ABERDEENSHIRE INTEGRATION JOINT BOARD
WEDNESDAY, 28 AUGUST, 2019 AT 10.00 A.M.
Your attendance is requested at a meeting of the ABERDEENSHIRE INTEGRATION JOINT
BOARD to be held in THE MEMBERS’ LOUNGE, WOODHILL HOUSE, ABERDEEN on
WEDNESDAY, 28 AUGUST, 2019, AT 10.00 A.M.

21 August, 2019

To:

Adam Coldwells, Chief Officer
Aberdeenshire Health and Social
Care Partnership

Mrs R Atkinson (Chair), Councillor E A Stirling (Vice-Chair), Councillor A M Allan,
Ms A Anderson, Ms J Duncan, Ms R Little, Provost W Howatson, Councillor A Ross,
Councillor D Robertson, and Ms S Webb.

Contact Person:-

Jan McRobbie, Legal and Governance, Aberdeenshire Council
Tel: 01467 538371
Email:- jan.mcrobbie@aberdeenshire.gov.uk
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PUBLIC SECTOR EQUALITY DUTY
GUIDANCE FOR INTEGRATION JOINT BOARD (IJB) MEMBERS

What is the duty?
In making decisions on the attached reports, IJB Members are reminded of their legal duty
under section 149 of the Equality Act 2010 to have due regard to the need to:(i)
(ii)
(iii)

eliminate discrimination, harassment and victimisation;
advance equality of opportunity between those who share a protected
characteristic and persons who do not share it; and
foster good relations between those who share a protected characteristic and
persons who do not share it.

The “protected characteristics” under the legislation are: age; disability; gender
reassignment; pregnancy and maternity; race; religion or belief; sex; sexual orientation; and
(in relation to point (i) above only) marriage and civil partnership.
How can IJB Members discharge the duty?
To ‘have due regard’ means that in making decisions, IJB Members must consciously
consider the need to do the three things set out above. This requires a conscious approach
and state of mind. The duty must influence the final decision.
However, it is not a duty to achieve a particular result (e.g. to eliminate unlawful racial
discrimination or to promote good relations between persons of different racial groups). It is
a duty to have due regard to the need to achieve these goals.
How much regard is ‘due’ will depend upon the circumstances and in particular on the
relevance of the needs to the decision in question. The greater the relevance and potential
impact that a decision may have on people with protected characteristics, the higher the
regard required by the duty.
What does this mean for Integration Joint Board decisions?
IJB Members are directed to the section in reports headed ‘Equalities, Staffing and Financial
Implications’. This will indicate whether or not an Equality Impact Assessment (EIA) has
been carried out as part of the development of the proposals and, if so, what the outcome of
that assessment is.
An EIA will be appended to a report where it is likely that the action recommended in the
report could have a differential impact (either positive or negative) upon people from different
protected groups. The report author will have assessed whether or not an EIA is required. If
one is not required, the report author will explain why that is.
Where an EIA is provided, IJB Members should consider its contents and take those into
account when reaching their decision. IJB Members should also be satisfied that the
assessment is sufficiently robust and that they have enough of an understanding of the
issues to be able to discharge their legal duty satisfactorily.
For
more
detailed
guidance
please
refer
to
the
following
link:http://www.equalityhumanrights.com/uploaded_files/EqualityAct/psed_technical_guidance_
scotland.doc
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ABERDEENSHIRE COUNCIL
INTEGRATION JOINT BOARD
WOODHILL HOUSE, ABERDEEN, 19 JUNE, 2019

Integration Joint Board Members:
Ms R Atkinson, (Chair); Councillor A Stirling (Vice-Chair); Councillor A Allan;
Ms A Anderson; Ms J Duncan; Provost W Howatson; Ms R Little; Councillor
D Robertson; Councillor A Ross; and Ms S Webb.
Integration Joint Board Non-Voting Members:
Dr C Allan; Mr A Coldwells; Chief Officer; Mrs S Kinsey; Mr M McKay;
Dr M Metcalfe; Mrs A Mutch; Mr I Ramsay; and Mr A Sharp, Chief Finance
Officer.
Officers:

Mrs S Campbell, Mrs K Davidson, Ms K MacLennan, Mrs A MacLeod,
Mr P Matthews, Mr M Ogg, Ms J Raine-Mitchell, Ms K Reagan, Ms A Richert,
Mr M Simpson, Mrs S Strachan, and Mrs A Wood, Aberdeenshire Health
and Social Care Partnership (AHSCP); and Miss M Mackay and
Miss J McRobbie, Aberdeenshire Council.

Apologies:

Ms J Gibb; Mr D Hekelaar; and Mrs I Kirk.

In Attendance: Ms P Gowans, Moray Integration Joint Board; and Mr A Stephen, Aberdeen
City Integration Joint Board.
1. DECLARATION OF MEMBERS’ INTERESTS
The Chair asked for Declarations of Interest. No declarations were made.
2A. STATEMENT OF EQUALITIES
In making decisions on the following items of business, the Joint Board agreed, in terms of
Section 149 of the Equality Act, 2010:(1)

to have due regard to the need to:(a)
eliminate discrimination, harassment, and victimisation;
(b)
advance equality of opportunity between those who share a protected
characteristic and persons who do not share it; and
(c)
foster good relations between those who share a protected characteristic and
persons who do not share it.
2B.

EXEMPT INFORMATION

The Joint Committee agreed that the public and media representatives be excluded from the
meeting for Item 16 of the business, on the grounds that it involves the likely disclosure of
exempt information of the class described in paragraph 7 of the Categories of Exempt
Information, found at Appendix 2 of the Standing Orders of the Integration Joint Board.
3.

MINUTE OF MEETING OF INTEGRATION JOINT BOARD OF 20 MARCH, 2019

There had been circulated and was approved as a correct record, the Minute of Meeting of
20 March, 2019.
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4.

ACTION LOG

There had been circulated a report by the Chief Officer providing updates on matters which
had been instructed at the meeting on 20 March, 2019, relating to workforce planning, formal
consideration of the Action Plan in response to the Director of Public Health’s Annual Report,
and the potential joint working with the Diocese of Aberdeen on the creation of dementia
friendly communities.
There was discussion of how the workforce planning issues were being progressed, and how
the Partnership’s actions complemented those of NHS Grampian, and the Joint Board agreed
to note the updates provided.
5.

