
MENTAL HEALTH PARTNERSHIP : ADULT MENTAL HEALTH  
2010/11 PERFORMANCE AND DEVELOPMENT PLAN 
 
 
1. INTRODUCTION 
 
This document sets out the Mental Health Partnership’s contribution to the NHS GG&C 
Planning & Policy Frameworks. 
 
The document is structured in line with the corporate guidance as follows: 
 
SECTION   TITLE 
 
     2.   Role of the Mental Health Partnership (MHP) 
 
     3.   Adult Mental Health Framework – Progress over Last 3 Years 
 
     4.   NHS GG&C Planning Context and Challenges Going Forward 
 
     5.   Contributions to Outcomes of Adult Mental Health Planning  
   Framework  
 
     6.   Contributions to Outcomes of Planning Frameworks Beyond Adult  
   Mental Health 
 
     7.   Contributions to Policy Frameworks 
 
     8.   Effective Organisation  
 
     9.   Finance and Workforce 
 
2.  ROLE OF THE MENTAL HEALTH PARTNERSHIP (MHP) 
 
Within the GG&C area: 

• The Mental Health Partnership is responsible for managing and delivering inpatient 
and specialist services.  The performance plan for these areas is reflected in the 
Development & Performance Plan for the Mental Health Partnership. 

 
• Individual CH(C)P’s are responsible for managing and delivering community mental 

health services.  The performance plan for these areas will be reflected in individual 
CH(C)P Development & Performance Plans which reflect their contribution to 
meeting the outcomes set out in the Adult Mental Health Planning Framework.  

 
• The Mental Health Partnership has a responsibility for performance assuring the 

functioning of the whole system of mental health care across all services, whether 
provided by CH(C)P’s or the MHP. It is also the case that the way in which the 
inpatient services managed by the MHP are used, is in practice a direct function of 
the way in which CH(C)P managed community services are functioning.  The Mental 
Health Partnership has therefore developed a reporting framework to performance 
assure the whole services system and that framework will be used to assure the 
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performance of both the MHP and individual CH(C)P’s.  The indicators which will 
form the core of that framework are set out in Appendix 1. 

 
 
3. ADULT MH FRAMEWORK - PROGRESS OVER LAST 3 YEARS  
 
3.1 The Mental Health Partnership (MHP) Performance & Development Plans for 
 2006 onwards have focussed on the following areas of development: 
 
Key areas from 

2006 Plan 
 

Progress Outcomes Issues 

1. Continued 
implementation 
of community 
service 
developments 
consistent with 
the service 
specification for 
community 
services & review 
of the Greater 
Glasgow balance 
of care following 
further 
development of 
primary care, 
community, 
crisis, & assertive 
outreach 
services. 

Crisis services 
and assertive 
outreach services 
further developed 
Sept 2007 so 
24/7 crisis 
supports and 
extended day 
access to 
community 
supports GG 
wide. 

Compared to 2007 calendar 
year, more effective 
management in community 
settings and timely access 
and discharge to appropriate 
levels of support is reflected 
in: 

• Admissions now 
reduced by 11% ( 29 
admissions per 
month)  

• Daily beds used has 
reduced by 9% ( 24 
beds ) 

• Length of stay has 
stayed static 

• Readmissions have 
reduced in line with 
the HEAT target of 
10% reduction 

• Levels of boarding out 
have reduced. 

The primary 
care services 
specification 
requires further 
review in the 
context of the 
ICP for 
depression and 
associated 
HEAT targets; 
progress on 
evaluating the 
extent to which 
local 
implementation 
is consistent 
with the service 
specification 
has been 
constrained by 
the absence of 
a core data set 
routinely 
recorded – this 
work is now at 
an advanced 
stage for 
implementation 
in 2010/11. 
 

2. Review of 
patterns of 
acute bed use to 
determine future 
GG bed 
requirements. 

Combination of 
formal bed 
modelling and 
local service 
projections of 
future 
requirements is 
now reflected in 
further proposals 

Bed modelling proposals 
agreed in principle; detailed 
phasing and implementation 
being developed in line with 
capital availability 

Phasing of 
future 
implementation 
of proposals will 
be constrained 
by access to 
capital. 
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Key areas from 
2006 Plan 

 

Progress Outcomes Issues 

for bed 
reductions. 
  

3. Ensure 
access to 
specialist 
services in age 
appropriate 
environments. 

Local 
development of 
specialist 
community 
services for 
eating disorders 
& Perinatal 
services has 
reduced reliance 
on inpatient 
ECR’s and is now 
supporting 
development of 
local provision of 
inpatient eating 
disorder beds. 

ESTEEM early intervention 
service for first episode 
psychosis for people aged 
18-35 extended to South 
Glasgow catchment. 
 
Development of community 
perinatal service on GG wide 
basis 
 
GG&C wide access to 
specialist community and 
inpatient services for people 
with eating disorders 
 
Joint work with CAMHS to 
minimise inappropriate use of 
adult inpatient beds for 
adolescents. 
 

 

4. Reduced use 
of ECR’s through 
development of 
local access to 
specialist 
supports and 
proactive 
management of 
individuals 
placed in ECR 
services. 
 

Substantial 
progress on 
investing ERC 
budgets into the 
service 
developments 
described above 
leading to 
substantially 
reduced reliance 
on ECR’s. 
 

More service users now 
supported in a range of local 
NHS managed community 
and inpatient specialist 
services 

 

5. Development, 
Consultation & 
Implementation 
of Clyde 
Strategy. 

Clyde Strategy 
developed, public 
consultation 
completed and 
Cabinet Secretary 
approval to all 
proposals except 
for the transfer of 
Christie adult 
inpatient activity 
to Gartnavel 
Royal Hospital for 

Substantial shift in balance of 
care reflected in shift from 
c75%/25% inpatient to 
community shares of 
investment,  to c60%/40% 
reflects increased proportion 
of care now provided in 
community rather than 
inpatient settings, as 
reflected in: 

• Primary and 
community caseloads 
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Key areas from 
2006 Plan 

 

Progress Outcomes Issues 

which the position 
is to be further 
reviewed. 

increased by c120 
people 

• Provision of extended 
day crisis service with 
average monthly  
caseload of c16 
people 

• Development of 84 
places of supported 
accommodation 

• Adult acute beds 
reduced by 52 

• Adult continuing care 
beds reduced by 120. 

6. Timely 
progress of 
secure patients 
to lowest level 
of security 
following the 
introduction of 
the Mental Health 
Act requirements. 
 

Timely progress 
has been 
satisfactorily 
achieved 
reflected in low 
numbers of 
appeals upheld. 

Significant numbers of 
patients now transferred from 
high secure care to locally 
developed medium and low 
secure provision within 
GG&C area. 
Minimal number of appeals 
against care in inappropriate 
levels of security upheld. 

 

7. Improve the 
therapeutic 
environment of 
inpatient 
facilities. 

 New hospital at Gartnavel 
Royal Hospital opened and 
regarded as “world class” by 
Vale external scrutiny panel. 
 
New local forensic psychiatric 
unit opened at Rowanbank. 

Progress on 
remaining 
commitments 
has been 
severely 
constrained by 
deferred 
approval of any 
major capital 
developments & 
45% reduction 
in Board’s 
capital 
programme 
from SG 
reflected in 
capital support 
only finally 
approved fro 
Clyde strategy 
and SGH 
related range of 
improvements 
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Key areas from 
2006 Plan 

 

Progress Outcomes Issues 

and relocation 
of ward 
functions as 
part of Clyde 
Strategy 
 

8. Complete the 
Merchiston 
Hospital closure. 

 Merchiston Hospital 
retraction and reprovision 
completed in November 
2007. 
 

 

9. Development 
of framework for 
implementation 
of National 
Programme for 
Mental Health & 
Well Being. 
 

Comprehensive 
approach to 
developing 
mental health 
improvement 
action planning 
across GGC, 
backed up by 
development of 
MH improvement 
network linking all 
CHCPs and allied 
structures     

Most CHCP areas across 
GGC now have MH 
improvement action plans 
developed and in process of 
implementation, backed up 
by a range of GGC-wide 
development programmes 
(such as the Anti-Stigma 
Partnership); outcome areas 
include significant numbers of 
trainings in key aspects of 
mental health delivered 
across partnerships and new 
mhi initiatives developed both 
board wide and locally. 

Key issues are 
scale and 
complexity of 
structures and 
the requirement 
to work through 
multiple 
partnership 
structures to 
secure progress 
(e.g. 6 
Community 
Planning 
Partnership 
structures) - this 
implies a 
flexible 
approach rather 
than a rigid 
“centralist” 
adoption of 
framework 
 

10. Improve job 
retention, 
employability 
and reduce 
worklessness for 
those suffering 
from mental 
health problems. 
 

Greater 
awareness of 
mental health and 
employability 
issues through 
improved 
partnership 
working both at 
planning and 
operational level 
 
 
 

Increased employability 
outcomes including paid 
employment 
Mental health and 
employability embedded in 
planning and policy 
documents 
 
Improved quality of data 
collection and evidence of 
service delivery 
 
 

Work still needs 
to continue to 
improve 
referrals to and 
uptake within 
mainstream 
employability 
provision 
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Key areas from 
2006 Plan 

 

Progress Outcomes Issues 

8 of 13 funded 
services activity is 
now monitored 
against 
employability 
performance 
framework 
 
Job Retention: 
West Dunbarton 
and Renfrew 
CHP were 
successful in 
securing the 2 
year funding to 
pilot job retention 
and Improving 
Access to 
Psychological 
Therapies (IAPT) 
 
Service User 
Involvement 
 

The service provides support 
to employers including NHS 
GG&C, West Dunbartonshire 
and Renfrewshire Council 
 
 
 
 
Increased activity and  
involvement within service 
development and peer 
support activity 

5 of 13 services 
still to report on 
client activity.  
 
 
 
 
 
Issues 
regarding 
sustainability 
beyond 2 year 
pilot and 
opportunities for 
roll out to other 
areas due to 
possible lack of 
availability of 
funding 
 
 
Sustainability 
due to clients 
who have work 
and other 
commitments 
 

11. Realignment 
of workforce in 
line with service 
modernisation. 

To date this has 
been reflected in: 
reconfiguration of 
GG community 
services in terms 
of CMHT and 
crisis services. 
 
 
Reconfiguration 
of Clyde services 
in line with Clyde 
Strategy. 
 

 
 
 
 
 
 
 
 
 
450+ people satisfactorily 
redeployed and plans in 
place to explore options for 
those remaining to be 
redeployed. 
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Key areas from 
2006 Plan 

 

Progress Outcomes Issues 

12. 
Implementation 
of HEAT 
Targets. 
 
T3 – Anti-
Depressant 
Prescribing  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
H5 – Suicide 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
This Target ends 
on March 2010 
and is unlikely to 
be met (both 
locally and 
throughout the 
majority of Health 
boards in 
Scotland).  
However, we 
have committed 
to progress the 
work to assure 
appropriate 
prescribing.  
Initiatives are on-
going in several 
CHCPs to 
address this 
through audit and 
review work. 
 
There is a 
significant risk re 
the achievement 
of the 50% 
training target for 
December 2010.  
The outcome of 
the Health 
Scotland 
commissioned 
research 
(University of 
Stirling) and the 
Scottish 
Government 
response to this 
will have a 
material bearing 
on ability of GGC 
to meet the set 
targets. 

 
 
 
 
 
Production of information for 
patients and prescribers and 
supportive guidelines are 
being produced. 
 
Development of a routinely 
recorded core data set is now 
at an advanced stage for 
implementation in 2010/11. 
 
 
 
 
 
 
 
 
 
 
 
 
 
Enhanced training capacity 
has been put in place across 
the Board area, (including in-
house staff within key service 
areas / professional groups) 
as is a major training support 
contract for Glasgow City, 
plus additional training 
capacity through each of the 
6 Choose Life areas in 
GG&C. 
 
Detailed work is underway 
across GG&C and its range 
of partnership structures to 
create local training plans, 
and collate and refine 
detailed training records, 
local trajectories and on-
going progress updates.  This 
work is leading to significant 

 
 
 
 
 
The Target will 
be replaced by 
one for access 
to psychological 
therapies.   
 
As the 'HEAT' 
status is 
removed, there 
is a risk that 
progress and 
momentum 
ceases to be 
maintained. 
 
 
 
 
 
 
 
 
Given scale and 
complexity of 
the GG&C area, 
coordination of 
overall work is a 
challenge, with 
approximately 
10,000 staff 
implicated 
across multiple 
organisational 
entities and 
management 
systems and 
multiple 
professional 
groups. 
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Key areas from 
2006 Plan 

 

Progress Outcomes Issues 

 
 
 
 
 
 
 
T4 – 
Readmissions 
 

 
 
 
 
 
 
 
This Target was 
achieved in 
December 2009.  
 
 

progress in the training of 
frontline staff (both NHS and 
relevant local authority staff, 
such as addictions staff in 
integrated teams, Mental 
Health Officers).  
 
Compared to 2007 calendar 
year, more effective 
management in community 
settings and timely access 
and discharge to appropriate 
levels of support is reflected 
in: 

• Admissions now 
reduced by 11% ( 29 
admissions per 
month)  

• Daily beds used has 
reduced by 9% ( 24 
beds ) 

• Length of stay has 
stayed static 

• Readmissions have 
reduced in line with 
the HEAT target of 
10% reduction GG&C 
wide whilst remaining 
stable within GG. 

• Levels of boarding out 
have reduced. 

 

 
 
 
 
 
 
 
The pattern of 
readmissions is 
variable across 
GG&C, and 
work is on-
going to further 
address this by 
way of detailed 
reporting of 
admissions at 
hospital, ward 
and patient 
level. 

 
 
 
 
4. NHS GG&C PLANNING CONTEXT AND CHALLENGES GOING FORWARD 
 
4.1  `The major focus of the work of the MHP is adult mental health and therefore the 

 development and performance plan is primarily drawn from the adult mental 
 health planning framework and the contribution of the activities of the MHP to 
 wider planning and policy frameworks where the MHP has a clear and specific   
 their achievements. This framework has reflected the distillation of feedback from 
 local planning groups including user representation, the MHP Senior 
 Management Team and a range of fora. 
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4.2 The adult mental health planning framework seeks to ensure that NHS & Social 
 Care Interventions maximise health outcomes for service users by: 
 

• Delivery of effective treatment, care and support 
• Delivery of care on a timely basis in the right settings, which focuses on 

recovery 
• Efficient and effective deployment of resources to sustain the capacity of 

services to respond during a period of reducing budgets 
• Improving the quality of life for those who have a mental health problem  
• Strengthened approaches to prevention of mental illness 
• Improved promotion of mental health and well-being through wider 

Partnership working  
• Addressing health inequalities  

 
4.3 Within GG&C there are effectively two distinct mental health services, a Greater 
 Glasgow service and a Clyde service, with a similar direction of travel but at 
 somewhat different stages of development.   

 
4.4 Common to both services is the development of comprehensive primary and 
 community service supports to provide both brief and ongoing support, 
 underpinned by access to timely access to inpatient care when required. 
 
