  
  
New telephone numbers will follow in due course. 
 
 

ADULT PROTECTION PROCEDURE (INTERNAL CHP) 
 
Within East Dunbartonshire CHP, there has been great commitment to developing practice 
in relation to making sure that Adults at Risk are well cared for.  
 
The Senior Management Team have recently approved the Adult Protection procedure for 
EDCHP for use, which will work in tandem, when required, with the Multi-agency 
procedure, launched in March 07. 
 
This forms part of our response to the needs of vulnerable people and enables staff to 
have some clear guidance on what to do if they suspect someone is at risk of harm 
It also helps towards preparations being made in partnership with EDC, to prepare 
ourselves for the Adult Support and Protection (Scotland) Act 2007, which will come into 
force in October 2008. 
 
It is envisaged that Joint training on the Protection of Adults at risk of harm will be 
available to staff in the near future, to support staff to respond to such incidences. 
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HEALTH WORKING LIVES:  A FIRST FOR EAST DUNBARTONSHIRE CHP 
 
In November last year all CHP were invited to participate in an online survey.  The aim of 
the survey was to find out what we needed to do to improve the health of our staff whilst at 
work. 
 
The response to the online survey was excellent and the CHP would like to thank the 122 
staff who took the time to complete and return the survey. This represents 58% of our 
workforce. 
 
Here are some of the main findings from the survey: 
  
Occupational Health / Support Services - Amongst the staff there was a high awareness 
of the physiotherapy self referral service, the confidential counselling service, the smoking 
cessation service, the podiatry service and the pre - employment screening.  
 
However staff were less aware of the psychological services, the stress management 
service and health service surveillance 
 
Workplace environment - Many staff identified specific issues of concern around their 
workspace, collectively these were identified as: 
 
• Cramped offices space 
• Lack of seating to staff ratio 
• Security (personal / belongings / lone working) 
• Parking 
 
Workplace Policies - Amongst the staff there was a high awareness of policies relating 
to health and safety, Infection control, Grievance procedures, Bullying & harassment and 
Parental leave.  
 
However staff were less aware of guidance regarding the Employee assistance 
programme, Dental / oral health policy, Dignity policy and the Capability policy. 
 
Stress – Staff recognised that stress at work was an issue and were keen to be supported 
to help manage stressful situations. 
 
Physical Activity - The majority of staff stated they would like to become more active than 
at present, and here are some of the suggestions that would help staff to become more 
active: 
• free or subsidised access to gym facilities  
• changing and showers facilities, in the workplace 
• lunch time walking clubs/jogging groups 
 
Healthy Eating - The good news here is that the majority of the staff are eating 5 or more 
portions of fruit and vegetables on a daily basis and many would still like to eat more 
healthily that at present. It was suggested that fresh fruit and vegetables should be 
available in at the workplace. 
 



Smoking - Only a small proportion of the respondents smoke and most would like to cut 
down or give up.   
 
What Next - The HWL Steering Group will be meeting in March to discuss how best to 
respond to these findings and agree an action plan to help our staff improve their health.  
This will include:- 
 
• Better information for staff on Occupational Health Services, Health and Safety and 

workplace policies 
• Information sessions on smoking an healthy eating 
• A CHP Jogging network 
• An online stress reduction programme 
 
Please get involved!!  
 
We will keep you updated on the actions that will enhance every person’s health and 
safety, whilst at work. 
 
If you would like a more detailed report on the on the findings of the online survey, it will be 
placed on the CHP website, or contact Dianne Rice in the CHP Office:  0141 201 9721 
 

 

 

 
 
 

NO SMOKING DAY - 12TH MARCH 2008 
 

 
Smoking Information Sessions were held in Milngavie Clinic at lunchtime on Thursday 21st 
February 2008 and Townhead Clinic, Kirkintilloch at lunchtime on Tuesday 26th February 
2008.   Both events were well attended and very positive feedback was given.    Staff were 
very interested in taking information for themselves and their families with one staff 
member signing up for support to quit. 
 
General discussion between staff members as they completed the cessation quiz led to 
much laughter as well as increased knowledge.  Three winners of the cessation quiz were 
delighted to receive their healthy fruit baskets.  
 
Age regeneration technology proved to be great source of interest (or dismay!!); this 
shows skin changes due to smoking 
 
Staff also took the opportunity to discuss various issues with Carole Anne Napier,   
Occupational Health Nurse. 
 
Anne and Cathy would like to take this opportunity to thank all the staff for their support. 
 
Please contact either Anne Gordon, Smoking Cessation Co-ordinator, Milngavie Clinic on 
0141 232 4800 or Cathy Williamson, Smoking Cessation Co-ordinator, Townhead Clinic on 
0141 304 7400 for any information or advice. 
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STAFFING 
 
Leavers 
 
Staff within the CHP Community Older People Team are sorry to see Francis Waddell 
move on to a position within The State Hospital.  Frances has been a Dietician within the 
COPT for over fours and her colleagues wish her well for the future and express their 
thanks for her contributions during her time with the team. 
 

CHP MONTHLY BULLETIN 
 
Should you wish to make a contribution to the monthly bulletin please email Karen 
Gillespie, Administration Manager (Karen.Gillespie@ggc.scot.nhs.uk) 
 



 
 

 
 

 
CHP PROFESSIONAL EXECUTIVE GROUP MEETING 

WEDNESDAY 6th FEBRUARY 2008 AT 1.00 PM, CORPORATE MEETING ROOM 
 

 
PRESENT: Ian Gordon   Clinical Director (Chair) 

Charlie Allan  OD Advisor 
Kate Benson  Head of Primary Care & Community Services 
Annemargaret Black Head of Mental Health & Partnerships  
Susan Cross                       Clinical Psychology 
Ross Ferguson  Lead Pharmacist 
David Gerber  Consultant Psychiatrist 

     Lynda Hamilton  Head of Planning & Health Improvement 
   Catherine McCrae  Adult Mental Health – Nurse Team Leader    
   David McCulloch  Dental Representative 
   Anne McDaid  RCN Representative 

Eddie McVey  Optometric Lead    
Dr Graham Morrison        B & M Representative 
Audrey Murdoch  Lead AHP 
Karen Murray  Director 
Gillian Notman              Joint OT Lead Advisor 
Linda Peattie  Community Nurse Sister 
Jean Powell   B & M Representative 

   Jean Reid   Consultant Psychiatrist 
   

 
ACTION 

1 WELCOME & APOLOGIES  
  

Apologies were received from Malcolm Campbell, Caroline Horn, Fiona McCulloch and 
Freda McShane. 
 
Ian Gordon opened the meeting by welcoming everyone and introducing Ross 
Ferguson who has joined the PEG as the Pharmacy Representative.  Ross is based in 
Milton of Campsie. 
 
IG took the opportunity to remind members that following the meeting, they should 
collect Expense Forms, to be submitted prior to the end of year. 

 

2 MINUTES OF PREVIOUS MEETING 

The Minutes of the PEG meeting held on 28th November were agreed as correct. 
 
The following Minutes were submitted to the group for noting: - 
 
 Staff Partnership Forum – 31st October 2007 
 Clinical Governance Executive Group – 19th December 2007 
 Clinical Governance Sub Group – 17th January 2008 

 

 

3 MATTERS ARISING 
 
i) OD Session for PEG Members 
 

IG advised that he and KB would meet with CA next week to look at the best way of 
taking this forward.   
 

 
 
 
 

IG/KB/C
A 
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KM stated that that the outcome of this session should be tangible for the 
organisation i.e. redesign of services across CHP, redesign of mental health 
services or independent contractor services.   
 
AMB advised that there had been a discussion at the Clinical Governance 
Executive and it was suggested that the session could be used to tie down Joint 
Critical Incident Processes, i.e. Joint Complaint Processes.  IG stated that this 
might require a separate session. 
 
IG asked members to let CA know if there were any large pieces of work that could 
be incorporated into this session. 
 
Another suggestion was to use the PEG Development Session to focus specifically 
on how the PEG actively contributes to the delivery of the CHP Development Plan 
Objectives for 2008/09. 

 
ii)    Antidepressant Strategy 
 

AMB advised that she is in the process of setting up a Steering Group, to bring the 
Psychology Therapies and Antidepressant strategies together. AMB listed 
membership so far, and asked that any PEG members interested in joining the 
Steering Group contact her.   AMB stressed that it was important that all care group 
areas were involved, and would also be linking in service users. 
 
Jean Reid agreed to join on behalf of Older Adults.  Dawie Scheepers has also 
been invited onto the group. 
 

iii)   Psychology Update 
 

AMB advised she had written to Linda Watt.  The Psychology posts are now to be 
reviewed by the Anomalies Group. 
 
Susan Cross indicated that all areas of Psychology across GG&C are affected. 

 
iv) Nurse Development Day Update 

 
AMB reported that the Nurse Development Day had been highly successful and it 
was agreed at the Nurse Network Meeting that this will be an annual event.  
 
The day had focused on five areas of corporate objectives.  AMB will bring a written 
report to the next PEG meeting.  Once the report is agreed by SMT, the process 
agenda will be taken forward. 
 

v)    HV Review 
 

KB advised that a final Implementation Plan was awaited.  The Health Board have 
agreed that each CHP have their own group to look at local pressures and the 
needs of their area.  The Board also agreed that a Management Consultant will 
work closely with each CHP, looking at;  the skill mix required to deliver the 
programme; the shape of how HV should look within EDCHP and the starting point 
of how we take this forward. 
 