CHIEF OFFICER’S UPDATE

There had been circulated a report by the Chief Officer, providing updates on (a) resilience
plans being established, particularly in the areas of commissioned services in the event of
Brexit, with the UK currently to leave the European Union on 31 October, 2019, or before; (b)
the continued monitoring of the Four Seasons care home situation, with care management
ready and able to support residents and families should the service be disrupted; (c)
commending staff and support services for their prompt action on 13 May, 2019, when the
Ythanvale Care Home’s 29 residents had been successfully evacuated to Ellon Resource
Centre for a fire incidence; (d) the preparation for the delivery of palliative care, rehab and
enablement, and short-term, intermediate, and respite care at the Schivas Wing, Ythanvale;
(e) progress of the Public Health Reform, with decisions made on 2 May, 2019 regarding the
establishment of the new national organisation, Public Health Scotland, considering the core
and specialist workforce requirements; (f) the key messages of the Aberdeenshire Community
Planning Partnership (CPP) annual report October 2017 – October, 2018; (g) the end of the
payment card project on 28 June, 2019, and its implementation since January 2019, with net
savings to budgets from the recovery of surplus funds from Direct Payment Accounts standing
at over £1.1million, including the 2019/2020 recovery of £182,000 to date; and (h) the award
of an “Enlightened Approach” Scottish Social Work Services award by the Shared Lives Team
for their work in enabling people with a wide range of vulnerabilities to live independent and
fulfilling lives.
The Joint Board heard further from the Chief Officer of the continuing networking and
engagement in the development and refresh of the dementia strategy.
There was discussion of successful fire incident response, of the Shared Lives Team’s
excellence in achieving the Scottish Social Services award, and the positive outcome of the
Payment card project and the Joint Board agreed:(1)
(2)
6.

to congratulate staff in both Ythanvale Care Home and the Shared Lives Team for their
achievements in making the theory real for people on the ground; and
in all other respects to note the terms of the update.
BUDGET THRESHOLD AND EQUIVALENCY MODEL FOR CARE AT HOME –
OLDER PEOPLE AND PHYSICAL DIABILITY SERVICE

With reference to the Minute of Meeting of 29 November, 2017, (Item 3), there had been
circulated a report dated 28 May, 2019 by the Partnership Manager (South), requesting
consideration of proposals for the charging principles and criteria for the Care at Home, Older
People and Physical Disability Service and detailing the history of the original charges
proposal, linked to the budget threshold setting of Self Directed Support.
Having heard further from officers of the consideration which had been given to the proposals,
required to meet the needs of users as assessed, and not what was affordable by the authority,
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and intended to provide staff with increased certainty in applying the guidelines equitably,
there was discussion of the impact on budgeting; the inclusion of care from family to
complement assessed need; the challenges in providing services across the geography of
Aberdeenshire, necessitating the consideration of alternative methods of provision, including
technology solutions and joint working with third sector providers; the inter-relationship with
acute service provision with the increasing ambition of maximising care at home, which may
be more costly to provide in the home environment; and whether the situation would be kept
under review and reconsidered if there were negative feedback from practitioners.
The Joint Board agreed:(1)
(2)
(3)
(4)

the continuing application of the budget threshold and equivalency model as detailed in
the report;
the development of additional guidance on the application of a budget threshold and
equivalency for Care at Home Services to be used by Care Management staff;
that the approach be applied to all new requests for support as of August 2019; and
the rationale for reasonable exceptions to the budget threshold and equivalency model,
as detailed in the report.
7.

UPDATE ON RESHAPING CARE PROGRAMME BOARD

There had been circulated a report dated 29 May, 2019, by the Partnership Manager (South),
providing an update on the progress of the reshaping care at home programme board,
focusing on the freeing up of internal home carers for rehabilitation and enablement work; the
resources obtained with ARCH interfacing with the Virtual Community Wards (VCR); the
slower than wished progress on technology enabled care, now being taken forward in terms
of Florence, (for the remote monitoring of, and reporting on, long term health conditions ) and
the “Attend anywhere” remote appointment schemes; and the integrated, multi-disciplinary
team role, now utilising a single assessment tool through a shared portal, in the absence of a
shared IT system; and working with housing colleagues in terms of the provision of appropriate
accommodation, whether sheltered, very sheltered, care homes, or care at home.
Having heard from the Partnership Manager that the pace of enablement was now picking up,
and that, overall, despite some areas of frustration in timescale of process, he felt that the
Reshaping Care work was providing positive outcomes for the communities of Aberdeenshire,
with emergency hospital admissions lower than other parts of Scotland, there was discussion
of the requirement to ensure sufficient future resources, both technological and staff, to
support the process; the culture shift in service user expectation needed with the change to
enablement priorities; ongoing dialogue with the Robert Gordon University regarding the need
to reconsider and refine professional qualifications, in addition to the increasing concentration
on staff skills development the provision of online learning packages for Health & Social Care
staff and third sector providers; and the wider issue of the continuing challenge in recruitment
and retention of staff in some areas.
The Joint Board agreed:(1)
(2)

(3)
(4)

to commend staff on the progress in developing Reshaping Care, demonstrated by an
excellent suite of approaches to fulfil one of the main strategic priorities;
that additional information be provided as to who sits on the Project Board, and
identifying whether any freeing up of resources by the new ways of working could be
reapplied to other areas of reinvestment in service provision;
that further reports analysing performance information and providing updates on specific
projects be submitted as appropriate; and
to note the addition of new projects, as detailed in the report, to the Reshaping Care
Programme, on Delayed Discharge Action Plan, Management Systems and Data
Recording, and E-Frailty.
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8.