4.5 This approach sees: 
 

• the strengthening of community services, including development of   
alternatives to admission through 24/7 crisis services  

• robust community services sustaining reduced levels of inpatient bed use 
• primary care supports providing early intervention and anticipatory care 

which prevents mental illness 
• development of specialist community and inpatient services to ensure 

provision of specialist care within the GG&C area  
• the development of safe and therapeutic inpatient environments of similar 

fitness for purpose to the standards now routinely available in acute 
services 

• improved coordination of approaches of mainstream agencies in 
improving mental health and well being 

• provision of ongoing care and support in community rather than inpatient 
settings 

• timely access to care in the right settings is reflected in reduced variations 
in  needs weighted bed use rates, admission rates, lengths of stay etc 
consistent with those of the least bed intensive balance of care within 
Glasgow 

 
4.6 Clyde services are at an earlier stage of development and the priority for these  
 services is to: 
 

• Implement the final stages of the Clyde Strategy and consolidate services 
to function at that balance of care 

• Improve access to similar specialist services as are currently available to 
the Greater Glasgow population 
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4.7 Greater Glasgow services are at a more advanced stage of development and 
 now require: 
 

• To increased focus on efficient & effective deployment of community & 
inpatient resources to maximise health outcomes 

• To achieve reductions in variations in patterns of service use except 
where such variations demonstrably contribute to improved health 
outcomes for service users 

• To review the effective functioning and efficient targeting of primary care 
services in providing anticipatory care and prevention of mental illness 

• To ensure community and inpatient services are effectively deployed 
consistent with the needs weighted benchmarks for bed use, admissions 
rates, lengths of stay, & readmissions 

 
The following benchmarks will form the basis of CHP/CHCP performance 
assurance of the functioning of local community services and their impact 
on expected levels of inpatient activity. These benchmarks were 
developed from previous work on bed modelling in which it was proposed 
that the balance of care for all areas of GG&C should reflect the most 
community oriented balance of care already operating within Greater 
Glasgow: 
 
Benchmark Admission rates per 100k  
Benchmark Bed use per 100k   
Lengths of stay  <30 days 
Lengths of stay 6 months+ 15% of all bed days (maximum) 
Readmissions   11% of all adult acute admissions 
 
Needs weightings are then applied on a CHP & CMHT basis to project 
the benchmark numbers of admissions, beds used, bed days used by 6 
months+ length of stay and actual numbers of readmissions for each 
CMHT and CHCP.  
 
The actual position is still dynamic and the above benchmarks are based 
on the prevailing patterns of service activity in 2008. In practice both bed 
use and admission rates have been reducing further subsequent to that 
period, with no adverse effect on readmissions or boarding out, and the 
benchmarks will be periodically further reviewed based on local 
experience. 
 
The above benchmarks are relevant GG&C wide but the Clyde services 
are at an earlier stage of development and the Clyde benchmarks for bed 
use will be based on those set out in the Clyde Strategy. In the longer 
term following the consolidation of Clyde services at the Clyde Strategy 
benchmark levels there would be a need to further review balance of care 
shifts to bring the services closer to the current Greater Glasgow balance 
of care for community and inpatient services. 
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• Finalisation & implementation of the Inpatient review proposals 
• Implementation of the Vale Vision proposals 

 
Benchmarking of Community Services will be developed and comparative 
data produced on all elements of community service which will enable us 
to both adjust the balance of care and be confident about efficiency.  

 
 
 Challenges 

 
4.8 The major challenges in achieving the outcomes set out in this Planning 
 Framework include: 
 

• Delivery of financial savings without : 
o destabilising the balance of care and capacity of community 

services to sustain lower levels of inpatient bed use 
o destabilising the broader substantial balance of care shifts within 

Clyde in advance of their consolidation compromising the capacity 
to extend access to specialist services to Clyde 

• Delivery of improved inpatient environments and fixed cost release from 
sites within the limited flexibility resultant from constrained access to 
capital 

• Developing models of out of hours responses which are sustainable 
beyond the combined impact on medical workforce of modernising 
medical careers and EU working time directives  

• Redeployment and capacity development of workforce to deliver changed 
roles as part of the overall reduction in staffing levels and the balance of 
care shift from inpatient to community services. 

 
 



5. ADULT MENTAL HEALTH PERFORMANCE & DEVELOPMENT PLAN 
 

 
Actions/Activity required Outcomes 

Year 1 – 2010/11 By Year 3 – 2012/13 
Change/Progress/Performance indicator 

a)  Continue implementation of 
Clyde Strategy 
 

a)  Complete implementation 
of Clyde Strategy 
 

Community and inpatient service changes 
completed by July 2010 (except capital related 
changes and long stay reprovision);  
Bed capacity & use consistent with Clyde 
strategy benchmarks 
Reprovision of long stay beds implemented by 
01/2012. 
Capital programme delivered and new service 
locations operational by March 2012 
 

b)  Continue and complete 
implementation of Vale Vision 
 

 Community and inpatient service changes 
completed;   
benchmark bed use of 12 beds achieved;  
Vale monitoring framework shows improved 
position compared to baseline year for patterns 
of service activity;  
Cabinet Secretary agreement to transfer to 
GRH and transfer implemented April 2011 
 

c)  Development and 
implementation of proposals 
for reconfigured out of hours 
service to ensure ongoing 
sustainability post Modernising 
Medical Careers changes 
 

 Options explored and proposals developed 
September 2010 
Proposals implemented April 2011 

1.  Delivery of 
effective treatment, 
care and support 
 
Overall outcome 
indicators: 
Low levels of 
readmissions 
Low levels of use of 
compulsory powers 
reflect voluntary 
engagement & 
acceptability of 
services to service 
users 
Crisis services 
provide alternative to 
admission equivalent 
to 15-20% of all 
admissions 

d)  Development & 
implementation of proposals 

 Proposals developed September 2010 
Proposals implemented March 2011 
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5. ADULT MENTAL HEALTH PERFORMANCE & DEVELOPMENT PLAN 
 

Actions/Activity required Outcomes 
Year 1 – 2010/11 By Year 3 – 2012/13 

Change/Progress/Performance indicator 

for Forensic services 
configuration in context of 
changing national/WoS/ & 
local needs and 
implementation of 
consolidation of learning 
disabilities low secure on 
Leverndale site. 
 

e)  Development of proposals 
for the future workforce 
requirements to ensure fitness 
for purpose in terms of the 
competencies and skill mix 
required to: 

deliver the planned 
direction  of travel and 
emerging service redesign 
proposals in both inpatient 
and community care 
 
Implementing staff 
redeployment consistent 
with planned service 
changes. 
 

e)  Implementation of 
proposals for the future 
workforce requirements  

 

Proposals developed by May 10 re inpatient 
review 
Staff redeployed for inpatient review service 
changes within 6 months of service change 
 
 
 
Workforce Plan complemented by November 
10 to underpin 2 yr service redesign 
programme 2010-2012. 

f)  Development of inpatient 
environment linked to inpatient 
review proposals 

 No. of wards with improved environments 
Timing per capital programme implementation 
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5. ADULT MENTAL HEALTH PERFORMANCE & DEVELOPMENT PLAN 
 

Actions/Activity required Outcomes 
Year 1 – 2010/11 By Year 3 – 2012/13 

Change/Progress/Performance indicator 

g)  Continued development & 
implementation of a 
programme of service 
improvement measures to 
ensure that the level of 
prescribing of defined daily 
doses per capita of anti-
depressants is minimised, 
while remaining appropriate 
 

 Quarterly reporting of local indicators re: 
• Level of formulary compliance by GPs 

with Fluoxetine and Citalopram as first 
line antidepressants; and 

• Reduction of prescribing of 
Escitalopram to <5% of all SSRIs 

h)  Continued development & 
implementation of a 
programme of service 
improvement measures to 
ensure that hospital 
readmissions of >7days 
continue to be minimised. 
 

 Quarterly monitoring of admission rates to 
ensure that appropriate consideration is 
consistently being given to the use of crisis and 
community services as an alternative to 
admissions 

a)  Extension of specialist 
services to Clyde 

 Review of scope and implications reports – 
September 10 
Implementation by 1st April 11  
 

b)  Develop proposals for 
sustainable delivery of peer 
support models 
 

 Proposals developed by June 10 

 
2.  Delivery of care 
on a timely basis in 
the right settings, 
and which focuses 
on recovery 
 
Overall outcome 
indicators: 
• Low levels of 

readmissions 
c)  Undertake preparatory 
work in respect of the 

 Processes developed by March 11 
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5. ADULT MENTAL HEALTH PERFORMANCE & DEVELOPMENT PLAN 
 

Actions/Activity required Outcomes 
Year 1 – 2010/11 By Year 3 – 2012/13 

Change/Progress/Performance indicator 

determination of pathways and 
measurement criteria for 
ensuring timely access to 
psychological therapies in 
advance of the introduction of 
the HEAT Target in 2011 
 

• Low levels of use 
of compulsory 
powers reflect 
voluntary 
engagement & 
acceptability of 
services to 
service users 

• Crisis services 
provide 
alternative to 
admission 
equivalent to 15-
20% of all 
admissions 

• Level of primary 
care brief 
therapeutic 
interventions 

• Level of primary 
care advice/ 
signposting 
contacts 

• No of patients 
referred to 
employability 
advice & 
outcomes from 
this 

 

d)  Review of PCMH models, 
data audit and patient pathway 
modelling 
 

Harmonisation of 
resources/materials 
 
Review and collection of 
robust PCMH data for 
comparative performance 
 

New HEAT target on access/waiting from 
2011/2012  
CHCPs reporting waiting and activity across all 
tiers 
Weighted comparability of activity including 
deprivation 
Activity count on distribution/web hits 
Use of appropriate QoF data for GP activity 
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5. ADULT MENTAL HEALTH PERFORMANCE & DEVELOPMENT PLAN 
 

Actions/Activity required Outcomes 
Year 1 – 2010/11 By Year 3 – 2012/13 

Change/Progress/Performance indicator 

a)  Inpatient review proposals 
finalised and approved. 

a)  Implementation of 
inpatient review proposals 

Final proposals developed and approved for 
purposes of engagement and consultation May 
10 
 
Implementation consistent with above report, 
contingent on any cabinet secretary approvals 
etc. 
 

b)  Greater Glasgow CHCP’s 
ensure achievement of 
benchmark levels of inpatient 
activity consistent with the 
agreed bed modelling e.g. bed 
use/admissions/l.os etc 
 

 Benchmark inpatient activity levels achieved by 
March 11 with proportionate progress through 
2010/2011 
 
Readmission rates consistent with HEAT target  

c)  Clyde CHPs ensure 
achievement of benchmark 
levels of bed use consistent 
with Clyde Strategy 
 

 Benchmark inpatient activity levels achieved by 
March 11 with proportionate progress through 
2010/2011 

 
3.  Efficient and 
effective 
deployment of 
resources to 
sustain the capacity 
of services to 
respond during a 
period of reducing 
budgets 
 
Overall outcome 
indicators: 
 
-  No negative impact 
on inpatient activity 
patterns of:  
• Days boarded out 
• Admission rates 
• Lengths of stay 
• Readmissions 
• Delayed 

discharges 
• % of all 

admissions 
managed by crisis 
as alternative to 
admission 

• No’s 6 months 
plus 

d)  CHCPs ensure rebalancing 
of local NHS and social care 
infrastructure to optimise its 
effectiveness in supporting 
benchmark activity patterns 
Review of community services 
to ensure deployment of 
resource inputs are focussed 
and targeted efficiently and 

 CHCPs review local position and develop plans 
for reconfiguration as required by September 
10 
 
 
 
MHP/CHPs agree framework and review 
process by June 10 
CHP’s/CHCP’s undertake review process and 
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5. ADULT MENTAL HEALTH PERFORMANCE & DEVELOPMENT PLAN 
 

Actions/Activity required Outcomes 
Year 1 – 2010/11 By Year 3 – 2012/13 

Change/Progress/Performance indicator 

effectively to maximise health 
outcomes for patients re: 
Effective treatment, care and 
support and health outcomes 
for service users 
Improving the quality of life for 
those who have a mental 
health problem  
Prevention of mental illness 
 

proposals reported by September 10 

e)  Alignment and delivery of 
capital programme 
commitments to MHP service 
and financial priorities, within 
available capital resources 
 

 Programme revised and aligned by April 10 
Capital programme delivered 

f)  Further development of use 
of performance and clinical 
information to inform practice 
and reduce inappropriate 
variations between areas 
 

 Proposals and process developed May 10 
Process implemented throughout 2010/2011 
Impact on variations assessed March 11 

• Compulsory 
treatments as a 
proportion of all 
treatments 

g)  Review and benchmark 
resource allocation to ensure 
the appropriate matching of 
resources to needs weighted 
local populations 
 

 Position statement and implications report by 
July 10 
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5. ADULT MENTAL HEALTH PERFORMANCE & DEVELOPMENT PLAN 
 

Actions/Activity required Outcomes 
Year 1 – 2010/11 By Year 3 – 2012/13 

Change/Progress/Performance indicator 

h)  Development and 
implementation of savings 
plan proposals for 2009/10 
 

 Final 2009/10 proposals agreed April 10; 
savings achieved 

i)  Development of 2-3 year 
savings plan proposals 

i)  Implementation of 2-3 
year savings plan proposals 
 

Proposals developed and agreed September10 

4.  Improving the 
quality of life for 
those who have a 
mental health 
problem 
 
Overall Outcome 
indicators: 
• Employability 

indicators 
package 

• % of CMHT 
caseload getting 
GP annual 
physical health 
check 

• Retention of 
housing tenure 

 

Development of local Mental 
Health Improvement action 
plans consistent with the 
forthcoming Mental Health 
Improvement Framework 
 
For detail see Health 
Improvement planning 
framework 
 

Implementation of local 
Mental Health Improvement 
action plans. 
 
  

CHCP/CHPs develop local action plans 
consistent with Mental Health Improvement 
Framework (2010/2011) 
 
 
Use of SRI tool and evidence of services using 
learning from EQIAs 
Use QoF data for depression review, physical 
health checks - PsyCIS data to evidence 
correlation with MH services 
User surveys on well being and inpatient 
survey 
Audit of SSAs for employability 
assessment/discussion 
Retention of housing tenure measure 

5.  Strengthened 
approaches to 
prevention of 

Development of local Mental 
Health Improvement action 
plans consistent with the 

Implementation of local 
Mental Health Improvement 
action plans  

CHCP/CHP’s develop local action plans 
consistent with Mental Health Improvement 
Framework (2010/2011) 
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5. ADULT MENTAL HEALTH PERFORMANCE & DEVELOPMENT PLAN 
 

Actions/Activity required Outcomes 
Year 1 – 2010/11 By Year 3 – 2012/13 

Change/Progress/Performance indicator 

mental illness 
 
Overall Outcome 
indicators: 
Levels of people 

accessing advice 
clinics/signposting 

Levels of people 
accessing early 
intervention 
through 1 to 1 brief 
therapeutic 
interventions 

 

forthcoming Mental Health 
Improvement Framework 
 
For detail see Health 
Improvement planning 
framework 
 
Review of PCMH models, data 
audit and patient pathway 
modelling 
 

 
 
As for above on PCMH: 
 
Harmonisation of 
resources/materials 
Review and collection of 
robust PCMH data for 
comparative performance 

 
 
As for above with PCMH: 
 
New HEAT target on access/waiting 
CHCPs reporting waiting and activity across all 
tiers 
Weighted comparability of activity including 
deprivation 
Activity count on distribution/web hits 
Use of appropriate QoF data for GP activity 
Audit/evaluation 
 

a)  Development of local 
Mental Health Improvement 
action plans consistent with 
the forthcoming Mental Health 
Improvement Framework 
 
For detail see Health 
Improvement planning 
framework 
 

a)  Implementation of local 
Mental Health Improvement 
action plans  

CHCP/CHPs develop local action plans 
consistent with Mental Health Improvement 
Framework (2010/2011) 

 
6.  Improved 
promotion of mental 
health and well-
being through wider 
Partnership 
working. 
 
Overall Outcome 
indicators: 
Population indicators 
of mental health & 
well being via: 
• 3 yrly GG&C 

popn health 
survey  

b)  Continued implementation 
of planned programme of 
training to ensure that key 
frontline staff in mental health 
and substance misuse 

 At least 50% of staff to be trained by 2010 
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5. ADULT MENTAL HEALTH PERFORMANCE & DEVELOPMENT PLAN 
 

Actions/Activity required Outcomes 
Year 1 – 2010/11 By Year 3 – 2012/13 

Change/Progress/Performance indicator 

• Development of 
mental health and 
well being profiles 
by CHP ( via 
GCPH) 

 

services, are trained in using 
suicide assessment/suicide 
prevention training 
programmes. 
 