The group will include KB, GPs, Health Visitors, HR Representative, OD 
Representative and EDC Social Work and Education Services Representatives. 
 
 
 
 

 
 
 
 
 
 
 
 
 
 

ALL 
 
 
 
 
 
 
 
 
 

ALL 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

AMB 
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Dr Morrison asked if the role of Health Visitor being responsible for care of the 
elderly was likely to be re-established.  KM advised that the proposed HV model for 
NHSGG&C would not see HVs providing input to elderly services.  KM also advised 
that a community nursing model was being piloted across 4 areas in Scotland; and 
as the pilots had only been established fairly recently, they had still had a fair 
amount of time to run.  This community nursing model will incorporate the 
community nursing/public health nursing requirements for older people’s services in 
the community. 
 
IG asked whether any further information was available on resource allocation.  KM 
advised that discussion would be ongoing over the coming months. 
 

 

4 CHP DEVELOPMENT PLAN 
 
LH advised that an updated Action Plan for 2007/08 is required and as a first step she 
has written out to everyone requesting feedback.  The Action Plan will be concise and 
record our achievements for 2007/08.  
 
The new Planning & Priorities Guidance has been received and LH is working through 
to ascertain any changes for the coming year.   
 
KM requested that LH be made aware of anything in Acute or Mental Health Plans that 
we can usefully tie in.   AMB could focus on OD Day outputs for nursing. 
 
LH advised that the Planning Manager post was still vacant, following the successful 
candidate turning down the post.  LH had contacted Ian Reid and the post was going 
through due process at the Board.  KM and LH are presently discussing with EDC, 
whether this post can be integrated between EDC and the CHP, as there is a sizable 
resource requirement around supporting EDC.  An integrated planning function would 
benefit the CHP and EDC. At present we are looking at offering the post as a 
secondment opportunity until grading review and the work with EDC colleagues is 
progressed.  
   

 
 
 
 
 
 
 
 
 

ALL 
 
 
 
 
 
 
 
 
 
 

5. BCP / FLU PLANNING UPDATE 
 
Business Continuity Planning - LH advised that revised BC Plan was required by GG&C 
by the end of this month.  
 
Flu Planning - a group chaired by David Walker is looking at guidance from Scottish 
Governance and will develop template for CHPs.   Work already completed around risk 
management, will help to populate and inform the CHP Plan. 
 
It was agreed that once guidance is received, IG and LH would arrange a meeting of the 
group. 
 
KM advised of a gas pipe incident, which had occurred in Larkfield recently, and felt that 
this should be used as an example for reviewing existing local BC Plans.   
 
LH advised that she would contact Alan Dorn to ascertain whether or not a desktop 
exercise would take place in the CHP. 
 

 
 
 
 
 
 
 
 
 

IG/LH 
 
 
 
 
 

LH 

6 SCOTTISH HEALTH SURVEY 2008 
 
LH tabled a letter from the Scottish Centre for Social Research, which invited 
participation in the Scottish Health Survey.  The Survey takes place from time to time, 
as a means of gathering information for the whole of Scotland.  
 
LH wished to make PEG members aware, as they may be asked questions by patients.  
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LH had also tabled at PPF for information.   
 
It was agreed a copy be forwarded to Practice Managers and discussed at their next 
meeting, to raise awareness for practice staff. 
 

 
 

JR 

7 REHABILITATION & ENABLEMENT PAPER 
 
IG asked KB to advise of any impacts or consequences for the CHP from this Paper. 
 
KB advised that the Draft Paper was initially developed by the Heads of Health & 
Community Care within Glasgow City.  The document is now being rolled-out for wider 
discussion, and comments should be sent to KB 11th February or compilation and 
response back to the Steering Group by 15th February. 

 
KB gave a short synopsis of the Paper, which suggests the creation of a single, 
integrated service framework within each CHP that supports a through care or single 
pathway model of care.  The Paper looks at how we enable our workforce to provide 
services and how these services can be streamlined to work more efficiently.   
 
KB advised that discussions with COPT team, had highlighted that there can be 
confusion by carers and users, as to why services change, when teams are taking over 
from one another, and if this could be streamlined and improved. 
 
GN advised that work was being undertaken by the Older Peoples Working Group 
around enablement and a Sub Group were looking at exploring self management 
programmes and introducing single point of access for service. 
 
KB will circulate her feedback to Steering Group to PEG for information. 
 

 
 
 
 
 
 

ALL 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

KB 
 

8. LONG TERM CONDITIONS 
 
KM advised that a Steering Group would re-form as an Implementation Group and 
condense the Strategy into definitive action points to be undertaken. 
 
MCNs have already been established for some chronic conditions and redesign 
interface is considered through the MCN Groups.   KM advised that there was a large 
focus on supported self-care.  It is hoped Glasgow will commission specific programmes 
of self care to ensure consistency of support across the piece.    
 
KB has submitted the CHP’s response, iteration and Action Plan are awaited. 
   

 
 
 
 
 
 
 
 
 
 
 
 

9. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

REDESIGN MEETINGS WITH ACUTE SECTOR 
 
IG advised that KM Chaired a group looking at referral pathways and had recently met 
with colleagues from Acute and CHPs to discuss service redesign. 
 
KM advised that a range of groups were working through 3 collaborative programmes.  
CHP Director and GP representatives participate in each Programme Board, and any 
redesign takes account of consequences to both sides of interface. 
 
East Dunbartonshire and West Dunbartonshire have also been twinned with Emergency 
Medical Services. Grant Archibald is the Director and Alan Hunter the General Manager 
responsible for the Stobhill and GRI sites.  We are currently organising a meeting to 
agree local arrangements for pathways into west of city for both populations.   
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10. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
11. 
 
 
 
 
 
 
 
 

KM advised that the new Stobhill Ambulatory Care Hospital was due to open in June 
2009.  KM is a member of the Clinical Transition Group responsible for planning the 
relocation of services into the two new Ambulatory Care Centres at Stobhill and the 
Victoria.  Currently 18 Specialty Clinical Planning Groups are being set up to plan for 
services moving to the new Ambulatory Care facilities and clinical representatives are 
being sought.  These are gradually being populated, and so far Bill Johnstone  
(Cardiology), Linda Wright (ENT), Kevin Fellows (Orthopaedics), Ken O’Neill (Minor 
Injury Unit), and George Barlow (Urology) have agreed to participate.  Primary Care 
Representatives of the groups would have responsibility for communicating with 
relevant colleagues in the CHP system and providing input from a CHP perspective. 
 
EMcV advised that he would be interested in being involved and agreed to speak to 
Chris McNeil and Keith Redpath. 
 
KM advised that so far ED had populated one group (Bill Johnstone).  Existing MCN 
members could take their expertise into these groups.   
 
KM agreed to forward list of Groups to IG for circulation.  PEG members interested in 
being involved should contact KM. 
 
IG advised that Brian Cowan had recently given a presentation to the Committee and 
advised that tours of the new Stobhill Hospital could be arranged through Margaret 
Campbell.  These tours are held on Friday afternoons, with a maximum of 10 people per 
tour.  KM advised that due to the present construction stage, a hard hat had to be worn.  
At present there is scaffolding around the internal atrium, and it was suggested that it 
might be advantageous to postpone visiting for a few weeks until this scaffolding is 
removed, for a better idea of how the finished Atrium will look to patients entering for the 
first time.  The is the first Hospital to have escalators installed in Scotland.   
 
PEG members wishing to participate in a tour should give their names to Dianne Rice. 
 
PRESCRIBING MANAGEMENT  
 
i) CHP Reports – for information  

IG advised that these reports evaluate EDCHP against other CHPs, and also 
compares down to practice level.  Overall, when compared to other CHPs within 
Glasgow, the indicators show ED practices are efficient prescribers. 

 
Overall East Dunbartonshire practices are meeting targets and have improved over 
the last couple of years, with one or two exceptions.   The Prescribing Group will 
look at the reports in more detail at their meeting this afternoon. 

 
ii) New Blood Glucose Guidelines 

IG advised that these new guidelines regarding Blood Glucose Monitoring for 
Diabetes would be on the agenda for the Primary & Acute Diabetes Meeting next 
month.  Diabetes Specialist Nurses, GPs, Practice Nurses and District Nurses will 
attend this meeting. IG agreed to write to Mike Small, to request a representative 
from Gartnavel attend this meeting. 

 
CLINICAL GOVERNANCE 
 
i) Quarterly Reports 
 

The draft report collates all responses received within the CHP.  Further analysis will 
be carried out targeting specific areas and learning points will be developed.   
 
 
 

 
 
 
 
 
 
 
 
 
 
 

EMcV 
 
 
 
 
 

KM/IG 
ALL 

 
 
 
 
 
 
 
 
 
 

ALL 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

IG 
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KB advised that one of the issues being looked at currently is immunisation errors, 
and has resulted in realigned transportation and delivery of vaccinations.  The idea 
of a Bulletin to include learning points and measures to improve patient safety is 
being considered.  It was important to focus on what will really make a difference. 
 

ii)  SEAs 
 

IG referred to a recent incident when a mix up occurred following the faxing of 
patient information showing only the patient’s CHI numbers.   
 