PRIMARY CARE IMPROVEMENT PLAN (PCIP) – YEAR 2 IMPLEMENTATION
PLAN 2019/20

There had been circulated a report by the Partnership Manager (Central), providing an update
on progress with the Primary Care Improvement Plan, Year 2 Implementation Plan 2019-2020,
as required to be approved by the GP Sub-Committee and the Joint Board in advance of being
submitted to the Scottish Government.
Having heard further from officers of the benefits of being involved in the national workstreams
which were progressing this matter, and of the advantages of the key relationship with the GP
Sub-Committee, which facilitated the practical consideration of the matter, and also of the
good working relationship with colleagues in Acute Care, which was the complementary sector
of provision, there was discussion of workforce issues, including recruitment and retention,
and also financial issues associated with the redesign of primary care as required.
There was discussion of the model being proposed in the Western Isles; the situation with
staff transfers in practices – where the staff would mainly have a change of employer and be
transferred under Transfer of Undertakings (Protection of Employment) Regulations 2006
(TUPE) conditions (on their existing terms and conditions), with little disruption to their daily
working patterns; the potential role of pharmacists in the approval of repeat prescriptions; and
the financial shortfall, currently being discussed at national level at the Local Negotiating
Committee, between the existing funds and what was anticipated to be needed to support the
revised structures.
The Joint Board agreed:(1)

(2)
(3)

to approve in principle, pending any final amendments made following formal comments
from the GP Sub-Committee, the draft Primary Care Improvement Plan (PCIP) for 19/20
as detailed in Appendix 1 to the report, and delegate to Chief Officer, in consultation with
Chair and Vice-Chair, approval of the final document prior to submission to Scottish
Government;
to acknowledge the challenges of delivery of the PCIP, particularly within required
timescales; and
to commend staff and partners on their joint working in a difficult area.
9.

MINOR INJURY UNITS REVIEW

With reference to the Minute of Meeting of 20 June, 2018, (Item 7), there had been circulated
a report by the Partnership Manager (Central), presenting the proposals for the redesign of
Minor Injury Units (MIUs) in Aboyne, Banff, Huntly, Stonehaven, and Turriff, the outcomes of
local group discussion, based on location, demand and activity, practitioner competency, and
ongoing sustainability.
The Joint Board heard from officers of continued focus on assurance over patient safety and
staff safety, the interface with Acute Care colleagues to ensure urgent care could be provided
in rural areas, and discussions with staff on how best to apply existing resources to provide
the best services to local communities who had demonstrated, through various engagement
methods, their clear valuing of the existing facilities which had led to recommended options
for four of the sites.
There was discussion of the differing presentations to the MIUs and a potential for
misunderstanding that MIUs were able to provide urgent and emergency care for a wider
range of conditions than those appropriate to MIU provision, with associated risk to patient
and staff safety, and concerns were expressed that MIUs were being used as an alternative
to other methods of delivery, such as GMeds, and NHS24; the continuing confusion promoted
by misleading archaic signage in some locations; the impact on in-patient provision where MIU
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and in-patient were staffed by single nursing team; the challenges in ensuring adequate
competency to provide the necessary services; the underlying Duty of Care which meant that
any real emergency presentation would be supported to the best of abilities and resources;
the need for better signposting of services and awareness of how the vulnerable in
communities might still be best supported to access the necessary care from the appropriate
providers; and the requirement to ensure that de-skilling does not become an issue for
community hospitals, impacting on recruitment and retention.
The Joint Board agreed:(1)
(2)
(3)
(4)
(5)
(6)
(7)

(8)
(9)

to commend staff and partners, the communities, for the continuing work undertaken
during the review of MIUs and their participation which has informed the findings;
to welcome the recent work undertaken in the communities of Aboyne, Banff, Huntly,
Stonehaven, and Turriff to develop options for the Minor Injury Units in these areas;
to approve Option 3, as recommended by the Aboyne Local Implementation Group that
the Aboyne Minor Injury Unit be open 08.00 – 22.00, seven days per week;
to approve Option 1, as recommended by the Huntly Local Implementation Group that
the Huntly Minor Injury Unit be open 24 hours, seven days per week;
to approve Option 3, as recommended by the Stonehaven Local Implementation Group
that the Stonehaven Minor Injury Unit be open 08.00 – 22.00, seven days per week;
to approve Option 3, as recommended by the Turriff Local Implementation Group that
the Turriff Minor Injuries Unit be open 08.00 – 18.00, seven days per week;
that further work be continued to review existing and new data with local team and
Friends of Chalmers Hospital group so that they can develop confidence in the
recommendations for the Banff Unit, and that these be brought back to the IJB in August
2019;
that Directions be issued to NHS Grampian to implement the options supported for
Aboyne, Huntly, Stonehaven, and Turriff; and
that the situation be monitored after implementation and reported to the Joint Board as
appropriate.
10.
NHS GRAMPIAN SERVICES (DELEGATED) WHICH ARE HOSTED WITHIN
ABERDEENSHIRE, ABERDEEN CITY AND MORAY INTEGRATION JOINT BOARD

With reference to the Minute of Meeting of 12 December, 2018 (Item 14,) the Chair, on behalf
of the Joint Board welcomed Pam Gowans, of the Moray Integration Joint Board, and Alex
Stephen of the Aberdeen City Integration Joint Board to the meeting which thereafter heard in
detail from officers of the hosted services, as detailed in the report from the Chief Officer.
Having heard from the Officers that the report would be considered, in turn, by each of the
three Joint Boards, covering services hosted by specific Integration Joint Boards on behalf of
the others, covering six specialties in Aberdeen Royal Infirmary and delegated community
services which could range from small to significant budgets with proportionate risk, and
highlighted the role of the North East Partnership Group in directing strategic planning for the
six specialist services which was an evolving process but would be based on outcome
framework, and strive to keep flexibility to preserve local provision.
There was discussion of the need for wide-spread engagement even when services were
hosted in a specific locality and the need for the Integration Joint Board to be assured in
considering the detail of the hosted services.
The Joint Board agreed:(1)

to endorse the approach set out for the monitoring and performance management of
delegated services which are hosted by one of the three Integration Joint Boards on
behalf of the other two Integration Joint Boards;
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(2)

(3)
11.

that the North East Partnership meet four times per year and await a further report from
officers on a proposed role and remit for this meeting; and
that the detail of the services be considered at the July development session and
reported formally to a subsequent meeting of the Joint Board.
ABERDEENSHIRE PASSENGER TRANSPORT NETWORK REVIEW MEMBER
OFFICER WORKING GROUP – EXPANSION OF MEMBERSHIP

With reference to the Minute of Meeting of Aberdeenshire Council’s Infrastructure Services
Committee of 16 May, 2019 (Item 11), there had been circulated a report dated 27 May, 2019
by Aberdeenshire’s Director of Infrastructure Services, providing details of the Council’s
Passenger Transport Network Review Member/ Officer Working Group, and requesting the
appointment of a member of the Integration Joint Board to represent Health & Social Care on
the expanded membership of the Working Group.
Having heard from the Principal Officer, Transportation, Aberdeenshire Council as to the
evolution of the Working Group from looking at supported bus services to make them more
sustainable in the medium to long term the wider impact on social inclusion had led to the
recommendation that representatives from the Council’s Education and Children’s Services
Committee and the Integration Joint Board, the Joint Board agreed unanimously to appoint
Councillor Stirling as its representative to the Working Group.
12.