(To be undertaken in 
conjunction with partner 
agencies) 

a)  Develop & ensure 
application of EQIA to all 
major areas of service 
redesign, delivery & policy 
development 
 

 No. of EQIA’s produced plus evaluation of 
implementation of actions arising from EQIAs 

b)  Support in-patient and 
community services to 
develop, monitor and report on 
inequalities sensitive practice 
within their respective areas 
and  
 

b)  Strengthen accountability 
processes for inequalities 
sensitive practice through 
local management 
structures. 

Production of regular updates on service 
specific activities and training 

7.  Addressing 
health inequalities  
 

c)  Improve patient data 
systems and shared 
assessment and care planning 
processes to ensure key 
dimensions of inequalities are 
captured and processed as 
part of mainstream care 
activities 

 Routine data systems able to demonstrate 
analysis by required range of inequalities 
dimensions; proactive use of such data in on-
going planning and service delivery 
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5. ADULT MENTAL HEALTH PERFORMANCE & DEVELOPMENT PLAN 
 

Actions/Activity required Outcomes 
Year 1 – 2010/11 By Year 3 – 2012/13 

Change/Progress/Performance indicator 

d)  Develop on-going 
programmes of workforce 
development to ensure 
competence in responding to 
inequalities issues and needs 
of diverse communities 
 

 Regular progress reports on training needs 
analysis, delivery of training and evaluation of 
impact on workforce competence and 
confidence on inequalities themes 

e)  Production and 
implementation of gender 
based violence action plans in 
line with Health Board policy 
and guidance, for all mental 
health related services 
 

 Progress reports on key actions of the plans, 
including appropriate service activity data 

f)  Continue to develop and 
support implementation of 
National guidance via MHP 
wide structures in relation to 
Gender, Ethnicity, Disability, 
Sexual Orientation, Religion 
and Belief, Age and Socio-
economic status 
 

 Production of MHP report on activities and 
quarterly update to MHP SMT. 

g)  In line with requirements of 
Disability Discrimination Act, 
develop programmes that 
challenge stigma and 
discrimination associated with 
mental ill health, and promote 

g)  Sustained programmes 
that challenge stigma and 
discrimination associated 
with mental ill health, and 
promote wider awareness of 
mental health issues  

Ensure evaluation of anti-stigma activities to 
gauge scope of engagement with communities 
and to track impact on attitudes and awareness 
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5. ADULT MENTAL HEALTH PERFORMANCE & DEVELOPMENT PLAN 
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Actions/Activity required Outcomes 
Year 1 – 2010/11 By Year 3 – 2012/13 

Change/Progress/Performance indicator 

wider awareness of mental 
health issues  
 

 

h)  Progress development and 
implication of resource 
allocation methodology to 
ensure appropriate matching 
of outcomes to need taking 
account of impact of 
inequalities in service need 
and use.   

 Proposals scoped and reported May 10 
 
Agreed pace of change and movement to 
equity August 10. 

 
 



 
 

6. CONTRIBUTIONS TO OTHER PLANNING FRAMEWORKS 
 
 
6.1   Acute Services Framework 
 
 
a)  Introduction 
 
 
The major interfaces between the Mental Health Partnership and acute services relate 
to: 

• Provision of liaison psychiatry services to met the psychological needs of people 
with acute illnesses 

• Meeting the mental health needs of people who present at A&E 
• Supporting acute services in managing people who self harm and present at A&E 

with suicidal feelings 
• Supporting the achievement of the 4 hour A&E waiting time HEAT Target. 
• Ensuring the acute sector’s contribution to meet the HEAT target requirement to 

train front line staff in suicide awareness 
• Ensuring appropriate pathways of care and service protocols between mental 

health and acute services  
 
b)  Progress over the Last 3 Years 
 
Work has been undertaken to strengthen the interface with Mental Health Services; 
Addictions; Homelessness Mental Health; Out of Hours and Liaison Services, in terms of 
reviewing access, the patient pathway and protocols in terms of inpatient care in Acute 
settings & A&E presentations. This work has particularly focused on the relationship 
between mental health out of hours and crisis services and A&E Departments. The 
interface work has been further developed in terms of the pathways of care and service 
interfaces between mental health and acute services linked to the site reconfigurations 
and changes to out of hours and A&E service access arrangements to ensure 
appropriate linkages with mental health services. 
 
The contribution over the past 3 years to the 4 hour A&E waiting time target has been 
delivered through our Liaison Services.  Acute Services are meeting the HEAT target in 
total and Liaison Services meet the 98% target. 
 
The Addiction Services have developed liaison into medical wards and have provided 
training on brief intervention and assessment of addictions. 
 
 
c)  Planning Context 
 
In regard to the National HEAT target for suicide prevention, there is a requirement to 
train 50% of staff in the target groups.  One component of this is A&E staff.  There is a 
shortfall in training for A&E staffing which requires to be addressed.
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6.1   Acute Services Framework 
 
 
The presentation information for A&Es indicates that 7% of attendances relate to 
addictions and mental illness as identified in terms of primary diagnosis.  It is however 
considered that 35% of presentations relate to alcohol at A&Es.  This benchmark 
information was made available in 2010 to incorporate in our planning over the next 3 
years.   
 
Liaison Services into inpatient settings receives around 1,300 referrals per annum within 
a total referral workload of 6,281 referrals annually. 
 
The numbers of inpatient admissions to Acute settings with a primary diagnosis of 
mental illness requires to be captured for all Acute inpatient settings and this would be 
part of our project work. 
 
 The HEAT target requires all patients attending A&E to be admitted or discharged within 
a 4 hr period.  The needs of people with mental health or addictions problems can pose 
exceptional challenges for compliance, as in some cases there is a need for stabilisation 
and “containment” prior to care planning or discharge.  
 
Addictions 
 
There is evidence that in the population, factors of severe mental illness rates relating to 
addictions and suicide have increased.  The physical wellbeing of people with severe 
mental illness is significantly poorer than in the general population.  A key aim will be to 
improve access for these groups in Acute Services but also to connect them into health 
improvement. 
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6.1   Acute Services Framework 
 
 

d)  1 Year Action Plan 
 
Outcome – to be achieved over 3 years  Actions/Activity Required in 2010/11 Change/Progress/Performance 

Measures/Target 
 

A2.  Services provided meet the  
            national access targets. 

Undertake joint audit work to review the 
nature of A&E presentations and 
appropriate service responses, particularly 
in relation to breaches of 4 hour HEAT 
waiting times targets. 
 

Audit of Activity analysis indicates MH 
issues are not a significant factor 
contributing to A&E breaches 
 

C2.  Implementation of Clyde Strategies Implementation of planned elements of 
Vale of Leven Vision. 
 

Vale Monitoring Group reports for mental 
health evidence achievement of bed use 
of 12 beds 
Further submission to Cabinet Secretary 
to take final decision to transfer Christie 
activity to GRH. 
 

F1.  Strengthened interface between   
            Acute Services and the mental  
            Health Services. 

Develop 3 year work programme 
 
 
Develop a benchmark report and joint 
information system at a patient level 
 
Joint working around Suicide Prevention 
training HEAT Target to establish effective 
arrangement between services. 
 

3 year work programme agreed by 
September 2010. 
 
Benchmark report and joint information 
system developed by April 2010. 
 
Increase in number of staff in A&E trained 
in suicide prevention by April 2010. 
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6.1   Acute Services Framework 
 
 
e)  Finance & Workforce Implications 
 
At this stage, we would be identifying high level financial implications as part of the 
project work and also within the term of 3 years, identify any workforce implications in 
terms of training or service reconfiguration.  We have identified the need to train 250 
staff in 2010/11 in suicide prevention.  Beyond this we do not yet have an assessment of 
financial or workforce implications. 
 
 
f)  Linkages to Inequalities Goals 
 
The plan will deliver information on patients with mental illness and addictions in terms of 
gender, race, and diagnosis.  The aim will be to ensure that access to services is 
equitable and that connections to community mental health services are in place 
throughout the Board area.  The plan may indicate that resources require to be 
redirected to ensure equitable access. 
 
We would as part of our project work use the EQIAs assessments of the major change 
areas in regard to our work relating to Acute interfaces.  In addition to this the Board is 
intending to assess the EQIA issues relating to patients attending A&E’s and we would 
intend linking into the outcomes for this work.
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6.2 Alcohol & Drugs Framework 
 
 
 
a)  Introduction 
 
Adult Mental Health Services continue to work closely with Addiction Services across all 
areas of NHS GG&C.  
 
Co-morbidity training for Adult Community Mental Health Teams and joint working with 
Addiction services with identified complex cases, has been piloted by Glasgow Addiction 
Service and Adult Mental Health Services within CH(C)Ps. 
 
Through the establishment of CH(C)P Mental Health/Addiction interface groups, 
appropriate, agreed referral pathways have been established that enables local CH(C)P 
addiction/mental health services to access services for advice, support and 
interventions.  
 
Training for Mental Health staff to deliver alcohol brief interventions will assist the 
achievement of the HEAT Target for alcohol brief interventions. Primary Care Mental 
Health Teams should be regarded as a priority area for this training due to their front line 
accessibility and the close relationship between Common Mental Health problems and 
Alcohol abuse. 
 
b)  Planning Context 
 
The Scottish Government set the NHS in Scotland the target of delivering 149,449 brief 
interventions in alcohol between April 2008 and March 2011. This is known as the 
‘HEAT’ (Health, Efficiency, Access, Treatment) H4 target for alcohol brief interventions.  
It was established in response to growing concern about the harm caused by the high 
level of alcohol consumption among the general population in Scotland and because 
brief interventions have been shown to be effective in reducing people’s drinking. It is 
recognised that there are a significant number of people who receive Mental Health 
Services who also use Alcohol in a harmful manner. 
 
 
Training/Implementation plans to roll out ASBI across all 10 CH(C)Ps are underway. In 
each area there are ABI Leads whose responsibility it is to project manage the plan and 
ensure the appropriate roll out of the training and ABI data monitoring.  The ABI Team 
based within Glasgow Addiction Service have a role to help develop, support and 
monitor progress of the ABI work.  The training target is 40% of CH(C)P staff to be 
trained by 2011 including Mental Health Staff. 
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6.2 Alcohol & Drugs Framework 
 
 

d)  1 Year Action Plan 
 
Outcome – to be achieved over 3 years  Actions/Activity Required in 2010/11 Change/Progress/Performance 

Indicator 
Deliver care in the right settings - ABIs 
being undertaken by appropriate staff 
groups. 
 

  

• All Primary Care Mental Health Team 
staff will receive training on Alcohol 
Brief Interventions within next 24 
months. 

 

Heads of Mental Health and Service 
Managers will prioritise this training for 
PCMHT staff and link into available 
training. 
 

50% PCMHT Staff trained within 12 
months 
 
 
 

• 25% of frontline Adult Community 
Mental Health Team staff will receive 
training on Alcohol Brief Interventions 
within next 24 months. 

 

Heads of Mental Health and Service 
Managers will ensure that MHP and Local 
CH(C)P Learning and Education plans 
reflect the training targets for Alcohol Brief 
Interventions. 

12% of frontline Adult Community Mental 
Health Team staff trained in ABI within 12 
months 
 
 

• 10% of Adult In Patient Mental Health 
staff will receive training on Alcohol 
Brief Interventions within next 24 
months. 

 

Heads of Mental Health and Service 
Managers will ensure that MHP Learning 
and Education plans reflect the training 
targets for Alcohol Brief Interventions. 

5% of Adult In Patient Mental Health staff 
trained in ABI within 12 months 
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6.2 Alcohol & Drugs Framework 
 
 
 
e)  Finance & Workforce Implications 
 
There are no direct financial or workforce implications arising from this work. 
 
 
f)  Linkages to Inequalities Goals 
 
There is a need to ensure that services are accessible to people from deprived 
backgrounds who have issues regarding Mental Health and Alcohol/Drugs. 
 
There is a need to ensure that services are accessible and have the ability to outreach to 
all vulnerable groups e.g. (younger Adults, parents with young children, Ethnic minority 
populations, unemployed). 
 
EQIAs will be carried out to ensure that the delivery of ABIs within a Mental Health 
setting and other Mental Health/Addiction interfaces meet the needs of vulnerable 
groups. 
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6.3 Children and Young People Framework 

a)  Introduction 
 
In line with the aims and objectives of the Children and Young Peoples Planning 
Framework, the MHP is committed to improving the lives of the most vulnerable children. 
Although the MHP is in the main a service primarily for adults, there is a recognition that 
the needs of children & young people require to be considered within the wider family 
context. In particular where a person with mental health problems requires additional 
support to fulfil their role of parent and care giver.  
 
The MHP provides services to young people via ESTEEM, the first episode psychosis 
service for people from the age of 16 – 35 years. This service provides intensive 
treatment in order to intervene as early as possible following the onset of symptoms. 
Research evidence has shown that the longer the duration of untreated symptoms, the 
poorer the outcome.   
Close working relationships are in place with CAMHS services in order to ensure 
governance and appropriate care for young people in the event that there is a need for 
young people to access adult services, and in order to ease the transition phase when a 
young person may move into the care of adult services. 
The peri-natal mental health service provides specialist in-patient and community 
services to women with serious mental health problems and their children up until the 
age of 1 year.  
 
 
b)  Progress over the Last 3 Years 
 
The past 3 years has seen continued development and investment in ESTEEM to 
ensure full roll out of the service in Greater Glasgow. The service has been involved in a 
number of multi centre research trials demonstrating the evidence and positive outcomes 
for people that receive early intensive intervention in the initial stages of their illness.  
 
Child protection arrangements are established and implemented within mental health 
services. An information pack for staff working in adult services has been developed in 
order to help staff support parents who are experiencing mental health problems. An 
action plan has been developed and implemented as a result of an audit of child 
protection activity, and a further audit planned for the coming year. 
 
A protocol for young people admitted to adult mental health services has been 
developed in partnership with CAMHS services 
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6.3 Children and Young People Framework 
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c)  Planning Context  
 

Adolescent Admissions to Adult Mental Health Wards
(Patients aged under 18)
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In response to persistently high levels of adolescent admissions to adult MH wards, a 
survey was undertaken to elicit information on the 64 occasions (for 54 patients) that 
young people were admitted to adult MH wards in 2008. 
 