AMB advised guidance on the faxing of information was available from the Board.  It 
was advised to fax to a safe haven   
 
At Larkfield the current practice is to fax information to GPs showing only the CHI 
number.  National Guidance advised that patient identifier be sent separately. 
 
KM advised that the Board has recently established an Information Governance 
Group, of which KM is a member and this was one of the areas they would be 
looking at. 

 
iii)  PLT Event 
 

IG advised that the Programme has been sent to all staff.  The PEG Group and 
Community Pharmacists had been invited to attend.  A good attendance is 
anticipated. 
 
It was suggested that Dentists be invited to participate in future PLTs. AMB 
suggested that the Child Protection or Suicide Awareness Workshops may have 
been of interest to Dentists. David McCulloch agreed to discuss with dental 
colleagues. 

 
iv)  Clinical  Governance Funding 
 

IG advised that money was still available and applications for funding should be 
submitted to Malcolm Campbell as soon as possible. 

 
v)   Safer Use of Medicines 
 

KM advised that guidance had been received to assist with ensuring that systems 
are in place within practices for controlled drugs.  IG advised that his practice had 
recently received a questionnaire from Kate McKean regarding systems established 
for his practice. 
 
A guideline on destroying drugs belonging to deceased patients is awaited. 
 

vi)  Venepunture Audit 
 

IG advised that following a recent audit, which looked at District Nurses doing bloods 
on behalf of GPs, it was felt that a further more comprehensive audit was required. 
Existing part-time Auxiliary Nurses, managed by Anne McDaid, will carry out this 
further audit.   The audit will start on Monday 11th February and continue until 8th 
March, and discussion will follow to agree whether to continue and how this will be 
funded.  AMcD will ensure District Nurses and Practice Managers are informed of 
start date. 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

DMcC 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

AMcD 
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12. 
 
 
 
 
 

PEG MEMBERSHIP 
 
The group were advised that David Brown would be joining the PEG group as a 
replacement for David Gerber. 
 
KM advised that as David Gerber was also a Committee Member, a replacement was 
required for the 2 years remaining of his term of office, CHP Committees Meetings / 
Seminars alternate each month, except December i.e. 6 Committee Meetings, 5 
Committee Seminars annually. 
 
IG agreed to write to PEG members seeking nominations, with the deadline being 2/3 
weeks.   If more than one nomination, a further postal vote will be taken.  Nominees 
must be a registered Pharmacist, Dentist, Optician or Doctor (other than a GP).    
 

 
 
 
 
 
 
 
 
 
 

IG 
 
 

15 A.O.C.B 
 
i) Consultation Mental Illness 
 
         AMB proposed that any comments be sent to Nancy Potts for compilation. 
 
ii)   IG wished David Gerber well on behalf of the Group and thanked him for his 

contribution to the PEG over his 2 years of office. 
 

 
 
 
 

NP 
 
 
 
 

16 DATE & TIME OF NEXT MEETING 
 
Wednesday 2nd April at 1.00 pm. 

 

 



STILL TO BE RATIFIED 

EAST DUNBARTONSHIRE CHP STAFF PARTNERSHIP FORUM 
 

HELD ON WEDNESDAY 6 FEBRUARY 2008 
CORPORATE MEETING ROOM, CHP OFFICES 

 
 
 
PRESENT:  
 
Karen Murray  CHP Director (Co-Chair) 
Ross McCulloch  RCN Lead Steward / SPF (Co-Chair) 
Serena Barnatt  Head of HR 
Annemargaret Black Head of Mental Health & Partnerships 
James Hobson  Head of Finance 
Fiona McCulloch  Senior Nurse 
Anne McDaid  RCN Representative 
Diane Wilding  Senior HR Advisor 
Lyndsay Stewart  CPS Representative 
Dorothy McErlean  SCPOD Representative 
Charlie Allan   OD Advisor 
Heather Glennie  Operations Manager 
Lynda Hamilton  Head of Planning & Health Improvement  
Kate Benson   Head of Primary Care & Community Services 
 

   
1. APOLOGIES 

Apologies were intimated on behalf of Susan Walthew. 
 

 

2. MINUTES OF PREVIOUS MEETING 
 
The minutes of the previous meeting held on the 19 December 2007 were 
agreed as correct. 
 

 

3. MATTERS ARISING 
 
a) Staff Governance Awareness Sessions 
 

Diane Wilding gave a progress report on how many sessions have taken 
place and gave feedback from staff.  Diane highlighted staff concerns 
about having to provide their pay number on the Staff Survey.  The issue 
will be raised through the Board’s Staff Governance Committee and APF.  
Discussion took place around possible alternatives to the use of identifiable 
pay numbers. 
 
Serena advised that she had been asked to update the Board on Staff 
Governance throughout the CHP. Diane Wilding highlighted that the 
staffing lists for e-mails needs to be updated and maintained, specifically to 
include those working in local authority areas. 
 
 

 
 
 
 
 
 
SB 
RMcC 
 
 
 
 
KG 
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b) APF Update 

 
Ross advised that the previous APF meeting had been cancelled and a 
rescheduled meeting will take place on the 7 February 2008.  Ross 
anticipates that the Absence Management Policy will be signed off at the 
meeting and the roll out of implementation plan to be clarified - this would 
then allow local sessions to take place. 
 

c) CHP Committee Update 
 
Karen Murray gave feedback from the meeting which took place on the 24 
January 2008.  Karen highlighted that both PPF representatives had 
submitted their apologies due to circumstances that are unavoidable and 
that their input was greatly missed.  Minutes and papers from the meeting 
are available on the CHP website or from Karen Gillespie. 
 
Relating to the Northern Corridor discussions, Ross spoke about the 
lessons that can be learned from the process of change in management 
arrangements for the Cambuslang/Rutherglen corridor, i.e. communication 
and consultation with staff and stakeholders. 
 

d) Mental Health Partnership 
 
Annemargaret Black gave an update on ongoing work and developments 
within the partnership.  Annemargaret tabled paper that had been 
discussed at the Mental Health SPF.  The paper detailed the proposal to 
offer to buy out protected unsocial hours for those who are currently on life 
time protection due to the redesign of the Mental Health Services.  Ross 
advised that the Staff Partnership are supportive of this offer. 
 
Annemargaret and Heather Glennie spoke about the work currently 
underway to establish a central referral point for Mental Health Services 
within the CHP, and how this could improve the journey of a referral, with 
the introduction of a screening/triage process. 
 

e) KICC 
 
Annemargaret presented on the KI Project and gave an overview of the 
KICC build progress and preparatory work being undertaken by the CHP.  
Annemargaret suggested that the leads from each of the sub groups be 
invited to attend future meetings to update on work being undertaken, 
lengthy discussion took place around representation from Social Work 
Services on the sub groups and Annemargaret advised this is being 
progressed by Mike Moran.  Ross spoke about the Risk Registers for each 
of the sub groups; James advised that each group has their own Register. 
With regard to keeping the SPF appraised on progress, it was recognised 
that the SPF had a rep on the Steering group and that the main interest 
would be monitoring of the risk registers 

 

 
 
 
 
 
 
SB 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
SB 
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4. TWINNING ARRANGEMENTS 
 
Ross had requested clarification on the details of these arrangements and 
should there be any SPF input.  Karen Murray gave overview of the twinning 
arrangements for the benefit of those present.  These are informal 
arrangements that are intended to assist the interface between CHP’s and 
Acute Services. 
   

 
 
 
 
 
 
 

5. SPF PROPOSAL FOR SPF REPRESENTATIVES ATTENDANCE AT CHP 
COMMITTEE SEMINARS 
 
Ross advised that a paper had been submitted to the CHP Committee meeting 
on the 24 January 2008 requesting approval for two SPF representatives to 
attend CHP Committee Seminars this was endorsed by Committee. 
 
Programme of seminars to be circulated and nominations to attend seminars to 
be given to Ross/Karen Gillespie. 
 

 
 
 
 
 
 
 
KG 

6. OD UPDATE 
 
Charlie Allan updated on recent OD activities undertaken within the CHP and 
also on a joint session which took place with East Dunbartonshire Council. 
 
Charlie advised that there has been no SPF representation at the CHP OD 
Group for the last few meetings.  It was agreed that Dorothy McErlean will 
deputise for Susan Walthew at these meetings, meeting schedule to be 
forwarded to Dorothy. 
 
Serena suggested that the Learning & Education Plan has an Action Plan 
attached to allow activities to be connected. 
 

 
 
 
 
 
 
 
 
KG 
 
 
SB 

7. AGENDA FOR CHANGE UPDATE 
 
Serena Barnatt updated on the assimilation process and advised this should 
come to a close in the near future. 
 
The CHP did not make the KSF target that had been set for January 2008.  
Serena gave an overview of work being undertaken to ensure CHP achieves 
the 80% target by March 2008. 
 

 

8. HEALTH IMPROVEMENT REVIEW 
 
Lynda Hamilton circulated the final set of papers from the review which details 
the HR process, structures and job descriptions. 
 
Ross advised that his input into the review process has been from an RCN 
perspective and not as SPF co-chair.  Concerns were expressed about the 
“patch by patch” approach.   
 
The RCN position was to request that this work be taken forward by a 
centralised group, with a view to implementing locally. 
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9. ADMINISTRATION & CLERICAL REVIEW 

 
Kate Benson gave background to the review and advised on the work that has 
taken place.  Kate advised that the draft paper has been circulated to A&C staff 
involved. The paper will be circulated throughout the CHP with comments 
requested by 21 February 2008. SPF active in this area. 
 