ABERDEENSHIRE ADULT MENTAL HEALTH AND WELLBEING STRATEGY,
2019 – 2024

With reference to the Minute of Meeting of 12 December, 2018 (Item 9), there had been
circulated a report by the Partnership Manager (North), recommending the approval of the
Aberdeenshire Health & Social Care Partnership’s Adult Mental Health and Wellbeing
Strategy 2019 – 2024 and its attendant Delivery Plan 2019 -2021, informed by an extensive
engagement in summer and autumn 2018 with key stakeholders, including those with “lived
experience”, Health & Social Care Partnership staff, third sector organisations, and members
of the public. The engagement had taken place via an online survey, face to face focus
groups, and briefings to the 6 Aberdeenshire Area Committees, garnering the participation of
approximately 630 people in all.
Having heard further from officers of the anticipated positive impact across all protected
characteristics, the already planned increase in number of mental health workers across
Aberdeenshire, there was discussion of the interface with the developing Learning Disability
strategy, as 40% of that group were known to have associated mental wellbeing issues;
common national trends in the consideration of provision; the known links to detrimental life
style behaviours; increasing evidence of stress across workforces and employers’
responsibilities for support in addition to the promotion of self-management coaching; the
stigma associated with mental unwellness as opposed to physical health issues; the separate
work being undertaken to develop a strategy for children transitioning from children to adult
care services; the role of the Scottish Association for Mental Health (SAMH) across
Aberdeenshire, with its contract to be reviewed at its two year point; and ongoing discussions
with Council colleagues and local GP Practices on integration of mental health and wellbeing
with both the Council’s culture and sport service and with GP prescribing leisure and
recreational activities as support.
The Joint Board agreed:(1)

to approve the Aberdeenshire Health & Social Care Partnership (AHSCP) Adult Mental
Health and Wellbeing Strategy 2019 – 2014 as detailed in Appendix 1 to the report,
subject to the potential addition of more illustrative narrative to explain case studies;
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(2)
(3)

to approve for implementation the Adult Mental Health and Wellbeing Strategy: Delivery
Plan 2019 – 2021, as detailed in Appendix 2 to the report; and
to commend officers on the excellent work in developing the strategy.

Arising from consideration of the above, the Chief Officer advised that this would be Mr
Matthews, Strategic Development Officer, last presentation to the Integration Joint Board
before he took up the post of Policy Officer (Mental Health) with Health and Social Care
Scotland, supporting the Chief Officers Group on mental health policy research and
engagement.
The Chair, on behalf of the Joint Board, thanked Mr Matthews for his work in supporting the
Partnership to date, and wished him all the best in his new post.
13.

RISK MANAGEMENT POLICY

There had been circulated a report dated 7 May, 2019 by the Partnership Manager (Strategy
& Business Services), requesting consideration, for formal adoption, of a Risk Management
policy, citing the outcomes of an Internal Audit report of February, 2019 which had noted that
the previous, cross-sector Risk Management Policy of 2016 had not been formally approved
by Aberdeenshire Integration Joint Board. Having heard from officers that the proposed policy
had been reviewed, updated, and streamlined; and that the Health & Social Care Partnership’s
Senior Management Team considered the matter regularly, with any items classified as high
risk being reported to the Joint Board, usually in terms of sustainability of services and
workforce, there was discussion of when Risk Registers would be formally in place, and how
such registers were established and assessed; and the processes of two way dialogue which
would inform them, with the register to link to the Joint Board’s Strategic Plan and its four
priorities.
The Joint Board, noting that risk management had been, and would again be, discussed in
detail at informal development sessions agreed to approve the Risk Management Policy as
appended to the report.
14.

FINANCIAL OUTTURN 2018/19

There had been circulated a report dated 11 May, 2019, by the Chief Finance Officer, setting
out the final financial monitoring position for the year 2018 - 2019 of the activities for which
the Integration Joint Board was responsible.
The meeting heard from the Chief Finance Officer of the key areas of budget pressure which
had led to the formal request to partners for additional resources, including out of area
packages and care of the elderly, both need based care and so impossible to forecast in
detailed accuracy on an annual basis; and that a balanced budget had been approved in
March 2019 for the 2019 – 2020 financial year, with the first summary report to be considered
at the August meeting of the Joint Board. There was discussion of whether there was any
direct connection between commissioned care costs and the “savings” made to the Acute
sector provision by reducing bed blocking and reducing delayed discharge, with an increase
in care costs of 160% in 2018 – 2019, unheard of in previous financial years; the recent Audit
Scotland national report which evidenced that not all demands and services were funded
adequately.
The Joint Board agreed:(1)
(2)

to note the financial position as set out in the report and Appendices 1 and 2;
to approve the budget adjustments as detailed in Appendix 3 to the report;
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(3)
(4)

to formally request that NHS Grampian and Aberdeenshire Council fund the reported
over-budget position for the year ended 31 March, 2019; and
to commend officers for achieving a balanced budget in the current financial context.
15.
ABERDEENSHIRE HEALTH AND SOCIAL CARE PARTNERSHIP
PERFORMANCE AND OUTCOMES FRAMEWORK QUARTER 4 REPORTING –
JANUARY TO MARCH 2019

There had been circulated a report dated 24 May, 2019 by the Partnership Manager (Strategy
& Business Services), providing performance information against the Board’s strategic
priorities for the period January to March, 2019 and also reporting, as a matter of exception,
those indicators which were currently at a red status, failing to meet local targets and outwith
tolerances.
The Joint Board heard from officers that whilst performance was mainly good at both national
and local outcomes, there were areas not showing improvements, one example being the
rising level of attendance at the Emergency Department for which there was, as yet, no
determined explanation; of considered refinements to the reporting process for
Aberdeenshire’s Communities and Area Committees, which often met before the information
had been considered by the Integration Joint Board itself; and of ongoing discussions to
ensure that the data requested could be provided meaningfully.
There was discussion of how any comments from the Council’s Area and Communities
Committee might be best reflected back for Joint Board consideration, as currently the
timetable of presentation impacted on the information which the Joint Board received from
stakeholders and how this timetable could be best organised to maximise its usefulness whilst
reserving the Joint Board’s ownership, and potential to have first sight of any information
shared in another, public, domain.
The Joint Board agreed:(1)
(2)
(3)

to note the Performance Quarter 4 reporting and performance against the Strategic
Commissioning Plan by Exception as detailed in the report;
that the report be circulated to Aberdeenshire Council’s Area Committees for their
information and reflection, with any feedback shared with the Joint Board members; and
to defer consideration of the sequencing of reporting between the Council’s Committees
and the Joint Board and seek informal input from various members before submitting a
proposal for IJB consideration.
16.