The key recommendations from this survey were published in January 2010, and 
included: 

• standardisation of the approach to accessing CAMHS 
• development of joint out of hours responses to children & young people 
• development of care pathways of admission to adult services 
• exploration of community based alternatives to admission to adult wards. 

 
From the audit it became clear that the majority of admissions to adult mental health 
wards have taken place out of hours when CAMHS services are largely closed. This 
helped highlight a problem in the delivery of children’s services out with the normal 
working day. 50% of the children and young people admitted had been an inpatient for 
less than 4 days with half of these admitted for less than one day. These numbers 
suggest that the admission was not necessarily for treatment purposes but more as a 
‘place of safety’ for a young person. 
 
The key recommendations from the audit have been progressed in collaboration with 
children and young people’s services with the new out of hours model for CAMHS 
services becoming operational in April 2010.  
The target for adolescent admissions to adult MH wards was to reduce to 30 or less by 
Dec 09.  This has yet to be achieved however it is hoped that the new out of hours 
service, and other measures, such as exploration of community based alternatives to 
admission to adult mental health wards will impact on this number in the coming yea



6.3 Children and Young People Framework 

d)  1 Year Action Plan 
 
Outcome – to be achieved over 3 years  Actions/Activity Required in 2010/11 Change/Progress/Performance 

Indicator 
We will Improve the lives of the most 
vulnerable children. 

Review of current Peri-natal mental health 
pathway in conjunction with Midwifery 
Services, Primary Care, and Health 
Visiting. 
 
Peri-natal mental health unit will pilot Baby 
Triple P programme. 
 
 
Continue to implement child protection 
policies and procedures and develop a 
system of self assessment that monitors 
performance of same. 
 

Delivery of peri-natal mental health 
pathway. 
 
 
 
Participation in research project 
with specific outcome measures to be 
identified. 
 
Number of staff trained in child protection 
awareness training at the appropriate level 
for their role. 
Continuous self assessment & reporting 
on child protection policy & procedure. 
 

The care of children and young people is 
planned and delivered through a collective 
approach across NHS GG&C. 

Implement recommendations from 
January 10 “Survey of Admissions of 
Young People to Adult MH Services. 
 

Reduction in admissions to adult wards. 
Improved multi agency communication. 
 
 

There is a focus on early intervention in 
the lives of children and young people.   

Ensure people that use Mental Health 
Services are able to access Triple P or 
other agreed parenting programmes. 
 
Key mental health staff to be trained to 
contribute to the delivery of level 4 & level 
5 Triple P programmes. 
 

Specific Parenting programme designed 
by the end of 2010 and implemented on 
an on-going basis thereafter. 
 
Number of key MH staff trained.  
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6.3 Children and Young People Framework 

e)  Finance & Workforce Implications 
 
Staff training in relation to the assessment of parenting capacity / parenting programmes. 
 
 
f)  Linkages to Inequalities Goals 
 
There is a need to ensure that the most vulnerable families / carers are engaged and 
supported in the process.  
 
We need to ensure that parenting programmes are accessible to people with mental 
health problems. 
 
We will participate in EQIA in relation to the Children’s Plan and to parenting 
programmes.
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6.4 Disability Framework 
 

a)  Introduction 
 
While the Disability Planning Framework makes no specific references that requires a 
contribution from either adult mental health or learning disability services, it is 
appropriate to make reference to a number of issues that arise as part of the Learning 
Disability Tier 4 inpatient redesign processes that are currently underway. 

  
 
b)  Progress over the Last 3 Years 
 
The way in which services have been provided over the past 10-15 years within the NHS 
GG&&C area has changed significantly. In line with “The Same as You?”. the move from 
large institutions to community based bed provision has, with the closure of Lennox 
Castle and Merchiston Hospitals, been achieved. 
 
In-patient services are provided within a range and variety of community based 
accommodation and for the large part, this model has worked well in achieving the move 
from such institutions. 
 
Nationally, a varied picture of service models has emerged following the closure of long 
stay hospitals. Bed numbers differ across the country with some smaller Board areas 
opting to participate in a managed care network approach to ensure access to specialist 
LD NHS services as/when required. However, the majority of Boards who do have LD 
inpatient beds provide a range of acute admission, assessment and treatment services, 
for individuals with complex health needs of mental ill health and/or health related 
challenging behaviour. 
 
It is now some 10 years since the publication of “The Same as You?” and consequently 
it is felt that the time is right to undertake another review of the current range and extent 
of inpatient services, to ensure that they remain fit for purpose. 
 
c)  Planning Context 
 
In-Patient Beds 
 
The table below provides a summary of the current make up of in-patient beds across 
NHS GG&C and related Local Authority areas: 
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6.4 Disability Framework 
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LONGER STAY NHS TREATMENT 
Location Number of Beds 
  
Netherton 8 (2 x 4 bed accommodation) 
Overtoun Court 8(2 x 4 bed accommodation) 
Waterloo Close 4 

Sub Total  20 

 
SHORT STAY (ASSESSMENT & TREATMENT) 

Location Number of Beds 
  
Overtoun Court 8  
Waterloo Close 4 
Pineview 4 
Blythswood House  10 

Sub Total 26 

  
Total 46 

 
In considering the current model of inpatient service provision, there are a number of 
factors beginning to emerge: 
 

• Over the last decade there has been a significant change in the complexity of 
clinical presentations, and services need to develop in response to this. 
Examples include health problems associated with aging; problems related to 
alcohol and drug misuse; palliative care for individuals who already have complex 
needs and who develop progressive health problems. 

 
• There is a small but significant number of existing individuals who by reason of 

their current mental disorder or co-existing physical complications, would be 
more safely managed within a hospital setting, rather than small local NHS units.   

 This is largely related to the need to have immediate access to medical staff, or 
 in the case of psychiatric emergencies, access to a critical mass of nursing staff 
 support that small community based models cannot provide. 

 
• There is no clear emphasis on rehabilitation as a function of the bed model, 

which places pressure on both Assessment & Treatment and Longer Stay 
functions. 

 
• The lack of an agreed process for delayed discharges impacts on the functioning 

of both the Assessment & Treatment and longer stay NHS beds. 
 
To address these emerging health gaps, work is underway to develop a revised LD 
inpatient services model.



6.4 Disability Framework 
 

d)  1 Year Action Plan 
 

Outcomes Actions/Activity Required in 2010/11 Change/Progress/Performance 
Indicator 

i)  Effective medium term planning to 
ensure services meet the needs of people 
with a learning disability 

Develop clear vision for learning 
disabilities across Health Board area via 
the Tier 4 Redesign Steering Group. 
 
Determine revised model of service 
delivery and implementation process. 
 

Production of a final paper for Tier 4 
redesign that takes account of feedback 
from Options Appraisal process and 
response from CH(C)P Directors – by Sept 
10.  
 
 

ii)  People get access to the right level of 
care and support when they need it 
 
 
 
 
 

Develop Stage 1 (Acute Admissions) of a 
redesigned service model based on 
outcome of an Options Appraisal process. 
 
As part of redesigned model, produce 
clear and agreed referral criteria 
 

Production of a detailed and costed model 
for Stage 1 – by March 11. 
 
 
Production of clear and agreed referral 
criteria for Stage 1 – by March 11. 

iii)  People are encouraged to determine 
their own support needs 
 
 

Maximise involvement of carers and users 
during the Options Appraisal process. 
 

Production of a report detailing the carer 
and user involvement and their views – by 
Sept 10. 

iv)  People are supported to live as 
independently as possible in their 
communities for as long as possible 
 
 

Review of Complex Needs Service as part 
of redesign model 

Role of Complex Needs services proposed 
within Stage I redesign process – by 
March 11. 
 
Implementation of a monitoring process 
with LA colleagues to monitor delayed 
discharges. – by Sept 10. 
 
Quarterly reports on activity produced. 
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6.4 Disability Framework 
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Outcomes Actions/Activity Required in 2010/11 Change/Progress/Performance 
Indicator 

v)  Carers are recognised as a key partner 
in the planning and delivery of services, 
and services are provided to support them 
in their caring role 
 

Improve access to high quality information 
for Carers  
 

Membership of MHP PFPI for LD 
established. 
LD carer involvement action plan 
produced – by December 10. 
 

vi)  Assessment processes are effective in 
identifying the needs of individuals and the 
service responses required 
 
 

Develop proposals with LA colleagues on 
the management of Out of Area 
Placements 

Production of a jointly agreed Out of Area 
management process with LA colleagues 
– by September 10. 
 
Quarterly reports on all Out of Area activity 
– by December 10. 
 

vii)  As a system, NHSGG&C is sensitive 
to the unique needs of service users with a 
learning disability 

Develop EQIA agenda throughout all 
services 
 
Meet our obligations under the Equalities 
Legislation 
 
 

Production of LD related EQIA for Tier 4 
Redesign process. 
 
Production of EQIA for residential services 
related to meaningful patient activity – by 
December 10. 

viii)  Staff, service users and carers have a 
shared understanding of services available 
with greater focus on early intervention 
and local provision of services 
 
 

Implementation of redesigned services 
through: 
 
o Delivery of Options Appraisal Process 
o Consultation process 
o Involvement of Scottish Health Council 
o Staff side involvement 

 

Production of report on the Options 
Appraisal process to date – by September 
10. 
 
Development of a Consultation Plan – by 
December 10. 
 
Written feedback obtained form SHC and 
actioned – September 10. 
 

x)  People are supported to stay as 
healthy as possible 
 

Continue to deliver health checks to 
people with a learning disability 

Production of a Health Improvement Plan 
for Tier 4 LD Services – by December 10. 

 



6.4 Disability Framework 
 

 
e)  Finance and Workforce Implications 
 
Finance – the delivery of the Tier 4 redesign will be dependent on a transparent financial 
plan that supports the shifting in the balance of care where required and which is agreed 
by all relevant agencies. The financial plan will be developed in line with the Options 
Appraisal process and timescale, and will be further developed to take account of 
efficiency savings that need to be delivered. 
 
Workforce – the demographic information relating to nursing workforce shows an ageing 
staff group generally, with increased rates of predicted retirement age over the next 5 
years which will require effective workforce planning. Residential services have little in 
the way of multidisciplinary input and this needs to be addressed if the redesign of 
services is to be effective. 
 
f)  Linkages to Inequalities Goals. 
 
Tier 4 services will measure current and proposed redesign services against the ten 
inequalities sensitive goals over the next few months and will produced EQIAs on both 
the proposed Options Appraisal process and the proposed redesign model.
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6.5   Older People Planning Framework 
 

a)  Introduction 
 
The relevance of the Older People’s planning framework to MHP activity has four 
domains: 
 
1)  Services provided by the Adult MH service that are used by older people – this 
includes the Crisis service and Primary Care Mental Health teams, both of which are 
managed by CH(C)Ps, but for which the MHP has a whole system leadership role.   
 
2)  Population level activity in terms of well being, stigma and prevention.  This can be 
provided by PCMH Teams, health improvement and other partners. 
 
3)  Interfaces with Older People’s MH services and interfaces with primary care where 
GPs provide services for common MH problems – including antidepressant prescribing – 
and the linked issues of LTC etc.  GP services are managed by CH(C)Ps whilst the MHP 
has a whole system leadership role. 
 
4)  Co-location of inpatient services and related interdependency in relation to site 
developments. 
 
 
b)  Progress over the Last 3 Years 
 
In relation to the outcomes areas set out in the Older Peoples Planning Framework: 
 

PCMH Teams have been scoping the reasons for under use of the service by older 
people. 

 
The MH/PC Interface Group addresses the issues for all age groups in relation to 

MH in the primary care context and developments around this include older 
people.  The LTC and PC frameworks detail specific gains that apply to older 
people. 

 
Older people’s psychological therapy needs are being considered in the context of 

the Board wide approach hosted by the MHP. 
 

Crisis teams have been set up and offer a service to older people as well as adults. 
 

The HEAT Target in relation to increasing the number of people on GPs Dementia 
Registers has been met 

 
c)  Planning Context 
 
The wider policy context for older people is documented in the main planning framework, 
but the MH dimensions are specifically articulated within Towards a Mentally Flourishing 
Scotland.  Additionally, there are specific targets and commitments within Delivering for 
Mental Health – in relation to dementia, admissions and depression care within primary 
care.  There is considerable overlap with the wider primary care and long term conditions 
planning frameworks and many of the issues that are covered in the relevant sections of 
these frameworks are applicable to older people. 
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6.5   Older People Planning Framework 
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There are specific targets in respect of: 
 
• elderly admissions to in-patient facilities (Bed Management Report) 
• Linkages to HEAT 12 – emergency inpatient bed days for people >=65 
• Increase in number of people with dementia included in GP Dementia Registers 
• GMS targets in relation to the detection and care of depression 
 
 
 
d)  1Year Action Plan 
 
The majority of outcome areas referred to in the Older Peoples Planning Framework do 
not relate to service areas in which the MHP has a direct management role or 
contribution. 
 
However the MHP, in conjunction with CH(C)Ps, has a leadership role in relation to 
primary care mental health services albeit such services are managed through the 
CH(C)P’s. The particular contribution of the MHP relates to the framework within which 
Primary Care Mental Health Teams operate is as set out in the table below



6.5   Older People Planning Framework 
 

 
Outcomes 
 

Actions/Activity Required in 2010/11 Change/Progress/Performance 
Indicator 
 

The health and care system of GG&C 
optimises outcomes for older people, use 
of resources and continues to 
be sustainable in face of mounting 
pressures. 

PCMH services will target Older People’s 
access to their services to improve uptake 
and usage 
 
PCMH Teams will work in GP Practices to 
improve the levels of detection and care in 
relation to depression and anxiety. 

PCMH Team data report analysis to check 
on numbers using across the age range  
 
 
Analysis of PCMH PIMS data to reflect 
degree of change in levels of detection 
and care pre and post work at Practice 
level.  
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6.5   Older People Framework 
 

e)  Finance & Workforce Implications 
 
No immediate workforce reshaping is anticipated, with the planned actions being 
deliverable within existing financial frameworks.   
 
There are significant challenges in adjusting the psychological therapies workforce to 
address the low service levels available to older people. 
 
f)  Linkages to Inequalities Goals 
 
The work around LTC and MH – especially through Living Better and the MH/PC 
Interface Group is about improving data to better understand the population, targeting 
disadvantaged groups and being focused on more accessible services – this will include 
older people and will also consider, for example, needs in the BME community..  Wider 
MH assessments also aim to specifically address the equality strands and are supported 
by the policy framework and input/learning from ISP initiatives in MH. 
 
A focus on users in many instances within the plan, ensures engagement, addresses the 
removal of barriers and there is also significant activity aimed at addressing stigma and 
discrimination.  Many actions are also focused on those with multiple disadvantages – 
e.g., mental illness, LTCs and poverty occurring simultaneously and it is recognised that 
age and/or the stigma associated with illness such as dementia exacerbates 
disadvantage. 
 
In this sense, many of the ten goals are inherent in the actions and focus of the work. 
 
EQIAs within the MHP are identified within that policy framework section of the plan. 
 
Specific work needs to be collated on understanding the scale and needs of this 
population.  In part this will be informed by the Living Better work and the QoF data.  As 
part of this work, the different needs of the equality strands – including older people -
should also be identified 
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6.6 Primary Care Framework 
 

a)  Introduction 
 
The MHP contribution to the PC Framework involves three dimensions: 

• Working with PC through CHCPs and PC structures (including the GMS issues) 
to work constructively and supportively in dealing with the 90% of MH problems 
that are dealt with in PC. 