 
 
 

10. HEALTH VISITING REVIEW 
 
Kate Benson updated on the progress with the HV review and gave an 
overview of the work streams that are taking the process forward and 
proposals for the local implementation group. SPF active in this area. 
 

 
 
 
 
 

11. HEALTHY WORKING LIVES 
 
Lynda Hamilton advised that a good response was received for the staff survey 
and this gave a 90% confidence interval. It was agreed item should have slot 
on SPF agenda to allow regular updates to take place. 
 
Ross asked if there were links in place between Health Working Lives and 
CHP Health & Safety Group, Lynda responded that there are strong links in 
place as Fiona McGuire is now attends the Health & Safety Group for this item. 
 

 
 
 
 
 
 

12. CHP FINANCE REPORT 
 
James Hobson presented a Finance paper which had been submitted to the 
Committee meeting on the 24 January 2008.  The paper gave an overview of 
the current CHP financial situation and projected year end expenditure.  The 
report also highlighted potential issues that may impact on the CHP 
expenditure during the coming year because of the reduction in growth in NHS 
allocation for 2008/2009 onwards. 
 
James expressed thanks to the Heads of Services and budget holders for their 
excellent spending and budgetary control. 
 
Ross requested that the Staff Monitoring Framework to be updated to include 
work undertaken on premises. 
 
Ross also spoke about the Older People and Children & Family Service 
savings that may impact on CHP financial situation.  Karen Murray advised on 
the work being progressed by Lorna Kelly on Resource Allocation for CHPs. 
 

 

13. CHP ACCOMODATION 
 
James Hobson gave a presentation to the SPF on current accommodation 
requirements within the CHP.  A capital strategy and proposals for future 
accommodation needs will be developed and submitted to the March 2008 
Committee meeting for approval. 
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14 
 
 
 
 
 
 
 

LEAD PHARMACIST & PRIMARY CONTRACT SUPPORT 
 
Karen Murray advised that the current two sessions per week of local 
Pharmacy resource has been increased to six sessions per week too support 
the development of a Lead Pharmacist/Clinical Pharmacist role within the CHP. 
 
0.4 wte for Clinical Governance Support unit is also being devolved to the CHP 
from the central team. 
 

 
 
 
 
 

15 SPF FEEDBACK DEVELOPMENT SESSION/FUTURE SESSIONS 
 
Charlie Allan circulated a paper which detailed the feedback from an OD 
session which took place on 19 December 2007. 
 
The paper gave an overview of the Partnership Works tool which was used to 
evaluate the SPF’s overall understanding of the partnership, the objectives and 
specific areas for development. 
 
Serena advised that a date has to be set for the next session to ensure the 
SPF has ample notice. 
 
Ross advised that the SPF will meet to discuss the paper content and 
feedback. 
 

 

 
16. 

 
AOCB 
 
Rehabilitation & Enablement Paper 
 
Ross expressed his concern that he had only recently caught sight of the paper 
as it had been dated October 2007. 
 
Karen advised that the paper had only been issued at Christmas 2007 and 
Kate Benson had circulated to all staff and she is collating comments on behalf 
of the CHP. 
 

 

17 DATE & TIME OF NEXT MEETING 
 
Wednesday 2 April 2008, Corporate Meeting Room, CHP HQ 
 
9am – Pre-SPF                  10am - SPF 
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EAST DUNBARTONSHIRE CHP PUBLIC PARTNERSHIP FORUM 
NOTES OF MEETING HELD ON 
FRIDAY 1ST FEBRUARY 2008 

CORPORATE MEETING ROOM, CHP HQ, STOBHILL 
 

 
 
 Present:  Lynda Hamilton  Head of Planning & Health Improvement  
    David Radford  Public Health Practitioner    

Azhar Akram  Community Engagement Officer, EDCVS 
    John Kelly  Alzheimer Scotland 
    Bob Donald  Service User  
    Tom Friel  Service User 
    Andy Williams  Equalsay 
    Bill Brady  Service User 
    Bob McSorland  Health ‘4’ Men 
    Gina Livingstone Service User 
    Martin Brickley  Kirkintilloch & District Senior Forum 
    Elaine Smith   ED Befriending Service Manager 
    Adrian Murtugh  Manager of Volunteer Services, East Dunbartonshire 
    Pam Thomson  C.V.S. 
    Kirsty Gilliland  Admin Supervisor, East Dun CHP 
 
 In Attendance:  Daniel Connelly  NHSGG&C Community Engagement Team 
 

Apologies:         Charlie Allan, Gilbert Grieve, Jenny Proctor, David Paul, Gordon Thomson &   
Catherine Bradley 

    
  
 ACTION 

 
The notes of the last meeting were approved. 

 

 
 

 
  

 
MATTERS ARISING: 
 
Mental Health Calendar 
Bob highlighted that he had issued Annemargaret Black 30 copies of the calendars.  Kirsty 
will speak to Annemargaret re the distribution. 
 
PPF Development Group 
Azhar advised that Janis has collated what members have requested.  Charlie will organise a 
follow up session to look at the gaps.  Azhar will update members re this. 
 
PPF Network Meeting 
Azhar will link in with David Radford re the PPF Network meeting. 

 

 
 
 
 
 

KG 
 
 
 

AA / CA 

  
 
BUSINESS ITEMS:  
 
PPF  
 
Evening Visitor Transport Service – Update  
Daniel Connelly gave a presentation on the evening visitor transport service and circulated 
handouts to the group. 
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The group felt this was a valuable service being piloted in East Dunbartonshire and 
discussion took place re raising awareness to ensure it is utilised to maximum capacity. 
Gina and Tom offered to put this on their website.  Tom felt information re the service should 
be displayed in sites where the disability badges are collected.  Martin suggested raising 
awareness via the church and CAB.  He asked if Daniel or a colleague could give a 
presentation to the Seniors forum.  Some other suggestions included; reception areas of 
Council buildings, Ed life & free papers.  It was felt that it should be highlighted that it is safe 
for women. 
Concern was raised re the call centres request for postcode, particularly when the majority of 
users are older people.  Daniel agreed to take this back to the working group.   
Please feel free to contact Daniel on 0141 201 4456 if you identify an appropriate area where 
leaflets are not available. 
 
Visit to the new Stobhill hospital 
Daniel advised that there has been progress within the site of the new Stobhill hospital.  10 
PPF members were given the opportunity to visit the site on Friday 28th March.  Kirsty will 
email members re this and anyone interested should contact Kirsty asap. 
 
Updating of NHSGG&C Involving People database 
As a result of recent events, such as, Better Health Better Care, the Health Board has set up 
a database, consisting of several thousand names to ascertain what people think.  This is 
becoming unmanageable and they are looking to an outside organisation to streamline this.  
They would require permission in order to give out details.  A representative from the Health 
Board would like to come out to speak to the group re this. 
Azhar queried whether there would be a cost implication?  John highlighted that there would 
need to a method to unsubscribe.  Gina asked if the information required could come via 
Lynda?  
 
Small Grants for Public Partnership Forums and Voluntary Organisations  
Lynda highlighted that she had received a letter from the Scottish Healthcare Council 
regarding small grants.  She has forwarded this to David and Azhar.  David advised that they 
already had looked at the best way to utilise this, such as, developing a website for the PPF.  
The closing date for applications is 7th February and the maximum amount is £5000. 
 
CHP 
 
Deputising arrangements for CHP meetings  
Lynda highlighted that some members sit on CHP meetings, such as, Committee, Clinical 
Governance and Communications.  Lynda asked if anyone would like be a representative on 
the Clinical Governance sub-group in Jenny’s absence.   
 
No volunteers. 
 
Nominations for CHP Committee 
As discussed at the previous meeting.  Jenny and Bernard have represented the PPF on the 
CHP Committee and it was agreed that this was to be extended for 2 years.  In light of 
Jenny’s absence and Bernard’s departure from CVS, it has been recognised that we need to 
identify substitutes.  This would be an interim solution until April.  The following members 
expressed interest: 
 

• Volunteer Reps – Adrian / Gordon  
• Patient / Service user reps – Heather / David 

 
CHP Development Plan 2007 – 10 Update 
Lynda updated re the CHP development plan.  We have received the new planning and 
priorities guidance from the Health Board which sets out what we need to include in the plan.  
Lynda will give an update at the next meeting. 
 
 
 
 
 

 

 
 

GL / TF 
 

DC 
 
 
 
 

DC 
 
 
 
 
 
 

KG 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

LH 
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Items for Information: 
 
Launch of Disabled Go 
Lynda circulated information leaflet re the launch of Disabled Go.  The website 
(www.disabledgo.info) is easy to use.  There is an opportunity to update the website.  There 
are 2 annual events scheduled.  This is positive in terms of a benchmark re access 
throughout premises in East Dunbartonshire. 
 
Scottish Health Survey 
Lynda advised that the letter regarding the Scottish Health Survey had been circulated for 
information.  This will be carried out annually. 
 
Consultations – Local Healthcare Bill 
Copies of the above document were circulated to the group.  Lynda highlighted that members 
were entitled to comment and respond if they so wished. 
 
Report – The approach to customer care in Public Services  
Lynda advised that David had attempted to download this document.  David will update at the 
next meeting. 
 