SUPPLEMENTARY WORK PLAN – PROCUREMENT APPROVAL

With reference to the Minute of Meeting of 12 December, 2018, (Item 16), there had been
circulated a report dated 28 May, 2019 by the Chief Officer, requesting consideration of the
addition to the Work Plan 2019 – 2020 of an additional piece of work relating to the proposed
contract HSCP013, Peer Support Service, for a period of 24 months, from October 2019 to
September 2022, at a total contract cost of £625,000.
There was discussion of the outcomes expected to be delivered and how they might best
match strategic priorities and the Joint Board agreed:(1)
(2)

(3)

to approve the work plan as detailed in Appendix 1 of the report;
to note that the Business Case, having a value of less than £1,000,000, has been
approved by the Chief Officer but may still be reserved for approval by Aberdeenshire
Council’s Communities Committee before the appropriate Direction is implemented;
to Direct Aberdeenshire Council to procure, on behalf of the Integration Joint Board, the
services as detailed in the Work Plan;
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(4)
(5)
(6)

to note that the contract requirements proposed aligned with the Strategic Plan,
Outcome 5: - Health and social care services contribute to reducing health inequalities;
to note that, in relation to the requirement of a Direction, the budget for the proposed
services has already been identified within existing budgets; and
that officers report on the impact of delivery to a future meeting of the Joint Board.
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ABERDEENSHIRE COUNCIL
INTEGRATION JOINT BOARD
WOODHILL HOUSE, ABERDEEN, 17 JULY, 2019

Integration Joint Board Members:
Ms R Atkinson, (Chair), Councillor A Stirling (Vice-Chair), Councillor A Allan,
Ms A Anderson, Ms J Duncan, Councillor D Robertson, and Ms S Webb.
Integration Joint Board Non-Voting Members:
Dr C Allan; Mr A Coldwells; Ms J Gibb; Mr D Hekelaar; Mrs S Kinsey; and
Mr I Ramsay.
Apologies:

Provost Howatson; Ms R Little; Mrs I Kirk; Mr M McKay; Dr M Metcalfe;
Mrs A Mutch; Councillor A Ross; and Mr A Sharp.

Officers:

Ms A McLeod, Mr M Ogg, and Ms S Strachan, Aberdeenshire Health &
Social Care Partnership); and Jan McRobbie, Aberdeenshire Council.
1. SEDERUNT AND DECLARATION OF MEMBERS’ INTERESTS

Apologies were intimated on behalf of Provost Howatson; Ms R Little; Mrs I Kirk; Mr M McKay;
Dr M Metcalfe; Mrs A Mutch; Councillor A Ross; and Mr A Sharp.
The Chair asked members for declarations of interest from both voting, and non-voting,
members. No interests were declared.
2. STATEMENT OF EQUALITIES
In making decisions on the following item of business, the Joint Board agreed, in terms of
Section 149 of the Equality Act, 2010:(1)

to have due regard to the need to:(i)
(ii)
(iii)

eliminate discrimination, harassment and victimisation;
advance equality of opportunity between those who share a protected
characteristic and persons who do not share it; and
foster good relations between those who share a protected characteristic and
persons who do not share it.

3. ABERDEENSHIRE HEALTH AND SOCIAL CARE PARTNERSHIP (HSCP)
PERFORMANCE AND OUTCOMES FRAMEWORK: ANNUAL PERFORMANCE REPORT
2018/2019
There had been circulated a report dated 27 June, 2019 by the Chief Officer, requesting
members consideration of the draft annual performance report 2018/2019.
Having heard further from Mr Coldwells of the report’s structure which followed national
guidance and sought to demonstrate Best Value in delivering on the Partnership’s strategic
planning commitments and balancing these within available resources; with a supportive
narrative which reflected the organisational structure and ambitions of the Partnership, before
highlighting delivery on the five key strategic areas, enlivening specifically required reporting
matters with vignettes and illustrations, which showed how the intent was being evidenced on
the ground for the people and communities of Aberdeenshire.
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There was discussion of the specific working of the foreword; the improvement in providing
definitions of terminology in some of the graphs; the need for the Board to be provided with
evidence of the consideration of iMatter staff survey outcomes in informing local empowered
team improvement action plans; the ongoing work to ensure that staff were provided with
feedback on the survey outcomes and ensure that participation and feedback were honest
and frank; the scoring in staff engagement on organisational questions which were particularly
high given the size of the staffing complement across both health and social care; the standard
of achievement in Aberdeenshire’s Health and Social Care Partnership, compared to national
reports; and how best tackling inequalities and similar issues may be expressed in future
iterations of the report.
The Joint Board agreed:(1)
•
•
•
(2)

(3)
(4)
(5)

to delegate to the Chief Officer, in consultation with the Chair and Vice Chair, the
amendment, as undernoted, of the Annual Report, for submission to NHS Grampian and
Aberdeenshire Council;
Page 3 - paragraph 3 - replacement of the word “hope” with “believe”;
Insertion of a cross-reference to the location of the National Performance Indicators in
the Appendix; and
Additional clarification on the definitions in the “Our Vision” diagram;
that staff across the Health and Social Care Partnership be commended for their day to
day quality delivery on the strategic priorities, supporting the ambition to be the best, not
just the best in Scotland;
to commend the report authors for the production of an informative and easy to read
Annual Report’;
that future iterations of the report consider the reporting on targets set and outcomes
achieved narrative more explicitly in areas such as tackling inequalities; and
following the analysis of the 2019 iMatter survey which had recently concluded, officers
report to the Joint Board on the individual team action plans.
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ABERDEENSHIRE INTEGRATION JOINT BOARD
AUDIT COMMITTEE
WOODHILL HOUSE, ABERDEEN, 19 JUNE, 2019
Audit Committee Members:
Provost W Howatson (Chair), Ms A Anderson, Councillor D Robertson, and
Ms R Little.
Apologies:

Mr D Hekelaar; and Mrs I Kirk.