• Providing dedicated PCMH services through CHCPs with a particular emphasis 
on accessibility for PC and addressing the most disadvantaged. 

• Working on the interface issues between PC and MH services across all services 
from PCMH, CMHT and inpatient and specialist services. 

 
It is worth noting there is also a significant overlap with the issues for MHP within the 
LTC framework which covers many – but not all – of these issues. 
 
b)  Progress Over the Last Three Years 
 
Progress has been achieved in a range of areas including: 
 

• Development of the PCMH Teams and working with PC on usage/access to 
these 

• Range of development related to the GMS QoF work – depression, physical 
health care 

• Dedicated work to support Keep Well MH inputs for PC 
• Establishment of a MH & PC Interface Group 
• Living Better pilots 
• Liaising through CHCP GP sub groups/committees on MH issues locally 
• Improvement in data sharing and referral systems for SMI 
• Collaborative work around antidepressant prescribing and better depression care 

pathways – This work having been undertaken via the MH Collaborative 
• Development of information and resources (including online, self help and 

directory resources for use of PC staff) 
• Links into PC prescribing structures 

 
c)  Planning Context 
 
As background to the work that is being undertaken in respect of primary care, it is worth 
noting that: 
 

• 90% of MH issues are dealt with in PC 
• Stress/anxiety/depression is the most common reason for visiting a GP 
• One third of GP consultations have a MH element associated with them 
• Antidepressants are dispensed to 1 in 10 of population – at a cost of approx 

£10m – this volume is higher in some deprived areas –  and there is a range of 
prescribing support issues 

• There is significant co morbidity with LTC and also alcohol 
• The impact of the current recession is likely to lead to an increase in 

antidepressant prescribing 
• Rapid access is a concern and a HEAT Target on therapy access is imminent 
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6.6 Primary Care Framework 
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• All of  this is linked to a range of planning frameworks – all of which have a 
psychological dimension 

• There are significant elements in the GMS Contract for depression and 
SMI/physical care 



6.6 Primary Care Framework 
 

d)  1 Year Action Plan 
Outcomes 
 

Actions/Activity Required in 2010/11 Change/Progress/Performance 
Indicator 

A1   Patients can access primary care at 
the place and time they need it, 
including out of hours. 

MH service will provide direct access at 
the PC level for common MH problems 
and the MHP will ensure that the review of 
PCMH services ensures equity. 
 

PCMH data from PIMS will report numbers 
accessing different service tiers and 
associated times for accessing these 
services. 
 

A3   Primary care provides a range of 
services to meet patient needs in 
different settings and with 
appropriate entry arrangements. 

 

PCMH services will be made available 
with multiple points of entry including self 
referral 

Evidenced through data on PCMHTs from 
PIMS 
 

A6   Primary care services understand 
and respond to the inequalities which 
affect patients in accessing primary 
care and onward referral to 
secondary care. 

The MHP will disseminate learning from 
ISPI in relation to PCMH services 
 
MHP will address specific priorities of LTC, 
Older People and BME communities 
 

Summary reports available from projects 
will be used in PCMH development 
sessions and ISP indicators developed for 
PCMH performance through PIMS data 
analysis. 
 

B1   Primary care services are resourced 
to meet the demands they face and 
to meet the needs of patients. 

 
B2   The distribution of resources for 

primary care reflects articulated 
priorities and relative need so that 
services are resourced to reflect the 
workload they face. 

 
B3 Gaps and challenges to services are 

fully considered in reviewing and 
changing the distribution of 
resources 

The MHP – through CHCPs – will continue 
to work to support the delivery of targets 
on depression in PC through PCMH Team 
review and through a range of initiatives 
through the Depression workstream and 
the dementia workstream of the MH 
Collaborative. 
 

Depression data through QOF reporting, 
psychological therapies access target and 
antidepressant prescribing indicators. 
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6.6 Primary Care Framework 
 

e)  Finance and Workforce Implications 
 
There is likely to be a Finance issue in respect of the development of PCMH in Clyde, 
and also an issue if Local Enhanced Services options are expanded/explored 
 
There are no major staffing changes anticipated. 
 
 
f)  Linkages to Inequalities Goals. 
 
PCMH teams are improving data to better understand the population, are targeting 
disadvantaged groups and are focused on accessible services.  A range of actions 
described details these approaches.  Wider MH assessments also aim to specifically 
address the equality strands and are supported by the policy framework and 
input/learning from ISP initiatives in MH. 
 
A focus on users in many instances within the plan ensures engagement, addressing the 
removal of barriers and there is significant activity addressing stigma and discrimination.  
Many actions are also focused on those with multiple disadvantages – e.g., mental 
illness, LTCs and poverty occurring simultaneously. 
 
In this sense, many of the ten goals are inherent in the actions and focus of the work. 
 
Areas to be addressed here will include: 
 

• Hard to reach in PCMH Teams 
• Financial inclusion in all services 
• Routine enquiry for domestic abuse 
• BME MH services needs to be further developed along with services for the 

LGBT community 
 
EQIAs within the MHP are identified within that policy framework section of the plan. 
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6.7 Unplanned Care Framework   
 

a)  Introduction 
 
The services in Mental Health are designed to prevent admission and support patients in 
the community following discharge.  The community services operate 24 hours, 7 days a 
week.  The key services that deliver this are Community Mental Health Services; Crisis 
Services; Out of Hours Services; Liaison Services; Early Intervention Services. 
 
There is a clear interface with these services and Acute Services.  In terms of the aims 
of the objectives of the Unplanned Care Framework a key objective is that patients have 
appropriate care plans and management which would have the potential to prevent 
attendances at A&E, but also to support such patients should they attend A&E within the 
Mental Health network of services. 
 
The national HEAT target in relation to suicide prevention training relates to the training 
of A&E staff.  It is estimated that there are 500 A&E staff across Greater Glasgow & 
Clyde who would be within this group.  Engaging A&E staff in the training has proved 
challenging given their multiple commitments and approximately 30 staff have been 
trained to date. However the basis for more concerted engagement appears to now be in 
place. The plan for 2010/11 is to train 250 nursing staff in half day sessions which would 
enable us to meet the target “Safetalk” 
 
Addictions Services provide liaison services into A&E, wards and outpatient provision.  
MH Services provide section 22 approved doctors to act for the Acute hospital as 
responsible medical officers for detained patients in acute wards.  A Liaison Group which 
includes Addiction Services is involved with Acute Group which looks at ARBD and self 
harm training. 
 
Limited system-wide work has been undertaken to date to develop a shared approach to 
understanding unplanned care, and this is a Framework in development.  This paper 
sets out the intended structure and content of the Unplanned Care Framework.  NHS 
GG&C’s overall aim is to “deliver effective high quality health services to act to improve 
the health of our population and to do everything we can to reduce health inequalities”. 
 
The key outcomes are: 
 
• To provide a comprehensive and joined up range of unplanned services which meet 

people’s needs 
• To reduce the reliance on unplanned/urgent services 
 
The current structure and spread of unplanned care services varies across GGC.  
Challenges in developing the Framework include: 
 
• The variation in the types of services available across all parts of the system 
• Challenge to ensure access to an appropriate range of services out of hours with 

clear and consistent access arrangements 
• Challenge to ensure access to an appropriate range of services in hours to reduce 

the reliance on unplanned care 
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6.7 Unplanned Care Framework   
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b)  Progress Over the Last Three Years 
 
The Liaison Services link into Acute Services in regard to self harm training, ARBD and 
the links to A&E. The Addiction Services and General Adult Services work into acute 
wards.  The Out of Hours Crisis Services attend A&E and referrals from Liaison and Out 
of Hours are dealt with by Community Mental Health Services. The development of the 
community based crisis service provides a specific response to unplanned care tailored 
to the needs of mental health service users and admission rates have reduced over the 
period since 2003 suggesting the effectiveness of the crisis services in responding to 
unplanned care needs. 
 
The HEAT 10 Target requires that admissions to A&E Departments are reduced and 
there requires to be an analysis of the Mental Health and Addiction patients attending 
A&E’s, with a view to identifying appropriate pathways which may include improved 
access to Mental Health and Addiction Services. 
 
The National target for 4 hour waiting for A&E has also been identified as an area where 
there is a requirement to ensure that patient diagnoses of a mental illness are treated 
within the 4 hour target. 
 
c)  Planning Context 
 
The initial information that has been shared identified that in the region of 7% of 
attendances at A&E relating to a primary diagnosis of Mental illness.  In addition to this, 
approximately 300 patients have breached the 4 hour wait relating to Mental Health 
interventions in A&E’s, however this percentage does not impact on the Board’s 
performance of achievement of a 98% target.  It has however been agreed to analyse 
this as part of our development work to more clearly understand the nature of these 
needs and the appropriate service response.  
It is reported that around 3.5% of admissions to A&E are identified as having a primary 
diagnosis of addictions.  However it is estimated that this is nearer 35%.  The interface 
with Addiction Services is a key area of work to be taken forward. 
 



6.7 Unplanned Care Framework   
 

d) 1 Year Action Plan 
Outcomes 
 

Actions/Activity Required in 2010/11 Change/Progress/Performance 
Indicator 

Patients can access unplanned care 
services at the place and time they need it 

Share data at a patient level relating to 
attendances at A&Es and cross match to 
Mental Health Community caseloads.  
 
Establish case management & monitoring 
arrangements for patients who have high 
levels of readmissions. 
 

Levels of MH presentations at A&E 
matched with community team caseloads 
by April 2010. 
 
Readmissions – rates per HEAT & MH 
Collaborative measures matched. 
 
Lists of patients with mental illness with 
high readmissions to A&E in 1 year by 
hospital (to be decided jointly but perhaps 
4 or more admissions). 
 
Compliance with 4 hour wait targets. 
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6.7 Unplanned Care Framework   
 

e)  Finance and Workforce Implications 
 
The three years from 2010 onwards represent a time of significant financial challenge for 
NHS Greater Glasgow & Clyde and the public sector generally. 
 
We will be operating in the context of requirements for substantial cost savings but with a 
rising demand for NHS services.  We are therefore planning in an environment where we 
have to look at redesign across the whole system of care, working together to manage 
demand and to use all of our resources more effectively.  In implementing the 
Framework we need to develop a detailed financial plan which ensures that the 
outcomes and actions we have set out are supported by the way we use resources.  
Financial planning for unplanned care needs to be an integral part of the Board’s 
financial plan.  The review with Mental Health will contribute to this. 
At this stage, we would be identifying high level financial implications as part of the 
project work and also within the term of 3 years, identify any workforce implications in 
terms of training or service reconfiguration. 
 
f)  Linkages to Inequalities Goals. 
 
We will be working with the Acute in developing EQIAs in regard to the patient pathway 
and at this stage we have still to agree the particular aspect of this which we will carry 
out an impact assessment however it is likely to include access and discharge 
arrangements. 
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6.8 Long Term Conditions Framework 
 

a)  Introduction 
 
The LTC framework does not make explicit demands of the MHP but does highlight the 
need to address the psychological dimensions of LTCs and clearly many LTCs are co-
morbid with significant MH services.  Serious MH problems are LTC themselves – and 
so the MHP approach to the care and support needs of individuals with LTC needs also 
to reflect the spirit of the LTC framework (without unnecessarily duplicating it).  Indeed 
the design of mental health services is one designed to manage long term mental health 
conditions reflecting the core elements of LTC good practice including anticipatory care 
and self care via primary care mental health supports, intensive case management via 
CMHTs and assertive outreach supports, and crisis responses through the crisis teams. 
 
There are thus three dimensions to MH and LTC: 

• supporting those with LTC in terms of their psychological needs,  
• working with partners in acute and primary care for those with both MH and LTCs 

and in an overarching way,  
• providing MH services in a way that is resonant with the LTC framework 

approach. 
 

MHP reporting on work on LTC will be done through the Interface Action Plan to the 
MHP SMT/Committee and MHP input to the LTC Strategy through the HoMH on the LTC 
Steering Group. 
 
b)  Progress Over the Last Three Years 
 
Progress has been achieved in a range of areas including: 
 
• We have been working on QoF elements in relation to SMI and LTC – figures have 

increased from approximately 60%, to over 90% of people being included on QOF 
Registers 

• We have been working on QoF elements on LTC and depression – and now have 
improved data on LES work 

• We have established a MH and PC Interface Group – this Group has been working 
to address the undertaking of a physical health check (via an MCN approach) and an 
action plan is now in place 

• We have taken part in the national Living Better Pilot – CDM and Depression – work 
is ongoing and focus group work is in progress 

• A HoMH links formally into the LTC Steering Group. 
 
 
c)  Planning Context 
 
As background to the work that is being undertaken in respect of primary care, it is worth 
noting that: 
 
• Approximately 30 – 50 % of all people with an LTC also have a MH problem 
• 30% plus of those with SMI, also have an LTC 
• Use of anti-psychotics, (due to associated lifestyle and risk factors (smoking etc)), 

are increased where people have an LTC. 
 

2010-11 - Performance  Dev Plan - v10 - FINAL 11 June 10 
51 



6.8 Long Term Conditions Framework 
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Further work will be required to scope the level of need in a co morbid context and to 
provide guidance on how we best target those most disadvantaged – the immediate 
priority from a MHP perspective would be ensuring that appropriate care and support is 
provided for those on the GP SMI registers.



6.8 Long Term Conditions Framework 
 

d)  1 Year Action Plan 
Outcomes 
 

Actions/Activity Required in 2010/11 Change/Progress/Performance 
Indicator 

Patients have an improved experience of 
care and are empowered to be full 
partners in their care. 
 
(LTC Action Plan CEL23(2009)) 
High Impact Change 1. 

Further development of  the MH and PC 
Interface Group as an MCN for primary 
care and MH issues with specific actions 
to be identified around LTCs and links with 
the LTC MCNs 
 
Completion of the Living Better pilots in 
South East Glasgow and East 
Dunbartonshire and have a specific 
learning, dissemination and action plan 
arising from the pilot – both for these 
areas and Board wide. 
 

Action plan from the Interface Group; 
minutes in terms of inclusion. 
 
 
 
 
Arising action plan following Living Better 
pilot. 
 
 
 
 

A systematic and integrated multi-agency 
approach to LTC care is in place across 
CH(C)Ps. 
 
(LTC Action Plan CEL23(2009)) 
High Impact Change 5 
  

Working through the Interface Group and 
the QoF Group to develop further supports 
for the GMS elements on depression and 
LTC – specific on patient pathways, 
signposting, LES screen guides, PCMH 
information focused on LTCs. 
 

QoF data utilised to report on 
performance. 
 
 

Patients and carers and healthcare 
stakeholders are fully involved in Managed 
Clinical / Care Networks  
 
(LTC Action Plan CEL23(2009)) 
High Impact Change 6 
 

The MHP will seek to include user 
representation within the MH&PC Interface 
Group 
 

Identify user(s). 
 