Heart, Stroke & Diabetes patient / carer forum 
Lynda circulated leaflets and gave an update re the above forum. 
Pauline Fletcher, Development Officer based in Dalian would be interested in coming to 
speak to the PPF to develop links between the PPF and Patient Care forums. 
Identify dates for next meeting. 
 
Scottish Health Council PPF Network event  
Lynda advised the above event will take place on 29th February in the Marriot Hotel.  The 
National event is scheduled for 12th March 2008 at the Beardmore. 
 
A.O.C.B. 
 

• KICC 
Discussion took place and Lynda suggested inviting Annemargaret Black to come along 
and give a presentation on 23rd May 2008.  Kirsty agreed to speak to Annemargaret.  
Lynda highlighted that the Communication group for the KICC were looking for a member 
of the PPF to sit on the group. 
 
• Volunteers Policy 
Lynda advised that the Health Board has developed a Volunteers Policy.  David and 
Adrian agreed to look through this document. 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

DR 
 
 
 
 
 
 

DR / LH 
 
 
 
 
 
 
 
 
 

KG 
 
 
 
 
 

DR / AM 
 

  
 

The Date and Time of the next meeting will be Friday 28th March 2008, 2-4pm, Corporate 
Meeting Room, CHP Office, Stobhill 
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  Notes of East Dunbartonshire CHP Committee Seminar  

Held on 29 February 2008 
Corporate Meeting, CHP Headquarters, Stobhill Hospital 

 
 
Present Mr Gerry McLaughlin CHP Chairman 
 Dr David Gerber PEG Representative  
 Mrs Lynda Hamilton Head of Planning & Health Improvement 
 Ms Serena Barnatt Human Resources Manager 
 Mrs Karen Murray CHP Director 
 Dr Ian Gordon Clinical Director 
 Mrs Kate Benson Head of Primary Care & Community Services
 Dr Douglas Colville GG&C NHS Board – Non-Executive Director 
 Mr Ross McCulloch Staff Partnership Co-Chair 
 Mr James Hobson  Head of Finance 
 Ms Annemargaret Black Head of Mental Health & Partnerships 
   
Attending Mrs Elaine Aggleton Lead Prescriber 
 Mr Jim Neil Community Safety Partnership 
  

 
 

 

   
1. Welcome and Apologies  Action 
  

Apologies were intimated on behalf of Audrey Murdoch, Amanda 
Stewart, Charlie Allan. 
 
The Chairman opened the Seminar by giving a brief overview of how 
the session would progress and welcomed Elaine Aggleton, Lead 
Prescriber and Jim Neil, East Dunbartonshire Community Safety 
Partnership who would be presenting. 
 
The Chairman took the opportunity to congratulate Mrs Hamilton on her 
appointment as Head of Planning and Health Improvement in East 
Renfrewshire Community Health & Care Partnership.  The Chairman 
thanked Mrs Hamilton for her dedication and contribution to the work of 
the CHP during her time with us. 
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2. Prescribing Management Report 
 
Mrs Aggleton, CHP Lead Prescriber had been invited to attend the 
Seminar to update those present on prescribing management 
throughout the CHP.  Copies of Mrs Aggletons presentation were 
distributed to those present.  
 
Mrs Aggleton gave an overview of the work being undertaken with the 
GP Practices within the CHP to ensure compliance with prescribing 
targets.  Mrs Aggleton spoke about target areas within the CHP and 
how steps are being taken to progress.  The Chairman spoke about the 
acceptance of assistance from the CHP PSP’s in the GP Practices and 
Mrs Aggleton advised that the GP’s have so far welcomed the 
assistance. 
 
Dr Colville raised the point that having Pharmacists involved in the 
change of patient’s medication to a generic brand can at times be 
immaterial, as although the Pharmacist will spend time with the patient 
to go through the changes that will be made the patient often comes 
back and requests their initial medication. 
 
Dr Colville also spoke about the Acute services prescribing off formula 
medication and this resulted in patients expecting this to be continued 
once they had been discharged into the community. 
 
Mr Hobson gave a brief interpretation of how the prescribing budgets 
require to be reduced over the forthcoming years due to the difficult 
financial challenges being faced by GG&C Board. 
 
Mr McCulloch requested clarification on the number of indicators within 
the incentive scheme.  Mrs Aggleton responded that although she had 
only presented on 14, there were in fact 22 indicators for this year and 
that the indicators can change on an annual basis. 
 
The chairman thanked Mrs Aggleton for her attendance at the seminar 
and recognised the good work being undertaken by the CHP 
Prescribing Team. 
 

 

3. Community Safety Partnership 
 
The Chairman thanked Mr Neil for attending the seminar and advised 
that the presentation was well timed due to a discussion that had taken 
place at the January 2008 CHP Committee meeting. 
 
Mr Neil spoke about the background to the Community Safety 
Partnership and how it had evolved over many years.  Mr Neils 
presentation focussed on core attributes of the partnership, the 
contributions made by East Dunbartonshire Council and the themes of 
the partnership.  An overview of the contributions made was given and 
highlights of successes attributed by the Safety Partnership.   
 
An update on current resources and joint services that are available to 

 



residents within East Dunbartonshire through the Partnership was 
given and the importance of networking and multi-agency working in 
ensuring the effectiveness of the Safety Partnership was stressed by 
Mr Neil. 
 
Ms Black asked how the Partnership could influence the crime 
reduction related to addiction within the CHP.  Mr Neil advised that 
discussions have been held but they are not at an advanced enough 
stage to make a difference as yet.  Mr Neil invited Ms Black to attend a 
future Safety Partnership meeting to discuss this further.   
 
Mrs Murray suggested that some though be given to a joint bid being 
submitted to East Dunbartonshire Council against the Fairer Scotland 
Fund by the CHP and the Safety Partnership. 
 
The Chairman thanked Mr Neil for a very informative presentation and 
for taking the time to come along and speak to the Committee 
members.  Copies of the presentation were circulated to those present. 
 

4. A.O.C.B 
 
Performance Review Meeting - Mrs Murray updated those present on 
the performance review meeting which had preceded the Committee 
Seminar and advised that the paper that had been submitted to the 
meeting would be circulated to Committee Members. 
 
Those who had attended the review meeting had felt that this was a 
positive experience and a commendation was given to the CHP on the 
governance arrangements that are in place. 
 
Farewell - The Chairman expressed his thanks to Dr Gerber who is 
leaving his position not only with the Committee but as Consultant 
Psychiatrist in Adult Mental Health within the CHP and wished him all 
the best for his future.   
 

 

5. DATE & TIME OF NEXT MEETING 
 
Meeting – 28 March 2008 at 9.30am 
 
Seminar – 25 April 2008 at 9am 
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 Minute of meeting of Community Planning Themed Partnership – Delivering for Children and 

Young People, held within the Omnia Building, Bishopbriggs on Tuesday, 18 December 
2007. 

 
 Present: D. Anderson Corporate Director (Community), EDC 
  C. Bell  Integration Coordinator 
  C. Carthy Lead Officer, Child Protection, EDC 
  L.Hamilton Head of Planning and Health Improvement 
  P. Harkness) Authority Reporter, SCRA 
  T. Keogh Head of Social Work, EDC 
  D. Lowe Committee Administration Officer, EDC 
  F. McCulloch Senior Nurse 
  S. McGarvey Head of Resources, Planning and Improvement for Children,  
    EDC 
  W. McMillan Family Protection Unit, Strathclyde Police 
  F. McShane  Senior Manager, EDC 
  P. McVey Integrating Children’s Service Manager, EDC 
  C. Murray Strathclyde Police 
  J. Simmons Head of Education, EDC 
  A. Smith Education Officer (Early Years and Childcare) EDC 

 G. Smith Head of Community Services, EDC 
     

D. Anderson (Chair) presiding 
 
 APOLOGIES FOR ABSENCE 
 
 Apologies for absence were intimated on behalf of M. Cooper, V. Cullen, A. Fleming, J. 

Fleming, P. Godfrey, G McIntosh and M. Wylie. 
 
 VARIATION IN ORDER OF BUSINESS 
 
 The Partnership agreed to vary the order of business, as hereinafter minuted. 
 

MEETING PART I 
  
1. 
 
 
 
 
 
 
 
 
2. 
 
 
 
 

MINUTE OF MEETING OF EAST DUNBARTONSHIRE COMMUNITY 
PLANNING THEMED PARTNERSHIP – DELIVERING FOR 
CHILDREN AND YOUNG PEOPLE 
 
There was submitted and approved Minute of meeting of the East 
Dunbartonshire Community Planning Themed Partnership – Delivering for 
Children and Young People of 6 November 2007, copies of which had 
previously been circulated. 
 
MATTERS ARISING 
 
With regard to paragraph 9, Consultation on Child Protection Website, David 
Anderson advised that he had met with Claire Carthy, a members of staff from 
IT, Children’s Services – Intergrating Planning and a graphic artist to discuss 
the presentation of public information and that a further meeting would take 
place in January 2008. He undertook to provide an update at that time. 
 
With regard to paragraph 17, Social Work – Performance Inspection – Progress 
Report, David Anderson thanked staff for the work carried out. 
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With regard to paragraph 20, Domestic Abuse Prevention Scheme (DAPS), Pat 
McVey advised that ‘Community Planning Partnership’ should read 
‘Community Safety Partnership’. 
 