Officers:

Mr A Coldwells, Chief Officer; Mr A Sharp, Chief Finance Officer; Mr D Hughes,
Chief Internal Auditor, Aberdeenshire Council; Ms A MacDonald, Audit
Scotland; and Ms J McRobbie, Committee Officer.
1. SEDERUNT AND DECLARATION OF INTERESTS

Apologies were intimated on behalf of Mrs Inez Kirk and Mr David Hekelaar, non-voting
members.
The Chair asked for declarations of interest; no interests were declared.
2. STATEMENT OF EQUALITIES
In making decisions on the following items of business, the Audit Committee agreed, in terms
of Section 149 of the Equality Act, 2010:(1)

to have due regard to the need to:(a)
(b)
(c)

(2)

eliminate discrimination, harassment and;
advance equality of opportunity between those who share a protected
characteristic and persons who do not share it; and
foster good relations between those who share a protected characteristic and
persons who do not share it.

where an Equality Impact Assessment was provided, to consider its contents and take
those into account when reaching their decision.
3. MINUTE OF MEETING OF AUDIT COMMITTEE OF 25 FEBRUARY, 2019

There had been circulated, and was approved as a correct record, the Minute of Meeting of
25 February, 2019.
Arising from consideration of the above, it was noted that for the session on 21 August, which
would consider the Audited Accounts, Ms Rachel Little would attend as Vice Chair of the
Committee as Ms Amy Anderson had submitted her apologies for this date.
4.

QUORUM AND UPDATED TERMS OF REFERENCE

With reference to the Minute of Meeting of 25 February, 2019, (Item 4,) there had been
circulated a report dated 3 June, 2019 by the Chief Finance Officer, providing updates on the
proposed quorum and updated terms of reference for the Audit Committee, as approved by
the Integration Joint Board of 27 February, 2019. The Committee noted that, (a) since the
meeting, Mr Tony Cox had resigned from the position of public representative on the Joint
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Board and so there was no need to further adjust the number of non-voting representatives
from the two originally approved; (b) that there was no need to expand the quorum for the
Committee, unless this could encompass an additional member from each of the voting
partners; (c) recommending minor adjustments to the Terms of Reference to be considered
by the Integration Joint Board; and (d) confirming that Ms Amy Anderson would be the Vice
Chair.
The Committee agreed:
(1)
(2)
(3)
(4)
(5)

to note that Mr Tony Cox had stepped down from the Committee;
to note that non-voting members cannot count towards the quorum of the meeting;
that quorum arrangements remain as three voting members of the Committee;
to recommend the amended Terms of Reference, as detailed in Appendix 1 to the report,
to the Integration Joint Board for approval; and
to appoint Ms Amy Anderson as Vice Chair to the Committee.
5. ABERDEENSHIRE ADULT PROTECTION ACTION PLAN

With reference to the Minute of Meeting of 25 February, 2019, (Item 12), there had been
circulated a report dated 6 June, 2019 by the Lead Social Worker, Aberdeenshire Health &
Social Care Partnership, providing an update position on the implementation of the
Aberdeenshire Adult Protection Action Plan. The report indicated that of the 29 action points,
14 had been completed, with 13 on target to complete on timescale, and with two progressing
but with slight delays.
Having noted the Adult Protection Committee also had oversight of the successful delivery of
the Action Plan, the Committee agreed:(1)
(2)
(3)

to acknowledge and note that all action points on the plan were progressing or
completed;
to commend the work to date by the Aberdeenshire Adult Protection Partnership, in
relation to the plan; and
that the Action Plan Exception Report be submitted to the Social Work and Clinical
Governance Group, as part of current scrutiny and governance arrangements.
6. INTERNAL AUDIT ANNUAL REPORT 2018/19

There had been circulated a report dated 10 June, 2019 by the Chief Internal Auditor,
requesting the Committee’s consideration of the activities of the Internal Audit function, as
detailed in the Annual Report 2018/19.
Having heard further from the Chief Internal Auditor of the planned work undertaken across
NHS Grampian and Aberdeenshire Council, which had given reasonable assurance of the
adequacy and effectiveness of the Board’s framework of governance, risk management, and
control in the year to 31 March, 2019, there was discussion of (a) ongoing dialogue with
officers of the Partnership in respect of recommendations arising from the audits detailed in
Appendix C to the report, with updates since publication to be reported to the next meeting of
the Committee; (b) the current challenges of working across partner organisations with
differing Schemes of Governance and delegations to officers, in the absence of a Partnership
scheme; and (c) the impact of continuing maturity and evolution of the Integration Joint Board
in the implementation to the letter of some Internal Audit recommendations.
The Committee agreed:(1)

to note the Internal Audit Annual Report 2018/19;
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(2)
(3)
(4)

to welcome the Internal Auditor’s confirmation of the organisational independence of
Internal Audit;
to welcome the assurance that there had been no limitations to the scope of Internal
Audit work in 2018/19; and
to welcome a progress update to the next meeting.
7. INTERNAL AUDIT REPORTS

There had been circulated a report dated 31 May, 2019 by the Chief Internal Auditor containing
information on two audits relating to health and social care functions, being (a) the Joint
Equipment Store (Report 1845 – May 2018) and (b) the National Care Home Contract (Report
1930 – March, 2019) and rehearsing the different audit trails for each across the two partners’
committee structures.
The Committee heard from the Chief Internal Auditor that, in respect of the Joint Equipment
Store, all recommendations had been met in a positive response to Audit, with a sole
remaining recommendation on course to be implemented by the due date of July, 2019, and
that Aberdeenshire Council’s Audit Committee had visited the store and been assured of a
good and well-developed service.
In respect of the National Care Home Contract, Mr Hughes indicated that whilst some issues
had been identified, there had been a positive response by staff in working with Internal Audit
to apply the recommendations agreed.
There was discussion of the timetable for the implementation of the procurement
recommendations and the Chief Internal Auditor advised that while the action may not be fully
completed by July, 2019 as programmed, he was confident that the recommendation would
be implemented as soon as practicably possible.
Being assured, the Committee agreed to note the updates and assurances provided.
8. PWC INTERNAL AUDIT PROGRESS REPORT 2018/19 - EXTRACT FOR
ABERDEENSHIRE INTEGRATION JOINT BOARD
There had been circulated a report by PWC, as Auditors to NHS Grampian, identifying three
audits which had implications for the Integration Joint Board, being (a) unscheduled care and
discharge pathways; (b) health and safety governance; and (c) governance structures, in
particular those relating to hosted services.
The Committee heard from the Chief Finance Officer as to the timescales of the various
matters having been considered, and there was discussion of (i) the use of figures from Dr
Gray’s, Elgin, as opposed to Aberdeen Royal Infirmary, in respect of the unscheduled care
and discharge pathways; (ii) the need to consider, in due course, any correlation between
discharge and pressures on residential care and care at home;(iii) the current consideration,
by senior management teams across the three North East Integration Joint Boards, of the
proposed alignment of health and safety governance with the NHS Grampian PAIR model
(Performance, Assurance, Improvement & Risk) and reassurance given that the matter was
already considered on a monthly basis in terms of a common process report by
Aberdeenshire’s Health & Social Care Partnership’s management team; and (iv) the reasons
why the Hosted Services meetings had, to date, never been formally Minuted.
The Committee agreed:(1)