Information systems support registration, 
recall and review for people with multiple 
conditions,  
 

Through the Interface Group, improve 
working between MH and PC on the 
management of physical illness of those 
with severe MI as per QoF indicators 

MHP report data and QoF data on SMI 
registers. 
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6.8 Long Term Conditions Framework 
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Outcomes 
 

Actions/Activity Required in 2010/11 Change/Progress/Performance 
Indicator 

Data is effectively shared across agencies 
 
(LTC Action Plan CEL23(2009)) 
High Impact Change 7 
 



6.8 Long Term Conditions Framework 
 

e)  Finance and Workforce Implications 
 
No immediate workforce reshaping is anticipated, with the planned actions being 
deliverable within existing financial frameworks.  Further scoping of LESs to improve 
focused/targeted care may however be possible.  
 
 
f)  Linkages to Inequalities Goals. 
 
The work around LTC and MH – especially through Living Better and the MH/PC 
Interface Group is about improving data to better understand the population, is targeting 
disadvantaged groups and is focused on more accessible services.  A range of actions 
described above details these approaches.  Wider MH assessments also aim to 
specifically address the equality strands and are supported by the policy framework and 
input/learning from ISP initiatives in MH. 
 
A focus on users in many instances within the plan ensures engagement, addressing the 
removal of barriers and there is significant activity addressing stigma and discrimination.  
Many actions are also focused on those with multiple disadvantages – e.g., mental 
illness, LTCs and poverty occurring simultaneously. 
 
In this sense, many of the ten goals are inherent in the actions and focus of the work. 
 
EQIAs within the MHP are identified within that policy framework section of the plan. 
 
Specific work needs to be collated on understanding the scale and needs of this 
population.  In part this will be informed by the Living Better work and the QoF data.  As 
part of this work, the different needs of the equality strands should also be identified 
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6.9 Maternity Framework 
 

a)  Introduction 
 
Mental health services provide care to pregnant women, and new mothers who 
experience a range of mental health problems. Primary care mental health services 
provide treatment for a range of mild to moderate mental health problems whilst 
community mental health teams and the specialist peri-natal unit will provide care for 
women with more complex or severe and enduring presentations.  
 
The peri-natal mental health service includes a regional mother & baby in-patient facility 
for the West of Scotland in addition to community services within Greater Glasgow.  The 
service is for mothers who are experiencing severe mental health problems, and also 
supports staff working within primary care & maternity services to support mothers with 
mild to moderate mental health problems.  
 
The specialist community service does not extend to areas out with the former Greater 
Glasgow Health Board area, however staff in CMHTs in other areas provide 
community services for women with severe mental illness during and following 
pregnancy. Advice around medication management and clinical treatment options are 
provided by the peri-natal mental health team. 
 
 
b)  Progress over the Last 3 Years 
 
Peri-natal Mental Health Services have developed close working relationships with local 
maternity services across the Board area. This has allowed staff to contribute to the in-
service Training Programme within Midwifery Services in relation to mild, moderate and 
severe mental health issues.  
 
Maternity liaison services are in place and are currently subject to a review, in 
partnership with maternity services. Within Glasgow City maternity services have 
recently moved to two sites, as a result of this maternity services have agreed to identify 
a Link Midwife for peri-natal mental health on each site. 
 
The Peri-natal Mental Health Team are in the process of  establishing Link CPNs in the 
CMHTs outwith Glasgow,  to improve communication and provide a smooth and 
seamless transition from inpatient to appropriate community follow up.  
 
 
c)  Planning Context 
 
Peri-natal MH services benchmark referrals for maternity liaison on the available national 
figures.  There are on average 12,000 births in Glasgow per year, with a 1% referral rate 
to specialist services suggesting that this is in keeping with the national average. 
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6.9 Maternity Framework 
 

d)  1 Year Action Plan 
 
Outcome Actions/Activity Required in 2010/11 Change/Progress/Performance 

Indicator 
Service design is targeted at vulnerable 
women and their families to reduce the 
health inequalities gap between deprived 
and non-deprived population 

Commencing the pilot of the Baby Triple P 
programme. 
 
 
Complete the review of the current Peri-
natal mental health pathway in conjunction 
with partners, including Health Visiting, 
Primary Care and Midwifery. 

Delivery and evaluation of Baby Triple P 
pilot.  
 
 
Development of monitoring system in 
order to ensure appropriate service 
provision in response to individual need.  
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6.9 Maternity Framework 
 

 
e)  Finance & Workforce Implications 
 
There will be an element of Staff Training required in relation to the implementation of 
the parenting programmes 
 
 
f)  Linkages to Inequalities Goals 
 
Support for vulnerable women and their children. 
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7. CONTRIBUTIONS TO POLICY FRAMEWORKS 
 
 
7.1 Employability  
 
a)  Introduction 
 
Employability has been a core activity of the Mental Health Partnership (MHP) for 
several years and NHS Greater Glasgow and Clyde and Glasgow City Council Social 
Work Services directly fund a range of specialist mental health services and supports 
across the employability spectrum. The aim is to promote recovery and increase access 
to employability opportunities including paid employment for people with mental health 
issues through collaborative working with a range of voluntary and statutory 
organisations.  
 
 
b)  Progress Over the Last Three Years 
 
1. Service Development - The mental health and employment strategy ‘Building 

Pathways to Employment’ has been implemented with a number of strategic actions 
aimed at improving partnership working with health, social care and mainstream 
employability agencies including: 

- An ongoing development programme for existing employment and training 
projects 

- The roll out of a new service model of Work Development Teams (WDT) in the 
5 CHCP areas in Glasgow City that aims to bridge the gap between health 
and social care providers to mainstream and mental health specialist services 
and employability providers. 

- An audit of MH Employability Services funded by NHS GG&C and GCC Social 
Work Services was carried out in 2006 to provide the Mental Health 
Partnership with the means to better understand existing provision. 

 
2. Reporting Structures - In 2007 the MHP Strategic Employability Action Group was 

approved to develop a forum and mechanism in the MHP and across Greater 
Glasgow & Clyde to discuss and develop strategies to ensure the delivery of the 
employability corporate objective.  

 
3. Service User Involvement - In 2008, an event was held showcasing partnership 

projects in Glasgow. Uniquely, this event focused on employability projects 
supporting people to overcome barriers to employment related to mental health 
issues and the role of mental health service users in making these projects a 
success. This event led to a national development led by VOX which is a service 
user led organisation. 

 
4. Partnership Working - In 2008 the Glasgow Works Strategic Mental Health Group 

was formed whose aim was to improve communication, build capacity and 
partnership working with mental health and mainstream employment provision. 
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7.1  Employability  
 

c)  Planning Context 
 
Mental Health and Employability funded services have continued to increase the level of 
activities and employability outcomes as the following charts demonstrate. 
 
Employability Activity 8 of 13 funded services: 2007 2008 20089 
NEW REFERRALS 
Actual 
% increase 

575
 

677 
17% 

688
2%

CASELOAD 
- Sample number of people being supported by activity 

at Dec: 
- Positive Activity 
- Work Preparation 
- In Work 
- Not recorded 
Total 
% increase in overall caseload size 

446

 
 

186 
221 

50 
50 

507 
12% 

328
160

50
50

588
14%

OUTCOME DESTINATION 
- Positive Activity 
- Training 
- Further Education 
- No referred to mainstream employability services 
- Employment and sustained employment 

% increase of employment outcomes
Total

26
6
2
0
4

38

 
20 

1 
0 

10 
24 

 
117 

29
16

8
25
35

31%
180

ADDITIONAL COMMENTS 
 
The figures demonstrate an increased caseload over time and also a shift in the 
balance of outcomes in which more direct employment outcomes are more fully 
represented in the outcome destinations following interventions. 
 
In 2008 53% of people discharged from employability services identified health and 
social care issues as a barrier to progression and this reduced to 37% in 2009 
 
 
 
 
 

2010-11 - Performance  Dev Plan - v10 - FINAL 11 June 10 
60 



7.1  Employability  
 

2010-11 - Performance  Dev Plan - v10 - FINAL 11 June 10 
61 

Caseload at December
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Outcome Destination 2007 - 2009

26

6

2

0
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7.1  Employability 

d)  1 Year Action Plan 
 

Outcomes Actions/Activity Required in 2010/11 Change/Progress/Performance 
Indicator 

Our patients have been given the 
opportunity to maximise their employability 
aspirations. 

Continue to monitor the employability 
performance indicators that have been 
developed by the Mental Health 
Partnership. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Monitoring process in place to record: 
- Number of referrals received from 

CMHT, ESTEEM, Primary Care and 
Health and Social Care Service 
Providers 

- Assessment of barriers preventing 
individuals from engaging and 
progressing 

- Numbers engaged in 
o Positive Activity 
o Education, training, 
o Progress into 

employment and self 
employment 

o Sustain employment and 
sustained self 
employment including 
individuals at risk of 
losing their job 

o Uptake within 
mainstream education, 
training and employment 
provision  

 
 
 
No of patients referred to employability 
advice and outcomes. 
Number of referrals resulting in a positive 
outcome. 
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7.1  Employability 

Outcomes Actions/Activity Required in 2010/11 ce Change/Progress/Performan
Indicator 

Work in partnership with a range of partner 
organisations to ensure that people with 
mental health conditions have access to 
appropriate employability support 
 
Assess the employability aspirations of 
patients and ensure that the majority of 
NHS staff know where and how to refer 
patients for employability advice. 
 
 

• Staff employability competency 
framework developed 

 
 
 
• Directly funded services provide 

access and support to mental health 
services. 

• Employability awareness delivered to 
PCMHT. 

We have supported people claiming 
unemployment and disability benefits into 
NHS jobs. 

Support those who are most 
disadvantaged to access NHS jobs to 
create a workforce which reflects the 
communities we serve.  
 

• Numbers into NHS jobs 
• Numbers of work placements 
• Volunteer numbers and opportunities 
 

We have increased NHS GG&C staff 
retention for people who are at risk of 
losing their job as a result of social 
circumstances or illness. 
 

HR policies support the employability 
agenda, improve retention and support 
career development opportunities. 

• Staff retention rates for people at risk 
of losing job 

• NHS GG&C Occupational Health 
participating in job retention pilot In 
West Dunbartonshire and Renfrew 

 
We have improved the health of our staff 
and actioned the requirements of Health 
Works. 

Embed Health Works into core business to 
deliver the national requirements. 
 

Progress monitoring and reporting on 
national requirements – Heads of Mental 
Health report to Ops Managers Meeting. 
 

We have maximised the organisation’s 
contribution to economic regeneration to 
reduce poverty and income inequality.  
 

New capital investments to contain social/ 
community benefits clauses. 
 
 

Monitor uptake within related training, 
employability programmes and job 
opportunities for people with mental health 
problems 
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Outcomes Actions/Activity Required in 2010/11 Change/Progress/Performa
Indicator 

nce 

We have alleviated the financial 
consequences of illness for patients and 
the impact of financial concerns on 
recovery.   

Assess the financial inclusion needs of 
patients and ensure the majority of NHS 
staff know where and how to refer patients 
for financial inclusion advice. 
 

• Number of patients assessed 
• Monitor number of patients who have 

access to financial advice including 
‘better off’ calculations by monitoring 
clients who access mental health 
employability services.   

 
We have reduced the impact of poverty on 
early years and on those in greatest need. 

Consider financial poverty aspects in 
health improvement programmes 
 
(Funding secured to address Child Poverty 
and Financial Inclusion including mental 
health services). 
 

Evaluation and research by Glasgow 
Centre for Population Health. 
 
 
 



7.2 Health Improvement 
 

a)  Introduction 
 
Although the general focus of the MHP is on the provision of adult mental health 
services, a wealth of evidence is now available on prevention and early intervention, 
pointing to considerable scope for further development in this area.  Within Greater 
Glasgow and Clyde there is already significant mental health improvement activity 
underway, with multiple agencies involved in planning and delivery. 
 
There are major cross-connections for the mental health agenda across all equality and 
inequality themes. Discrimination, disadvantage and marginalisation are often 
contributory factors for poor mental health, which in turn can lead to further 
discrimination.  It is therefore essential that inequalities considerations are integral to 
planning mental health improvement programmes. 
 
 
b)  Progress Over the Last Three Years 
 
Since 2006 / 2007, the MH Improvement Strategy has delivered on a number of key 
areas: 

o Anti Stigma Partnership for Greater Glasgow & Clyde – comprehensive 
programme of activity 

o Health improvement in mental health service settings – innovative programmes, 
drawing on wider agency and community resources 

o Suicide Prevention & Self harm – major developments in terms of staff training, 
policy and service development 

o Mental Health Improvement Networking - The GGC Mental Health Improvement 
Network (a public health network) has been developed to enable and resource 
system-wide planning on mental health improvement. 

 
 
c)  Planning Context 
 
The social and economic costs of mental health problems are substantial.  Prevention 
and early intervention can impact significantly in these areas, especially in the areas of 
stress-related illness, mild to moderate depression and other common mental health 
problems.  Supporting people who have mental health problems to address their 
physical health issues and supporting them and their carers to lead full and active lives 
will have long-term positive benefits on health and well being.   
 
The 2009 launch of Towards a Mentally Flourishing Scotland provided ideal framework 
guidance on developing mental health improvement priorities in Scotland. 
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7.2 Health Improvement 
 

d)  1 Year Action Plan 
 

Outcomes Actions/Activity Required in 2010/11 Change/Progress/Performance 
Indicator 

Tobacco   
i)  We reduce the prevalence of smoking in 
the population. 
 
ii)  We reduce the initiation and uptake of 
smoking in young people. 
 
iii)  We have local tobacco control plans 
linked to national policy and local priorities.
 

Ensure ‘Tobacco Control Action Plan’ for 
MHP agreed by SMT and actioned 

Each in-patient MH service will develop a 
comprehensive health improvement action 
plan, including delivery targets on smoking 
cessation support, in line with Health 
Promoting Health Service policy. 

Tackling Obesity   
i)  We ensure that the prevention and 
treatment of overweight and obesity is 
given prominent recognition as a priority 
for NHSGCC entities and Local authority 
partner organisations. 
 
ii)  We provide an evidence-based 
treatment pathway for adults in all areas of 
the Board’s responsibility  
 
iii)  We provide an evidence-based 
treatment pathway for children in all areas 
of the Board’s responsibility.  

Ensure Physical Health Checks include 
relevant information and advice and 
referral pathways for clinical and 
community based services. 

Each in-patient MH service will develop a 
comprehensive health improvement action 
plan, including delivery targets on weight 
management service referrals, along with 
targets for support on nutrition and 
physical activity programmes. 

Improving MH and Well-Being and 
Reducing Suicides 

  

i)  We provide services and support for 
positive mental health targeting life stages 
and settings: 

o Children and young people, older 

Each CH(C)P will have a Mental Health 
Improvement Action Plan, outlining a 
comprehensive response to TAMFS 
guidance 

Production of CH(C)P MH Improvement 
Action Plans, including local target setting 
for performance and quality assurance. 
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7.2 Health Improvement 
 

Outcomes Actions/Activity Required in 2010/11 Change/Progress/Performance 
Indicator 

adults, communities and 
workplace. 

 
ii)  We reduce the incidence of suicide and 
self harm.  
 

 
 
 
A clear picture of the needs of services in 
relation to child protection compliance in 
meeting the needs of dependent children; 
scoping of information and support needs 
to service users and their carers and in 
particular the needs of young carers 
whose parent has mental health issues 
 
Each CH(C)P will have a clear, targeted 
strategy to include mental health within 
their financial inclusion provision.  GG&C-
wide inequalities sensitive practice 
guidance to be included and referenced in 
all strategies supporting the mental health 
of communities. 
 