With regard to paragraph 21, Terms of Reference, Pat McVey requested 
members of the Partnership to provide her with any comments.  
 

 STANDING AGENDA ITEM 
 

 

3. EAST DUNBARTONSHIRE SCHOOL BASED COUNSELLING 
PROJECT 
 
Consideration was given to a Report in relation to the School-Based 
Counselling Service – Summary Evaluation Report 2007, copies of which had 
previously been issued. Campbell Bell was heard in further explanation of the 
Report and advised that a small steering group, which had been established to 
consider the project, had suggested that East Dunbartonshire Council might 
carry out their own research. In this regard, he advised that Katy Brady, 
Research Assistant, Psychological Services, EDC had sent a research proposal 
to John Simmons for consideration. 
 
David Anderson suggested inviting Mike Hough, Project Manager of School 
Counselling Services, Strathclyde University  to a future meeting of the Board 
as it might be helpful to see how East Dunbartonshire Council School 
Counselling compared with that of other authorities 
 
Campbell having highlighted that he had received positive feedback from 
schools and teachers advised that he had been monitoring the process and if 
necessary it could be re evaluated. 
 
Following discussion and having heard David Anderson commend 
Bishopbriggs Academy for the positive way in which pupils dealt with the 
transition, the Partnership agreed to invite Mike Hough to a future meeting of 
the Partnership with a view to obtaining more details of School Counselling in 
other authorities. 
 

 

4. THE CONCORDAT FROM SCOTTISH GOVERNMENT 
 
Consideration was given to the Concordat from Scottish Government, copies of 
which had previously been circulated, which set out the terms of a new 
relationship between the Scottish Government and local government, based on 
mutual respect and partnership. It underpinned the funding to be provided to 
local government over the period 2008-09 to 2010-11. 
 
The new relationship was represented by a package of measures and was 
endorsed by both the Scottish Ministers and the COSLA Presidential 
Team. The package was agreed within a tight financial context which 
should lead to significant benefits for users of local government services. 
 
David Anderson advised that Community Planning was of the view that 
Councils were moving towards a single agreement and that agreement 
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would probably be reached in 2009. He also advised that Tom Duncan, 
Policy and Improvement Manager was scrutinising the East 
Dunbartonshire Council’s Corporate Plan to establish which of the forty 
five National Indicators and Targets were most significant to East 
Dunbartonshire Council. 
 
Following consideration, the Partnership note the terms of the Concordat.   
 

5. 
 
 
 
 
 

HIGH RISK OFFENDERS – POLICY AND PROCEDURES UPDATE 
 
Due to John Fleming being on annual leave, the Panel agreed to continue 
consideration of this item to the next meeting of the Partnership. 

 
 
 
 
 

 OTHER AGENDA ITEMS 
 

 

6. CPC – FUTURE STRATEGIC ROLES 
 
Claire Carthy advised that Scottish Government had provided details of the 
main tasks of Child Protection Committees and were requesting details from 
East Dunbartonshire Council regarding what they considered to be the main 
responsibilities for protecting children in their area and how they intended to 
develop and progress the matter. 
 
David Anderson advised that Claire Monaghan had indicated that she would be 
happy to attend one of the meetings of the Partnership 
 
David undertook to meet with Pat McVey and Michael Burke to discuss ways 
of progressing child protection issues and consider whether or not the 
Partnership was as effective as it should be. 
 
In response to a question from Calum Murray as to whether or not the 
Partnership had an obligation with regard to the tasks listed from Scottish 
Government, Claire Carthy advised that it was only guidance.  
 
In response to concerns raised from Tony Keogh regarding whether or not the 
Partnership did justice to each item on the agenda and how it could be 
measured, David Anderson advised that ways of dealing with issues, such as, 
statistics and analysis could be improved. 
 
David Anderson undertook to meet with Claire Carthy to prepare a draft 
response to Scottish Government which would be e mailed to the Partnership 
requesting comments prior to finalising and returning it to Scottish Government.  
 
Following consideration, the Partnership agreed that Claire Monaghan be 
invited to a future meeting of the Partnership. 
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7. PROPOSED CHILD PROTECTION BUDGET 
 
Consideration was given to a Report by the Integrating Children’s Services 
Manager, copies of which were tabled at the meeting, highlighting the 
immediate funding requirements of the shared child protection agenda, with 
particular regard to responsibilities in relation to joint training and public 
information. 
 
The report provided estimates of amounts required to fund matters such as 
training including: Basic Awareness; Communication; Drug Awareness; 
Internet Offending; and Joint Investigative and Interviewing Techniques. The 
estimated training costs included fees, travelling expenses and external 
consultants. 
 
The report also provided estimated costs for the provision of Public Information 
which included the supply of leaflets and posters. It also highlighted that 
funding had to be identified for the Safe Parenting Handbook. 
 
Sufficient funding would also be required for Significant Incident Reviews to 
cover the costs of root cause analysis training and hospitality for additional 
meetings. 
 
David Anderson advised that, as no joint budget existed, all partners would 
require to consider establishing a joint budget. 
 
Lynda Hamilton, having advised that other agencies had child protection costs 
which would be included in their budget possibly under a different heading, 
suggested that each partner calculate child protection costs in the past and 
consider whether or not their budgets could be redistributed to meet these costs. 
She also suggested that it would be helpful to obtain information from other 
Councils in relation to their Child Protection budgets. Furthermore, she  
highlighted that some issues were single agency and some were multi agency 
and that, if a multi agency budget was established, it would be necessary to be 
clear which issues were included within that budget. It was also clarified that 
the Report referred to multi service responsibilities only. 
 
Claire Carthy reminded the Partnership of the need to respond to the Business 
Plan and of the necessary resources required. 
 
Pat McVey and Claire undertook to provide the Partnership with an update in 
relation to training, accommodation, the business plan and public information, 
as appropriate. 
 
Following consideration, the Partnership agreed that Claire and Pat prepare a 
more detailed budget report for discussion at the next meeting of the 
Partnership. 
  

 
 
 
 
 
 

 SEDERUNT 
 
Prior to consideration of the next item of business, David Anderson left the 
meeting and Lynda Hamilton took the Chair. 
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8. EARLY COLLATION AND SHARING OF INFORMATION SERVICE – 

NHSGGC CHILD PROTECTION UNIT 
 
There was submitted a Report, copies of which had previously been circulated, 
explaining to the Partnership the Early Sharing and Collation of Information 
Service provided by  NHSGGC Child Protection Unit. 
 
The Report, having advised that in the past national policy documents and 
Significant Case Reviews had highlighted concerns regarding the lack of 
timeous and comprehensive collation of information which often hampered 
decision making, highlighted that the Child Protection Unit acted as a ‘One Stop 
Shop’ for social workers at the initial stage of gathering information following a 
child protection concern being raised. 
 
Following consideration and having heard members of the Partnership comment 
favourably on the document and the Child Protection Unit, the Partnership 
noted the content of the Report.  
 

 
 
 

9. VIDEO INVESTIGATIVE INTERVIEWING 
 
Wilson McMillan provided the Partnership with details of a pilot scheme set up 
by Scottish Government to video children during inquiries. He advised that two 
local strategy groups had been established and that meetings had been held 
within the Police Office which was not an ideal venue, however no funding was 
available to meet the cost of having the meetings elsewhere. As a result of this 
he had submitted a bid for funding with a view to obtaining a unit where the 
meetings could take place. 
 
Wilson undertook to provide the Partnership with update, as appropriate. 
 

 
 
 
 
 

10. NATIONAL CHILD PROTECTION 
 
Claire Carthy requested that, as she had been unable to attend the meeting of the 
National Child Protection Committee, consideration of this item be continued to 
a future meeting of the Partnership. 
 

 
 
 

11. MANAGEMENT OF INFORMATION SOP 
 
Wilson McMillan advised of the Guidance on the Management of Police 
Information 2007 which had been produced on behalf of the Association of 
Chief Police Officers in Scotland. 
 
The Guidance provided details in relation to: The Purpose of Managing Police 
Information; The Process for Managing Police Information; the Collection of 
Police Information; Recording Police Information and Evaluation and Action of 
Police Information. 
 
Following consideration, the Partnership noted the verbal report.  
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12. 
 
 
 
 
 
 
 
 
 
 

REPORTING OF PRIORITIES – REPORTING TEMPLATES  
Integrating Children’s Services Planning  - Sandy McGarvey 
Objective 1  
 
Improve and strengthen the current integrated children’s services planning 
framework and cycle 
 
Objective 2  
 
Develop and implement a shared financial framework. 
 
Objective 4 
 
Review the function of the Childrens’s Services ore Group and associated 
planning groups. 
 
Keeping Children and Young People Safe - Tony Keogh 
Objective 4 
 
Increase the range and accessibility of service to help intervene early to support 
vulnerable families and help children and young people recover from abuse or 
neglect. 
 
The Partnership noted the contents of the reporting templates. 
 