to note and welcome the assurances given of work undertaken, or ongoing, to implement
the recommendations agreed with PWC as Auditors to NHS Grampian; and
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(2)

that future reports be presented with a cover report, highlighting the specific implications
for Aberdeenshire Health & Social Care Partnership.
9. ABERDEENSHIRE INTEGRATION JOINT BOARD INTERNAL AUDIT PLAN
2019/20

There had been circulated a report dated 18 April, 2019 by the Chief Internal Auditor,
presenting his Audit Plan for 2019/20, and reporting that the proposed work relating to the
Adult Social Care Services had been reported to, and approved for their interest by,
Aberdeenshire Council’s Audit Committee on 20 March, 2019.
There was discussion of how topics were identified for investigation, (a) including
consideration of management risk registers to assess what was perceived to be important,
knowledge accumulated over experience of previous areas of interest, and high level
governance issues; (b) the areas where the Partnership could be considered as a single entity
and where it required to be considered as its two separate partners in terms of both risk and
delivery of priorities; (c) national work ongoing on the issuing of Directions instructing either
the Council, or the Health Board, to undertake specific activities on the Partnership’s behalf;
(d) the experience of joint working across two separate bodies which had not impacted
negatively as an operational barrier even in the early days of integration in North East
Scotland; and (e) the evolution of risk registers for the Integration Joint Board itself.
The Committee agreed to approve the 2019/20 Internal Audit Plan, at Joint Board level ,with
its focus on (i) data legislation; (ii) service standards; and (iii) partnership governance.
10. PROGRESS REPORT ON THE 2018/19 AUDIT – REPORT BY THE
EXTERNAL AUDITOR
With reference to the Minute of Meeting of 25 February, 2019, there had been circulated a
report by Audit Scotland, providing an update on progress with the 2018/19 audit of
Aberdeenshire Integration Joint Board, including action on agreed recommendations from the
2017/18 audit.
The Committee heard further from Ms MacDonald (a) that the main focus of the current audit
was on systems, with CareFirst well known across local authorities as being challenging in
both keeping up to date and generating figures which could be automatically input to accounts,
without requiring additional checking by officers, and the impact of delays in payments and
potentially cash flow problems, to providers; and (b) that the three remaining actions from the
2017/18 audit had been completed.
There was discussion of the process being investigated nationally for a new system, the
consideration of the appointment of additional specialised administrative staff to support care
practitioners to mitigate against delays; the latitude afforded by service providers to allow the
Partnership more than the standard 28 payment days without taking enforcement action; the
possibility of delay in payment due to changes mid-contract which were under dispute with the
service providers; and the establishment of a local working group to consider the matter in
operational detail.
The Committee agreed to welcome the ongoing work to meet External Audit
recommendations and commend staff for those which had been concluded.
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11. UNAUDITED ANNUAL ACCOUNTS FOR THE YEAR TO 31 MARCH, 2019
There had been circulated a report dated 28 May, 2019 by the Chief Finance Officer,
presenting the unaudited annual accounts for the year to 31 March, 2019 which identified a
surplus of £1.405,000, reflecting a deficit against the revenue budget of £3,137,000, which
would require the drawdown of additional contributions from both partners; and the
establishment of a reserve fund of £1,405,000, reflecting slippage in earmarked Scottish
Government funds for Primary Care Improvement and Action 15 funding for mental health
workers.
Having heard further from the Chief Finance Officer that the unaudited reports would be
submitted, on his signing off on the statement of responsibility and balance sheet, to Audit
Scotland for their consideration, there was discussion as to whether the document was an
accessible commentary reflecting the story of Aberdeenshire’s Integration Joint Board for
2018/19, covering the big issues and risks and explaining how these were managed, and of
the unaudited accounts and their supporting narrative.
The Committee agreed to approve, for onward submission to Audit Scotland, the unaudited
accounts as detailed in the Appendix to the report.
12. AUDIT SCOTLAND REPORT ON HEALTH & SOCIAL CARE INTEGRATION ABERDEENSHIRE SPECIFIC ISSUES
With reference to the Minute of Meeting of 25 February, 2019, (Item 10), there had been
circulated a report dated 3 June, 2019 by the Chief Finance Officer extrapolating, from a
national Audit Scotland report on Health and Social Care Integration, 9 Aberdeenshire specific
issues from the total 16 listed in the report; four directed to integration authorities in partnership
with NHS Boards and Councils, and five directed to the Scottish Government in addition to
Integration authorities, NHS Boards and Councils. An action plan, addressing each of the
issues, was appended to the report. It was highlighted that the timing of the report was
fortuitous, synchronising with a Ministerial Steering Group review on the progress of
integration.
The Committee heard further from officers as to their assessment of Aberdeenshire’s making
reasonable progress towards addressing the issues flagged in the Audit Scotland report,
particularly in the areas of strategic planning, long-term finance, information-sharing across
partners, and the improvements in performance reporting.
There was discussion of the timescales within which action points might be achieved, and
commendation for the joint working by partners in Aberdeenshire as the organisation
continued to evolve, and the Committee agreed:(1)
(2)
(3)

to commend the joint working to address the 9 issues relevant to Aberdeenshire
Integration Joint Board as identified in the Audit Scotland report;
to await with interest the outcomes of the Ministerial Review; and
to approve the format of reporting for application as a standard cover report for any
future national audit reports.
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ABERDEENSHIRE INTEGRATION JOINT BOARD
ACTION LOG – 28 AUGUST 2019

Meeting when
Discussed

Item Title

Decision

Action/Owner

Target Date for IJB

Update

20 March 2019

(5) Chief Officers Update Workforce

IJB keen to spend some
time in a development
session with special
consideration on
recruitment, retention and
developing new roles.