GG&C will meet the 50% target for HEAT 
5 target (by December 2010).  Scope and 
map self harm services with view to further 
development after Year 1 
 
The main inpatient mental health units will 
have a targeted, evidence-based physical 
health action planning framework.  These 
will be further developed and implemented 
across all inpatient sites throughout Years 
2 – 3. 
 
 

 
 
 
Development of action plan to protect and 
promote wellbeing of children whose 
parents are affected by mental ill health. 
 
 
 
 
 
Production (or further refinement) of 
mental health improvement action plans, 
including local target setting, and including 
delivery of targeted staff training and 
awareness inputs. 
 
 
 
50% of designated frontline staff trained in 
suicide prevention by 31st December 2010, 
in line with HEAT target requirements 
 
 
Plans developed for each service unit (see 
above). 
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Outcomes Actions/Activity Required in 2010/11 Change/Progress/Performance 
Indicator 

Reducing Alcohol & Drug Related Harm   
i)  We have a comprehensive drugs and 
alcohol prevention and education strategy. 
 
ii)  We address the harmful effects of 
alcohol at individual behavioural level. 
 

Development of health improvement 
programmes for alcohol and drugs, 
including brief interventions, in mental 
health service settings. 
 
Scoping service developments to address 
addictions, mental health and suicide 
prevention issues. 
 

Numbers of staff trained in addictions 
awareness issues; brief interventions 
delivered  
 
 
Completion of addictions, mental health 
and suicide prevention research project 
(contracted research). 
 

Improving Parenting Support   
i)  We reduce the prevalence of childhood 
emotional and behavioural problems and 
improve parental confidence & well - being 
through evidence based population 
parenting programmes. 
 

For mental health service users with 
dependent children, identify parenting 
support needs and devise support 
programme 
 

Development of action plan to protect and 
promote wellbeing of children whose 
parents are affected by mental ill health, 
including parenting support programmes 
 



7.3 Quality – Creating a Person Centred and Mutual NHS 
 

a)  Introduction 
 
Mental Health services have a robust system wide integrated care governance process 
led by the Medical Director for mental health services. The MHP group links to the 
Board’s Clinical Governance Implementation Group. Each local area,  
has its own local care governance structures which link to the system wide MHP group.  
 
Care governance structures are well developed and are responsible for ensuring the 
quality, safety, and effectiveness of mental health services across the Board. In addition 
to the local structures, there are  6 sub groups encompassing;- PFPI, Patient Safety, 
Information Governance, Clinical Training, Prescribing Management, and Legislation. 
 
All local care governance groups & sub groups produce an annual work plan & a report 
on activity focussing on outcomes which are shared with local Ch(C)Ps and the MH 
Partnership. 
 
 
b)  Progress over the Last 3 Years 
 
The MHP PFPI Group co-ordinates patient involvement and works with Acumen & the 
Mental Health Network to encourage and support patient & public involvement. Service 
users & carers are supported to participate in a number of formal committees including 
the MHP Committee, the Senior Management Team, and other meetings. The PFPI 
Group comments on service provision, lessons learned from Ombudsman reports and 
complaints.  
 
Service users & carers have developed a survey that is currently used within in-patient 
services to gather information on the patient experience. A similar survey for eliciting 
carers’ views of services is under development. 
 
There is a robust policy in place for investigating and ‘learning lessons’ from critical 
incidents and a significant number of staff have been provided with root cause analysis 
training. A series of ‘Patient Safety’ events have been held across services and the 
Patient Safety Group contribute to the development and review of the MHP Risk 
Register. 
 
HAI Prevalence rates for mental health services are reported on a bimonthly basis, and 
regular audits conducted as per an agreed schedule.  
 
MH Services have continued to implement the NQIS Food, Fluid & Nutrition standards.  
 
External publications from SIGN, NICE, NQIS etc are reviewed on receipt and 
implications for implementation are then determined through the Care Governance 
Executive Group.  In addition, to review external guidance, the Care Governance Group 
oversee the design, development and implementation of major improvement 
workstreams such as NHS QIS, ICPs, SRI, Mental Health Improvement measures, etc. 
 
As a result of a NPSA Rapid Response Alert a programme of Immediate Life Support 
training has been rolled out to prepare staff to deal with medical emergencies within 
acute in-patient settings.  
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7.3 Quality – Creating a Person Centred and Mutual NHS 
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Legislative requirements in relation to the Mental Health Care & Treatment (Scotland) 
Act, Adults with Incapacity, Vulnerable adults, Childrens Act, MAPPA and other relevant 
legislation are in place. 
 
The Clinical Training group is responsible for developing the Learning & Education plan 
in order to ensure that staff have the necessary skills to deliver services, and that 
priorities are set within this. 
 
Staff within Mental Health Services have been trained in values-based approaches to 
care, which incorporates inequalities, rights based care, and recovery as a central ethos 
 
 
c)  Planning Context 
 
In order to support the work of the PFPI agenda, funding is provide to a range of 
voluntary organisations.  In 2009/10, this amounted to: 
 

• c£235k  Funding to MH Network & Acumen for user led user networks 
• c£30k to GAMH for carer support post.  
• c£750k to Advocacy Projects. 

 
Currently there are 220 volunteers registered within Mental Health Partnerships. 
 
The Care Governance budget incorporates work in areas of prescribing management, 
clinical effectiveness projects and strategic planning, to link to the Research & 
Development Directorate of the NHS Board.  All of these activities are designed to 
improve individual care and treatment.



7.3 Quality – Creating a Person Centred and Mutual NHS 
 

d)  1 Year Action Plan 
 

Outcome Actions/Activity Required in 2010/11 Change/Progress/Performance 
Indicator 

We have a co-ordinated approach across 
the organisation to public involvement, 
person centred care, safety and 
effectiveness with clear accountability and 
measurable impact on patient outcomes. 
 

Review Care Governance Framework & 
reporting arrangements with clear focus on 
patient outcomes. 

Annual report of care governance activity 
reflecting the themes of patient safety, 
governance, person centered effective 
care.  
 
 

We understand and take account of 
patient experience in the planning and 
delivery of services. 
 

Refine the framework for learning from the 
patient experience.   
 
Survey results to be incorporated into day 
to day care. 
 
Carry out survey of carers views on MH 
services 
 
 
Present Reports on local action plans 
developed in response to patient 
experience to PFPI Group. 
 

Patient Survey completed in in-patient 
settings with associated action plan. 
 
Patient experience focus group outcomes. 
 
 
Routine data collection. 
Completed action plans 
 
 

We understand the impact of inequality 
and discrimination on patient experience 
and access. 
 

Implement agreed EQIA programme    
 
Deliver 10 ESC equalities training 
 
Implement the Scottish Recovery Indicator 
Tool 
 

Increase number of completed EQIA’s 
 
Number of staff trained 
 
Number of teams using SRI 

The care we provide is safe and effective 
We minimise errors and harm to patients 
Care is evidence based. 

Develop a plan for the implementation of 
the Scottish Patient Safety Programme 
within mental health services 

Plan completed. 
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Outcome Actions/Activity Required in 2010/11 Change/Progress/Performance 
Indicator 

 Monitor Healthcare Associated infection 
rates within in-patient areas. 
 
Audit compliance with Healthcare 
Environment Inspection standards across 
all in-patient areas 

 

Report completed and associated action 
plan produced 
 
Report and action plan completed 
 

Children and vulnerable adults are 
protected from abuse, harm and neglect. 
 

Audit compliance with child protection, and 
vulnerable adults legislation, and relevant 
Mental Health legislation. 

Self assessment of child protection 
procedures. 
Staff trained in child protection 
procedures. 
Application of the Milan principles of the 
MH Care & Treatment Act and vulnerable 
adults legislation. 
 



7.4 Sustainability 
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a)  Introduction 
 
Many of the proposed actions with respect to sustainability will require behavioural 
change over a long period. To be successful, this requires a long-term approach, taking 
account of the psychology of behaviour change. It will require a combination of 
education and awareness raising, incentives, support for positive attitudes such as role 
modelling, and a framework of policy and legislation.  
 
It is acknowledged that this framework is under developed reflecting the need for more 
dialogue between the MHP and the Corporate NHS functions around respective roles 
and responsibilities and support. 
 
b)  Progress over the Last 3 Years 
 
Requires to be determined corporately 
 
 
 
c)  Planning Context 
 
 
Requires to be determined corporately 
 
 



7.4 Sustainability 
 

d)  1 Year Action Plan 
 

Outcome Actions/Activity Required in 2010/11 Change/Progress/Performance 
Indicator 

We understand the current environmental, 
social and economic impact of our plans 
and actions. 
 
We work in partnership to make sure this 
impact is positive. 
 

Establish baselines for CO2 emissions; 
• requires the identification of methods 

of measurement that are reliable, valid 
and feasible. The concept of ‘carbon 
footprint’ is well-known, but services 
and staff would need advice and 
support to calculate their own carbon 
footprint. 

 
Establish potential for reduction;  
• requires analysis of the processes 

currently producing emissions and 
waste that could be changed. (Some of 
these may be better done by 
centralised expert review; others will 
be better done by teams) 

 
Develop methods to assess sustainability;  
• requires expertise to evaluate the 

relevant activities. Because this 
expertise is not inherently part of 
providing health care, it may have to 
be done in partnership with other 
organisations.  

• Consider partnership with Universities. 
 
Establish arrangements for joint planning 
with LA partners; 
• Identify which topics the NHS should 
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7.4 Sustainability 
 

Outcome Change/Progress/Performance 
Indicator 

Actions/Activity Required in 2010/11 

lead for, and which we should 
contribute to with other organisations 
leading. 

 
We have comprehensive travel plans in 
place which support patients, visitors and 
staff to access services and increase 
opportunities for active travel. 
 

Promote active travel:  
• incentives and creative ideas are as 

likely to come from 'grass roots' as 
from senior managers. An enabling 
framework could support local 
initiatives with local 'champions'. 

 
Consider impact on travel when decisions 
are made:  
• Incorporate into protocols for decision 

making. 
 

 

Our procurement activities minimise 
environmental impact and maximise 
health, social and economic benefits 
 

Development of local suppliers:  
• requires an overview of purchasing 

decisions and opportunities to identify 
key decision makers to take this policy 
forward. 

 
Procurement activity seeks to minimise 
waste:  
Requires the people responsible for 
decisions about resources to have the 
information about the potential for waste in 
the decisions they make 
 
 
 

 

2010-11 - Performance  Dev Plan - v10 - FINAL 11 June 10 
75 



7.4 Sustainability 
 

Outcome Actions/Activity Req Change/Progress/Performance 
Indicator 

 uired in 2010/11 

Estates and Facilities 
 
We have reduced our energy use. 
 
We have increased our energy efficiency. 
 
We have reduced our reliance on fossil 
fuels. 
 
We have reduced waste and increased 
recycling. 
 
We have improved the sustainability of our 
water use 

Reducing energy use:  
• requires an inventory of processes that 

use energy in the service, with 
identification of the highest uses – 
probably transport and heating.  

• To influence behaviour change 
requires people to perceive that they 
have some control of their environment 
(e.g. thermostatic controls) 

 
Increasing energy efficiency:  
• may require an audit of energy 

wastage in each part of the service, 
which would be a long-term goal. In 
the short term it may be possible to 
identify buildings and processes that 
are most inefficient to target for 
improvement. 

 
Explore potential for low carbon/ 
renewable technology:  
• Heating of buildings could be reviewed 

to minimise use of combustion of fossil 
fuels locally; and to maximise the 
output of electrical heating by using 
heat pumps and under floor heating. 
Rainwater harvesting to supply toilets 
may be possible in some existing 
buildings, and should be explored for 
refurbishments/new build, 
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7.4 Sustainability 
 

Outcome Actions/Activity Required in 2010/11 Change/Progress/Performance 
Indicator 

Our plans for new buildings minimise 
negative environmental impact and are 
driven by sustainable, energy efficient 
design. 
 

Meet government requirement to achieve 
required ratings for new build/ 
refurbishments:  
• these will generally be the responsibly 

of the architects commissioned to 
undertake the design, but must be 
essential elements of the design 
specification. 

 
Accommodation strategy:  
• this requires an environmental & 

sustainability impact assessment as 
part of decision making. 

 

 

Our workforce is highly aware of 
sustainability and is supported to act in a 
sustainable way. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Energy awareness:  
• inclusion in individual objectives will be 

relevant for some key staff. 
Identification of sustainability 
champions is desirable for 
appropriately-sized teams. 

 
Sustainability awareness could be 
translated into practical action suggestions 
for teams through reflective practice. An 
example in mental health care is the 
continuation of treatments (both 
medication and other treatments) for 
longer than is required or at higher 
intensities than is required. Review 
processes should prompt people to 
consider whether welfare and safety still 
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Outcome Actions/Activity Required in 2010/11 Change/Progress/Performance 
Indicator 

 
 
We set a leading example of workplace 
practices including diversity, inclusion and 
workplace health. 
 

require the intensity & duration of input. 
 
Continuing performance on diversity:  
• it is not clear that this is specifically 

relevant to sustainability, except 
insofar as diversity improves the 
organisations resilience to a changing 
environment (including social 
environment). 

 
Our community engagement activity leads 
to reduced health inequalities and 
improved social, economic and 
environmental impact 

Community engagement:  
• it is desirable that local communities 

continue to be engaged in service 
development, and that sustainability 
issues are promoted so that the NHS 
is seen as a community leader in 
sustainable planning. 

 

 

 



7.5  Tackling Inequality 

a)  Introduction  
 
The commitment of NHS GG&C to addressing inequalities and health is incorporated 
into the nine transformational themes developed to alter radically the way in which the 
Board functions as an organisation.  It also reflects legislative requirements on race, 
gender, disability, sexual orientation, age and faith.  Compliance with these duties 
requires NHS GG&C to engage more actively in addressing the effects of inequalities, 
and to develop robust structures and systems to support this approach. 
 
 
b)  Progress Over the Last Three Years 
 
Mental Health services have a good track record in delivering services in a way that 
recognises the inequalities faced by various groups in society. Examples of some of the 
inequalities sensitive practice initiatives over the past year include: 
 
Significant anti-stigma activity during the previous year, led by our multi-agency GGC 
Anti-Stigma Partnership, with programme strands including: 
 

• Mental Health Awareness Training for workers in a wide range of agencies 
• Mosaics of Meaning – community conversations work with black and ethnic 

minority communities 
• Sanctuary work – exploring mental health issues for asylum seekers and 

refugees 
• Further development work on the Positive Mental Attitudes secondary schools 

curriculum package 
• Exploratory work on mental health and stigma issues for LGB communities 
• Support for user-led activity, including peer research, such as the Cut the Dash 

research into employment and mental health, SW Glasgow 
• Very active contributions across GG&C into the Scottish Mental Health Arts and 

Film Festival, with over 100 events in GG&C – raising awareness, challenging 
stigma, reducing barriers to help seeking etc 

• Acorn Forensic Project contribution to Scottish Royal Horticulture Show attracting 
anti –stigma award  

 
Recovery based work – GG&C launch of the final version of the Scottish Recovery 
Indicator, which includes overt equalities and user involvement dimensions; for active 
use across mental health services. 
 
Major programmes of work focused on employment support and employability for people 
with experience of mental health problems, coupled with support on issues such as 
financial inclusion. 
 