 
 
 
 
 
 
 
 
 
 
 

 

13. REPORTING PRIORITIES – PROGRESS REPORT 
 
Consideration was given to the Reporting Priorities – Progress Report which 
provided updates in relation to : - 
 
Supporting Children  and Young People in their Learning and Achievement 
Objective 1 – Raise attainment and achievement 
Objective 2 – Pupils benefit from the continuing improvement to teachers’ skills 
Objective 3 – The self discipline of pupils is improved 
Objective 4 – The learning and teaching environment is enhanced 
Objective 5 – Every pupil benefits from education, with particular regard to those 
with disabilities and additional support needs, those who are bilingual and other 
children in need 
Objective 6 – Children are empowered to become responsible citizens, successful 
learners, confident individuals and effective contributors to society 
Objective 8 – Children are enabled to make healthy lifestyle choices 
Objective 10 – Develop children’s enterprising skills, attitudes and ambition, with 
particular regard to children who are looked after and accommodated. 
Objective 11 – Further develop existing initiatives which support children who are 
looked after/and accommodated and enhance links between home and school. 
 
Following consideration, the Partnership noted the contents of the progress report.  
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14. GETTING IT RIGHT FOR EVERY CHILD/INTEGRATED 
ASSESSMENT FRAMEWORK 
 
Consideration was given to a report by Pat McVey, copies of which had been 
circulated, providing the Partnership with an update on the progress achieved in 
relation to Getting it Right for Every Child. The first target to be met was to 
ensure that a single assessment and plan, in line with national guidance, was in 
place for every child referred to the Reporter from December 2007. 
 
The report advised that a multi agency sub-group of DCYPP chaired by Freda 
McShane, Service Delivery had met sometime ago over a period of  eighteen 
months and developed an Integrated Assessment Framework, which had been 
successfully piloted by social workers over the past year. 
 
The report also advised of the formation of Neighbourhood Liaison Groups which, 
as part of the proposals for Staged Intervention would assume responsibility for 
agreeing and signing off the single assessment and plan. The Staged Intervention 
proposals had been amalgamated into the work of the Getting It Right for Every 
Child Implementation Group. 
 
Furthermore, the report indicated that the next stages in the process were to agree 
a launch date and organise a support staff training programme, phase in the 
responsibilities of other existing assessment and resource allocation groups, and to 
extend the Pilot to other identified areas. 
 
Following consideration, the Partnership agreed to note the contents of the Report 
and ensure that the area of work was given sufficient priority to enable its 
implementation within agreed timescales. 
  

 
 
 
 
 
 
 

 

15. CORPORATE PARENTING 
 
Consideration was given to a Report by Pat McVey, copies of which had 
previously been issued, providing the Partnership with a detailed explanation of 
Corporate Parenting and explaining the monitoring arrangements. 
 
Pat suggested that seminars could be arranged for Partners and elected members 
and leaflets issued in order to raise awareness of Corporate Parenting. 
 
Following consideration, the Partnership noted the contents of the Report.  
 

 
 
 
 
 

16. MORE CHOICES MORE CHANCES IMPLEMENTATION STRATEGY  
 
The Partnership gave consideration to East Dunbartonshire Council – More 
Choices More Chances Implementation Strategy, copies of which had previously 
been circulated. The Strategy aimed to reduce the proportion of young people not 
in education, employment or training. It provided details of the membership of the 
Strategy Group, East Dunbartonshire Councils Vision Values and Aims, Multi 
Disciplinary Strategies and Targets. 
 
John Simmons, having advised that statistical information was being gathered and 
that an action plan had been produced, undertook to provide the Partnership with 
an update as appropriate. 
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Following consideration, the Partnership noted the content of the Strategy. 
 
 

17. LOCAL NEEDS PROFILES 
 
Pat McVey provided the Partnership with a verbal report in relation to Local 
Needs Profiles. She thanked everyone who attended the launch. She sought 
clarification of whether or not the Partnership would be adopting the profiles 
established by East Dunbartonshire Council and if so, requested other Partners to 
consider their profiles with a view to linking them to East Dunbartonshire’s. 
  
Linda Hamilton advised that the Public Health Team had produced profiles, and 
suggested that any health source that had profiles should include them with those 
of East Dunbartonshire. 
 
Following consideration, the Partnership agreed to adopt the Local Needs Profiles.  
 

 
 

 

 

18. CALENDAR OF DATES FOR 2008  
 
There was submitted and noted a list of dates for meetings of the Partnership to be 
held in 2008. With regard to the meeting of the Partnership scheduled to be held 
on 29 January 2008, Pat McVey undertook to speak to Valerie Stewart, 
Community Planning Coordinator as a meeting of Community Planning was 
scheduled to take place that day and advise everyone accordingly. 

 

 
 
 



                   
 Minute of meeting of Community Planning Themed Partnership – Delivering for Children and 

Young People, held within the Omnia Building, Bishopbriggs on Tuesday, 5 February 
2008. 

 
 Present: A. Cairns Information Development Manager, EDC 
  C. Carthy Lead Officer, Child Protection, EDC 
  V. Cullen Community Health Visitor 
  L.Hamilton Head of Planning and Health Improvement 
  T. Keogh Head of Social Work, EDC 
  D. Lowe Committee Administration Officer, EDC 
  G. Mackintosh Housing Policy Manager, EDC 
  F. McCulloch Senior Nurse 
  S. McGarvey Head of Resources, Planning and Improvement for Children,  
    EDC 
  W. McMillan Family Protection Unit, Strathclyde Police 
  P. McVey Integrating Children’s Service Manager, EDC 
  C. Murray Strathclyde Police 
  J. Simmons Head of Education, EDC 
  A. Smith Education Officer (Early Years and Childcare) EDC 

 G. Smith Head of Community Services, EDC 
  C. Vassie Principal Psychologist 
  M. Wylie Children’s Services Planning Officer, EDC 
     

D. Anderson (Chair) presiding 
 
 APOLOGIES FOR ABSENCE 
 
 Apologies for absence were intimated on behalf of D. Anderson, K.Benson, P. Godfrey, P. 

Harkness, I. Hart and F. McShane.  
 

MEETING PART I 
  
1. 
 
 
 
 
 
 
 
 
2. 
 
 
 
 

MINUTE OF MEETING OF EAST DUNBARTONSHIRE COMMUNITY 
PLANNING THEMED PARTNERSHIP – DELIVERING FOR 
CHILDREN AND YOUNG PEOPLE 
 
There was submitted and approved Minute of meeting of the East 
Dunbartonshire Community Planning Themed Partnership – Delivering for 
Children and Young People of 18 December 2007, copies of which had 
previously been circulated. 
 
MATTERS ARISING 
 
With regard to paragraph 3, East Dunbartonshire School Based Counselling 
Project, Pat McVey advised she had contacted Michael Hough and that he 
would attend a future meeting to discuss how East Dunbartonshire Council 
School Based Counselling compared with that of other authorities. 
 
With regard to paragraph 4, the Concordat from Scottish Government, Lynda 
Hamilton advised that the first event had taken place and that a further two had 
been arranged for February and March. She undertook to update the Partnership 
accordingly.  
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With regard to paragraph 6, CPC – Future Strategic Roles, Pat McVey advised 
that she had met with David Anderson, Claire Carthy and Michael Burke to 
discuss ways of reviewing the effectiveness of DCYPP. 
 
With regard to paragraph 7, Proposed Child Protection Budget, Pat McVey 
undertook to provide the Partnership with a detailed report at a future meeting 
of the Partnership. 
 
Lynda Hamilton advised that Kate Benson had written to David Anderson 
offering funding from CHP to help with publications and £5000 to assist with 
interagency training. 
 
With regard to paragraph 9, Video Investigative Interviewing, Wilson McMillan 
advised that a pilot scheme had been set up by the Scottish Government to have 
the interviews of children video interviewed. He also advised that National and 
Local Steering Groups had been established. He stated that the visual interviews 
currently took place within a police building adapted for this purpose which was 
not an ideal venue and that a bid has been made for funding to have this facility 
upgraded.  
 
With regard to paragraph 16, More Choices More Chances Implementation 
Strategy, John Simmons advised that the budget of £75,000 for 2007/08 had 
been reduced to £39,000 for 2008/09 and as result the action plan would require 
to be reconsidered. 
 
With regard to paragraph 15, Corporate Parenting, Pat McVey advised that she 
was in the process of obtaining suitable dates to organise the seminars for 
Partners and elected members. 
 
With regard to paragraph 17, Local Needs Profiles, Tony Keogh thanked staff 
for the excellent work undertaken in producing the profiles. 
 

 STANDING AGENDA ITEM 
 

 

3. 
 
 
 
 
 

HIGH RISK OFFENDERS – POLICY AND PROCEDURES UPDATE 
 
Due to John Fleming being absent, the Panel agreed to continue consideration 
of this item to the next meeting of the Partnership. 

 
 
 
 
 

 OTHER AGENDA ITEMS 
 

 

4. NATIONAL CHILD PROTECTION 
 
Claire Carthy advised that no meeting of the National Child Protection 
Committee had taken place since the last meeting of the Partnership. 
 
 
 
 
 
 
 

 
 
 



DELIVERING FOR CHILDREN AND YOUNG PEOPLE 
5 FEBRUARY 2008  

 

  

 
5. 
 
 
 
 
 
 
 
 
 
 

REPORTING OF PRIORITIES – REPORTING TEMPLATES  
 
Investing in our Staff – Maureen Wylie 
 
Objective 2  
 
Develop and Implement an Integrated Training Strategy which complements 
single service/agency training arrangements (including Child Protection) and 
satisfies the requirements of continuous professional development and 
minimum qualifications. 
 
Maureen Wylie, having advised that meetings of the group which had been 
established to oversee training had been cancelled on the last three occasions due 
to lack of attendance of members, highlighted the need to review the membership 
of the group. She also highlighted the importance of identifying and prioritising 
key areas of training, how Partners could work together and who would be 
responsible for coordinating the training, as well as considering staff time required 
to carry out these tasks. 
 
Following discussion, during the course of which Lynda Hamilton suggested that 
the Partnership consider its statutory obligation to training including multi agency 
training wider than child protection, the Partnership agreed:- 
 
a) that Maureen Wylie be given the authority to coordinate the re establishment of  
    the Training Sub Group; 
 
b) that the Training Sub Group would initially consider child protection training  
    prior to other aspects of training; and 
 
c) that Heads of Service provide Maureen Wylie with nominations for the 
    membership of the Training Sub Group 
 
Integrating Children’s Services Planning  - Sandy McGarvey 
 
Objective 6  
 
Develop an Integrated Interagency Performance Framework for Child 
Protection  
 
Sandy McGarvey advised the Partnership that the timescale for completion be 
revised from December 2007 to July 2008. The Partnership agreed the revised 
timescale. 
 
Having heard Claire Carthy highlight the importance of the Data Sharing Protocol, 
Tony Keogh advised that Tom Divers was the Lead Member on the Data Sharing 
Partnership and Lynda Hamilton advised that an IT employee from the Health 
Board had been to East Dunbartonshire Council to discuss issues related to Data 
Sharing.   
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Improving the Health of Children and Young People – Lynda Hamilton 
 
Objective 1 
 
Improve the oral health of children aged 0-5 living within East 
Dunbartonshire. 
 
Maureen Wylie advised that this matter had been carried forward and completed. 
 
John Simmons, having advised that support staff had contacted Tom Brown, 
Health and Safety Adviser seeking assurances that there were no health and safety  
issues involved, undertook to report any such issues to a future meeting of the 
Partnership.  
 
Objective 3 
 
Implement the Proposals in ‘Health for all Children’ and thus improve the 
physical, social and emotional wellbeing of all school children and young 
people 
 
Fiona McCulloch advised that a Steering Group was meeting with a view to taking 
the Health Visiting Review forward. 
 
Lynda Hamilton advised that a parental survey had been carried out and once the 
findings had been considered, schools and parents would be advised of any issues 
which had arisen. 
 
John Simmons advised that a report in relation to Sexual Health had recently been 
withdrawn from the Education Committee agenda, however, it would be included 
on a future agenda of the Education Committee.    
 
Lynda Hamilton also advised that Paula Godfrey had worked with Kirkintilloch 
Integrated Health Service and following public consultation, counselling services 
were in place and that the action plan together with the survey results could be 
included on a future agenda of the Partnership.  
 
In response to a question raised by Calum Murray regarding whether or not 
counselling services would result in additional referrals, John Simmons advised 
that referral systems were in place in schools and that often children approach 
their guidance teacher in the first instance. 
 
Maureen Wylie advised that the actions for the last three years had been 
completed. 
  
Objective 5 
 
Support the Implementation of the Hungry Success Strategy and improve the 
diet of children and young people at school. 
 
John Simmons advised that this would result in an increased workload. 
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Objective 9 
 
Meet national waiting times in the NHS for access to diagnosis and treatment 
for children  
 
Lynda Hamilton advised that this objective had been completed. 
 
Supporting Families – Anne Smith 
 
Objective 2 
 
Develop a Strategy for Triple P (Positive Parenting Programme) 
 
Anne Smith advised the Partnership that the timescale for completion be revised 
from March 2007 to April 2008. The Partnership agreed the revised timescale. 
 
Anne Smith advised that the appointment of seconded trainers had made a huge 
difference, including working with sixth year pupils, nurseries, teachers, and the 
private sector, however, the funding was only available until the end of March. 
She indicated that she would like the training to continue and that any Strategy for 
Triple PPP should be part of East Dunbartonshire Council. Anne also undertook to 
submit a report to future meeting of the Partnership providing details of the impact 
of the training.  
  
The Partnership noted the contents of the reporting templates. 
 

6. GETTING IT RIGHT FOR EVERY CHILD/INTEGRATED ASSESSMENT 
FRAMEWORK 
 
Pat McVey advised that an Integrated Assessment Framework was in place and 
that she would be meeting with David Anderson to discuss the launch of the 
Framework and arrangements for training sessions. She also advised that while 
Social Work would undertake the role of Lead Assessor in the first phase, other 
agencies would also contribute to the assessment and could undertake the role of 
Lead Assessor at a future date. 
 
Claire Carthy highlighted the commitment to the Framework and how the sharing 
of information would change resulting in an increase in administrative tasks.  She 
also indicated that different needs of different groups would require to be taken 
into account. 
 
Following consideration, the Partnership noted the update. 
 

 
 
 
 
 
 
 

 

7. CHILD PROTECTION LINE – MEDIA MONITORING 
 
Claire Carthy reminded the Partnership that the Child Protection Line had been set 
up by Scottish Government and that it had been live for one year, however, no 
referrals had been received by either East or West Dunbartonshire Council. 
 
She also advised that, despite there being no referrals, Scottish Government made 
a decision to relaunch the programme and that the new media campaign would be 
launched on 18 February 2008, the costs of which were being met by Scottish 
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Government. Claire also indicated that she had advised Public Affairs, Health and 
Police of the relaunch. The Steering Group meets once a month in Edinburgh and 
had been considering why the line was established and whether or not it would 
continue if there was no improvement in usage of the line. 
 
The Partnership noted the update.  
   

 

 

8. INTER-AGENCY CHILD PROTECTION TRAINING 
 
The Partnership noted that Inter- Agency Child Protection Training had been 
considered under item 6 on the agenda (paragraph 5 refers). 

 
 

 

 
9. DCYPP - MANAGEMENT INFORMATION  

 
Pat McVey advised that she had met with Claire Carthy and Alan Cairns to 
discuss how management information could be used more effectively. 
 
Tony Keogh advised that child protection statistics were submitted to the 
Partnership in the past on a quarterly basis, however, concerns had been raised 
regarding what the statistics actually meant and as a result they were no longer 
submitted to the Partnership. 
 
Alan Cairns highlighted that statistics measured activity and performance and 
proposed to have quarterly reports submitted to the Partnership and suggested that 
a list of all analysis should be produced showing the scale and range of 
information available.  
 
Alan Cairns undertook to prepare a report for a future meeting of the Partnership 
providing further details in relation to management information being used jointly 
and more effectively. 
 

 

10. PARENTING HANDBOOK 
 
With regard to the Parenting Handbook, Claire Carthy advised that the Partnership 
had to decide whether or not it wanted to invest in the Handbook and take the 
issue forward. Members of the Partnership would require to nominate individuals 
to work together with a view to deciding which topics would be included in the 
Handbook. Consideration would also have to be given to how the costs would be 
met and how the Handbook would be localised to East Dunbartonshire. 
 
Lynda Hamilton requested members of the Partnership to consider nominating 
individuals from their agency to agree the content of the Handbook and to 
consider what they could contribute financially and provide Claire Carthy with the 
details. 
     

 

11. USING QUICKPLACE FOR DCYPP 
 
Consideration was given to a Report by the Corporate Director (Community) 
advising the Partnership of the benefits of making available a QuickPlace to serve 
as a repository of documents available to all members of the Partnership and 
providing a platform for additional collaboration in the future. 
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The Partnership was advised that QuickPlace allowed named users to publish, 
share and track information with a community of individuals. Groups could also 
use QuickPlace to store resources (such as files, thoughts and schedules) related to 
a project in a common place, where everyone could find and respond to the latest 
information. 
 
Pat McVey advised that QuickPlace was being considered for two purposes, 
firstly, it would give Themed Partnerships quick access to documents being 
submitted to this Partnership and it could be a potential vehicle for sharing 
information in ‘Getting It Right for Every Child’. 
 
Pat McVey undertook to arrange for Robert Kelso, Integration Coordinator to 
attend a future meeting of the Partnership to provide members with a full 
explanation of QuickPlace. 
 

12. S.W.I.A. INSPECTORS 
 
Tony Keogh advised that the Inspection Team was visiting on 6 February 2008 to 
provide staff with feedback from the Inspection. He also undertook to report to the 
next meeting of the Partnership on the outcome of the inspection. 
 

 

13. A.O.C.B. - FATAL ACCIDENT INQUIRY 
 
Tony Keogh advised that a Fatal Accident Inquiry in relation to a child under 
supervision being charged with murder and attempted murder and sought 
clarification of whether or not such a matter should be reported to the Partnership. 
He also advised that Claire Carthy was looking at the case files from various 
agencies relating to this matter and undertook to provide the Partnership with an 
update at a future meeting. 
 

 

14. A.O.C.B. - STAGED INTERVENTION 
 
Pat McVey advised that Margaret Cooper, who dealt with Staged Intervention, 
was unable to attend the meeting. Pat tabled a document ‘A Continuum of Support 
for Children and Young People with Additional Support Needs in East 
Dunbartonshire Council through Staged Intervention’ and suggested that the 
Partnership provide comments on the document to the next meeting of the 
Partnership. 
 
The Partnership agreed to comment on the Staged Intervention document and that 
Staged Intervention be included on the agenda for the next meeting of the 
Partnership. 
 
Pat suggested that it would be helpful if new developments/proposals were tabled 
as early as possible, as items for information, to raise others awareness.  
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