Communication Support and Language Plan – active dissemination of guidance 
materials for MH staff, including the guide to use of interpreting services; additionally a 
major programme of tailored training for mental health staff on awareness of issues for 
the deaf community, in conjunction with the John Denmark Unit, Manchester. 
 
Development work on equalities resource packs etc for MH staff (part of our Equalities 
Champions initiative); led by multi-disciplinary group in Leverndale Hospital. 
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7.5  Tackling Inequality 

 
Development of gender-based violence action plan for MHP, in line with wider Board 
policy and plans. 
 
Contribution to the work of the Government funded Wah Kin Project focused on mental 
health of older people from the Chinese community in North Glasgow. 
 
Working with Corporate Inequalities team to produce 10 goal Inequalities action plan for 
in-patient services using Forensic services as a working example and South East CHCP 
doing likewise. 

 
 

c) Planning Context 
 
The Directly Managed services within the MHP have a target of 4 EQIA’s to be 
completed this financial year. Below is a summary of the activity against this target. 

 

EQIA Lead Reviewer 

 

Type 

Eating Disorder 
Service 

Stephen Watson Service Area 

Leverndale 
Hospital- In Patient 
Booklet 

Tommy Harrison Service Area 

Forensic Mental 
Health Service 

Tommy Harrison Service Area 

Forensic Advocacy 
Service 

Tommy Harrison Service Area 

Blythswood House 
Service 

Tom Kelly Service Area 

Gartnavel Royal 
Hub Service 

Anne Marie McGill Service Area 

 
Over and above this activity, each Head of Mental Health has been offered support in 
the development of further EQIA’s for all in-patient and directly managed services. Also, 
there are a range of mental health related EQIA’s developed within the CHCP services. 
 
The delivery of EQIA’s has been included in all senior managers’ personal KRA 
objectives 
 
Along with the revised monitoring arrangements for equality plans, we will build in a 
similar process for the delivery of EQIA’s. 
 
The experience to date has shown us that EQIA’s need to be focussed and more 
specific than adopting a service wide approach. For example, the Forensic service EQIA 
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could legitimately have been broken down to areas such Health Improvement, 
enhancing the patient experience, user and carer involvement.   
 
Subsequently, the production of EQIA’s directly related to in-patient services will be 
developed within each of the hospital sites over the next quarter. 
 
There is evidence within the mental health partnership that carrying out the EQIA 
process can support change and make a significant contribution to local practice. For 
example, the EQIA process when adopted into the Leverndale Hospital In-patient 
booklet resulted in 18 changes being made to the booklet to reflect a more inequality 
sensitive document.  Another example of how the process enhanced practice was the 
identification within several EQIAs for the need to introduce training in gender based 
violence, Muslim awareness training, sensory impairment awareness training and 
sanctuary training. The EQIA process highlighted the need for the forensic service to 
review the service initial assessment documentation to ensure that all diversity 
information is captured at source and utilised as part of the care planning process. 
 
Finally, the Mental Health Partnership would as part of the monitoring process described 
above, measure how EQIAs impact on service delivery and design.                    



7.5  Tackling Inequality 

d) 1 Year Action Plan  
 

Outcomes Actions/Activity Required in 2010/11 Change/Progress/Performance 
Indicator 

We have reduced discrimination caused 
by social class, gender, disability, race, 
sexual orientation, age and faith across 
the 10 goals to meet the requirements of 
equality legislation. 
 

Local targets for EQIA, reporting and 
accountability arrangements to be agreed 
with Heads of Mental Health 
 

Establishment by each Head of MH of 
reporting and monitoring arrangements – 
by December 10. 

We have an agreed, systematic approach 
to tackling the health gap. 
 

Produce in conjunction with Corporate 
Inequalities Team,  one in-patient and one 
CHP 10 goal action plan to support local 
services in developing ISP approach and 
activity 
 

Agreement of two plans and use of these 
as exemplar templates to take to local 
services.  
 
Exemplars shared with Heads of MH – 
September 10. 
 

The needs of marginalised groups have 
been addressed to reduce their risk of 
unequal health outcomes. 
 

Agree with Corporate Inequalities team a 
devolved quality assurance process for all 
Mental Health EQIAS. 
 
 
 
Strengthen the Inequalities Practice 
Development Group for Mental Health 
focussing on training, EQIA Quality 
Assurance and share learning on local 
initiatives 
 

Evidence of EQIA’s across MH services. 
 
Production of an agreed Quality 
Assurance process, agreed with Corporate 
Inequalities Team – by September 10. 
 
Holding of quarterly meetings with 
identified programme of work and 
evidence of delivery. 
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7.6 Unpaid Care 
 

a)  Introduction 
 
The MHP recognises and supports the important role of carers within mental health services at 
both a strategic and individual level. Mental health services aim to work in partnership with 
carers in order to provide a service that takes account of their needs, and recognises their 
contribution to the quality of care provided.  
 
 
b)  Progress over the Last 3 Years 
 
In order to help support and involve carers in the development of services, a carer’s 
development post has been funded. This post is currently hosted within Glasgow Association of 
Mental Health. This development has helped to establish local carers’ networks within the Board 
area. Carer representatives are involved in a number of local care governance groups, and are 
a key component of the PFPI structures. A specific sub-group of the PFPI group led by carers 
focuses on carer involvement, experience, and the development of user focussed outcome 
measures.  
 
At an individual level, carers are identified through the use of the Single Shared Assessment 
process and informed of their right to specific assessment of their needs by the local authority. 
 
Local mental health services hold regular carer support groups that provide information and 
support to members. Intensive family support and education is a key component of care within 
early intervention services such as ESTEEM, and specific evidenced based family interventions 
are available. Staff have been trained in order to identify carers’ needs, and the development of 
Crisis services within mental health has helped to support patients and carers and avoid 
unnecessary admission to hospital. 
 
 
 
c)  Planning Context  
 

Key themes include: 
 

- reshaping care and shifting the balance to focus on maintaining people’s 
independence and care at home.   The role of carers in supporting that is 
significant and there are future challenges as need for care increases; 

- the essential role which carers play in keeping people in their own homes and 
preventing crises, and the need for them to be supported by good quality, 
accessible, flexible information and support, and by well trained and informed 
health and social care professionals; 

- the development of supported self care to ensure individuals who are able to 
manage their own conditions.   Carers have a key role in providing support, and 
require support themselves;  

- the fact that carers are a diverse group of people and individual needs have to be 
identified and responded to. Caring can have a significant impact on individuals` 
health and ability to access services, and the burden of caring is disproportionate 
for different groups, for example, women.   
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7.6 Unpaid Care 
 
 
d)  1 Year Action Plan 
 
 

Outcome 
 

Actions/Activity Required in 2010/11 Change/Process/Performance Indicator 

We have a comprehensive programme of 
training and information support available 
for carers. 
 

Identified contact staff within Inpatient 
Services who provide support and training 
to carers 

Numbers of staff trained.  
 
Number of events / contacts with carers. 

Carers are fully supported in their caring 
role. 
 

Complete survey of carer’s experience of 
services, and further develop action plan 
in light of findings. 
 

Survey completed and outcomes reflected 
in an agreed Action Plan.   

We understand and respond to the impact 
of caring on health, wellbeing and 
economic status. 
 

Further develop local carers networks in 
partnership with voluntary & statutory 
services  

Increased number of carer support 
networks. 
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8. EFFECTIVE ORGANISATION 
 
 
8.1 At the beginning of February 2010, the Director of the Mental Health Partnership 
 formally signed off the final version of the Planning Framework for Adult Mental Health.  
 This Framework set out the policy, priorities and outcomes for NHS adult  mental health 
 services delivered primarily through the Mental Health Partnership and CH(C)Ps  for the 
 3 year period 2010-2013. 
 
8.2 This Development & Performance Plan now builds on the themes set out in this 
 Framework, and will in essence be used at the core business plan of the MHP for 
 20010/11. The content of the Plan has been approved by the MHP Senior 
 Management Team 
 
8.4 At an operational level, the progressing of the content of the Plan will be enacted 
 through the business workplan of the Senior Management Team / Operational 
 Managers group, in conjunction where appropriate with local planning groups etc. 
 
8.5 From a governance perspective, progress against the aims and objectives of the  Plan 
 will be monitored on a quarterly basis throughout the year by the  Performance 
 Assurance Group, with this then forming the basis of the accountability report to the 
 MHP Committee, which is in turn a sub-committee of the NHS Board. 
 
8.6 At both operational and governance levels, there will be an opportunity to identify 
 any organisational development needs in support of the Plan, with these being 
 incorporated as appropriate within a separate Organisational Development Annual 
 Workplan. 
 
 
9. FINANCE AND WORKFORCE 
 
  
9.1 The GG&C financial savings targets of 2% from each NHS organisational unit, require 
 savings for 2010/2011 of c£3.2m.(MHP & CHP’s combined) The savings levels for future 
 years are still to be confirmed but if these remained at 2% per year this would require a 
 further £3.2m saving per year. 
 
9.2 Our approach to realising these savings is informed by the following principles and 
 approach: 

 
• The need to retain a balance of care that ensures community capacity to sustain 

lower levels of inpatient bed use 
• Release of funds through reduced levels of inpatient beds whilst seeking to 

protect the capacity of community services to sustain lower levels of bed use 
• Release of fixed costs from inpatient services 
• Reducing overall management and infrastructure costs 
• Reviewing and maximising the effective deployment and targeting of community 

services  
• A range of selective reductions which seek to minimise the impact on service 

users 
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9.3 However it is likely that the cumulative level of savings may not be deliverable without 
 going further than the areas set out in the bullet points above. Further work is currently in 
 progress to review the level of savings delivered by the approaches set out above, and 
 further proposals will be developed as necessary to ensure compliance with financial 
 balance and savings targets. 
 
9.4 To assist with quantifying what this level of savings means without specifying a particular 
 course of action it may be helpful to illustrate the cost of some of the major service 
 building blocks: 
 

An inpatient ward = c£1m 
A CMHT = c£1.5m 

 
 Workforce 
 
9.5 Spend on staffing represents c76% of all spend. 
 
9.6 The major proposals around reconfiguration of inpatient services, and the development 
 of community services in Clyde, affected c640 staff of whom all but 129 people have 
 already been successfully redeployed. 
 
9.7 The potential inpatient reconfiguration proposals under discussion for adult mental 
 health in Greater Glasgow are considerably more modest affecting an estimated 94 staff. 
 
9.8 On the basis of staff turnover experienced in the last 12 months these staff should be 
 able to be redeployed. There will however be protection and relocation costs to absorb.  
 
9.9 Over the last 20 years the progressive shifts in balance of care have seen closure of 
 c2000 beds as long term care has increasingly been reprovided in community settings. 
 This means there is substantial local experience in active redeployment and retraining of 
 staff to match staffing requirements and competencies to this progressive and ongoing 
 shift in the balance of care.  
 



ADULT MH 2010/11 PERFORMANCE AND DEVELOPMENT PLAN 
MENTAL HEALTH PARTNERSHIP APPENDIX 1

QUANTITATIVE PERFORMANCE FRAMEWORK APPLICABLE TO CH(C)PS (for the contribution of services they manage) 
& MHP RE OVERALL WHOLE SYSTEM ASSURANCE & LEADERSHIP

1. Delivery of effective care, treatment and support   2. Timely access to care in appropriate settings
Indicators related to outcome actual benchmark variance source frequency Comments

Average length of stay per bed model BOXI/BM qrtly By CHCP/CHP
6 mnths + l.o.s levels of bed use per bed model BOXI/BM qrtly By CHCP/CHP
level of primary brief care interventions in development
level of primary care advice/signposting contacts in development
Admissions per bed model BOXI/BM qrtly By CHCP/CHP
Reduced admission rates per 100k over time per bed model BOXI/BM annually Reflects improved mngmnt of crisis in community settings 
Average daily occupied bed use per bed model BOXI/BM qrtly By CHCP/CHP

low levels of use of compulsory powers reflects acceptability/engagement
Community Treatment orders as % of all compulsory treatment n/a Scottish Bmrkg annual Compared to other Board areas; proxy for community balance of care
ratio of voluntary inpatients to compulsory inpatients n/a Scottish Bmrkg annual Compared to other Board areas; proxy for acceptability of care to users

3. Efficient & effective deployment of resources sustains service capacity in period of financial constraint : quality of care/patient experience indicators
Indicators related to outcome actual benchmark variance source frequency Comments

readmissions per HEAT definition GG ave BOXI/BM qrtly By CHCP/CHP
readmissions as % of all admissions GG ave BOXI/BM qrtly By CHCP/CHP
% readmissions within 28&133 days n/a S Bmrkg annual Compared to other Board areas
low levels of boarding as quality indicator n/a BOXI/BM annual GG wide
Delayed discharges n/a BM qrtly GG&C
Delayed discharges per 1000 popn n/a Scottish Bmrkg Compared to other Board areas

4. Improving the quality of life for those who have a mental health problem
Indicators related to outcome actual benchmark variance source frequency Comments

Employability indicators
Nos engaged in positive activity; education; training annual Greater Glasgow data only
Nos progressing to employment//self employment annual Greater Glasgow data only
% of CMHT caseload getting GP annual physical health check QOF data ?

5. Strengthened approaches to prevention of mental illness
Indicators related to outcome actual benchmark variance source frequency Comments

level of primary brief care interventions in development
level of primary care advice/signposting contacts in development
compliance with suicide training HEAT target By CHCP/CHP
compliance with anti depressant prescribing HEAT target By CHCP/CHP/NHS entity

6. Improved promotion of Mental Health & Well Being : population health indicators
Indicators related to outcome actual benchmark variance source frequency Comments

Suicide rates per 100k population Scottish Bmrkg annual Compared to other board areas; population health indicator
IB claimants per 1000 with MH diagnosis Scottish Bmrkg annual Compared to other board areas; population health indicator
Relative risk of death for people with SMI compared to general 
population Scottish Bmrkg annual Compared to other board areas; population health indicator
GG&C population health survey Mental well being indicators 3 yearly comparison over time



MENTAL HEALTH PARTNERSHIP
ADULT MH 2010/11 PERFORMANCE AND DEVELOPMENT PLAN 

MENTAL HEALTH CONTRIBUTIONS TO OTHER PLANNING & POLICY FRAMEWORKS

7.  Acute Services Planning Framework
Indicators related to outcome actual benchmark variance source frequency Comments

Train 50% of A&E staff in suicide prevention; for acute reporting but 
MH to see this 250 annual Sub-set of HEAT Target; for acute reporting but copied to MHP

8.  Alcohol & Drugs Planning Framework
Indicators related to outcome actual benchmark variance source frequency Comments

50% of PCMHT staff to be trained in ABI by March 11 50%
12% of front line Adult CMHT staff  PCMT staff to be trained in ABI 
by March 11 12%

5% of Adult In-Patient MH staff to be trained in ABI by March 2011 5%

9.  Children & Young People Planning Framework
Indicators related to outcome actual benchmark variance source frequency Comments

Reduction of adolescent admissions to adult MH wards 30 qrtly

10.  Primary Care Planning Framework
Indicators related to outcome actual benchmark variance source frequency Comments

Numbers of people accessing advice PIMS To be developed in year
Numbers of people accessing 1:1 psychological therapies PIMS To be developed in year
Delivery of Anti-Depressant prescribing HEAT Target QOF

NOTE:  Table details quantitative measures.  Other deliverables will be developed in-year
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