Mike Ogg

September

Scheduled in programme.

19 June 2019

(6) Equivalency Model

Exploration of Primary
Care and other teams,
especially Acute, to further
develop the model.

Iain Ramsay

October

Iain Ramsay pursuing
through Reshaping Care
Programme Board
alongside Acute sector.

19 June 2019

(7) Reshaping Care Update

Aim to have a joint report
with Housing at December
Communities Committee
with this report shared with
IJB in October or
November.

Iain Ramsay

October

Working with housing to
schedule most appropriate
date with IJB for
discussion.

19 June 2019

(9) Minor Injury

• Ensure signage is
correct at each site.
• Work with communities
to ensure knowledge of
what services can be
appropriately attained
from each facility.
• Review the
implementation and
come back to IJB.
•

Angie Wood

November

Activity as scheduled.

Jo Raine-Mitchell

October

Angie Wood

December
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ACTIONS RECENTLY REMOVED FROM THE ACTION LOG
Meeting when
Discussed

Item Title

Decision

Action/Owner

Target Date for IJB

Update

20 March 2019

(8) Public Health and
Community Justice (our
Aberdeenshire response to
the DPH Annual Report)

The presentation and
discussion was very
helpful - the IJB want to
consider the Action Plan &
time-line required to “make
a difference”, as set out in
the discussions for
reducing offending & reoffending; how to improve
planning for release.

Mark Simpson

August

Re-scheduled, in
discussion with Chair and
Vice, to come to IJB in
October.

20 March 2019

(12) Dementia
Development and support for
some local communities
developing support for
dementia

Make contact with diocese
– see how we might tie in
with their work on
exploring dementia
friendly communities.

Jo Raine-Mitchell

April

Completed - contact made
and shared information.

27 February 2019

(6) Risk Register

Mike Ogg

March 2019

Completed.

Local contacts with Local
Population building on
work which has started.

Location Managers /
Partnership Managers to
engage more with
population.

Part of ongoing and
forward approach.

Update to come to IJB in
September 2019 alongside
update on Locality
Planning.

Ensure we have staff
briefed and available for
face to face meetings
where required to support
our users.

Partnership Managers/
Kathy Davidson/
Kelly MacLennan

For the issue of letters.

In place.

Risk on workforce –
sustainable and new roles.
Can we reflect the new
committee Mike Chairs
concerning sustainable
workforce within risk plan.

27 February 2019

(7) Charging Policy
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Meeting when
Discussed

Item Title

Decision

Action/Owner

Target Date for IJB

Update

27 February 2019

(10) Annual Report

Circulate last year’s
Annual Report.

Angela MacLeod

Immediate

Completed.

27 February 2019

(14) Docman Optimisation

Require evaluation to
come back to IJB.

Angie Wood

Following one year of
implementation

N/A.
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REPORT TO ABERDEE2019NSHIRE INTEGRATION JOINT BOARD –
28 AUGUST 2019
CHIEF OFFICER’S UPDATE
NORTH CORRIDOR UPDATE
Aberdeenshire Health and Social Care and Aberdeen City Health and Social Care
Partnerships continue to work together in developing Primary Health and Community
Care Services to the populations residing in the communities of Bucksburn, Dyce,
Balmedie, Blackburn and Newmachar which have historically had their primary care
services delivered by City Practices.
Following a working group meeting held with Scottish Government representatives
on 30 May 2019, they provided feedback and further guidance and we have now
refreshed the initial agreement timeline. The final draft of this initial document will be
presented to the NHSG Board in early October. The work will then progress to
prepare an outline business case and, ultimately, the full business case.
Our teams are currently engaging with Healthcare Planners to determine clinical and
operational requirements and we continue to develop service strategies and models
of care moving forward and progress with discussions on elective care and treatment
and diagnostic services.
Work has been ongoing with scoring potential site options however our main focus is
to develop our models of care and ensure our Health and Social Care Teams across
the areas are working jointly to assess and meet the needs of the residents across
the North Corridor areas. Further workshops will be arranged over the coming
months to build on this work to develop integrated models of care and progress
developments through the Primary Care Improvement Plan. We will continue to liaise
with community councils and elected members and engage with our communities,
having an awareness and understanding of what matters to the residents accessing
our services.

Community Health in Partnership (CHiP) Project update
IJB received a copy of the external evaluation of the CHiP project along with a
report on the options for this service at the meeting on 27th February. From this
meeting, it was agreed that a new grant agreement be put in place with AVA for a
6-month period for a reduced service model of 3 CHiP Officer posts plus the
manager post. The focus of the work for the CHiP Officers would be the four areas
identified in the external evaluation as the successes of the project. It was also
agreed that taking account of the recommendations in the evaluation, the Health
and Social Care Partnership should develop a service specification for delivery of a
similar service and ask colleagues in social care procurement to progress the
tendering for this. It was estimated that this activity would take a minimum of 6
months to progress. The Partnership would be able to determine the budget
available for this service and the specifics of what is to be delivered.
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A proposal for continuation of the service was received from AVA in March 2019.
This proposal focused on an appropriate range of strategic objectives over the 6month period from April to October 2019.The cost of the proposal was:
Costs for 6 months extension
Direct employment costs
Redundancy costs
Staff travel
Staff other
CHiP general
Contribution to o/head
Total

£64,500
£11,800
£7,300
£500
£7,000
£10,400
£101,500

The proposal was approved by the Integrated Care Fund group and an action plan
detailing the work to be undertaken during the six- month extension was submitted
to the H&SC Partnership. As anticipated however with a short-term grant agreement,
staff delivering the services started to look for other posts and although AVA was
offered the opportunity to continue the service past the expiry date for the grant
agreement, understandably AVA has decided that the service will end either on or
prior to the expiry date and the staff will look for more permanent opportunities. The
Partnership would however like to take this opportunity to recognise the role that the
CHiP Officers and Manager have had in bringing a fresh perspective, assisting with
achievement of the priorities and contribution to effective joint working.
Development of a service specification for a replacement service has not yet
happened for several reasons:
•
AVA submitted a proposal to the Integrated Care Fund for the enhancement
of the existing Development Officer service requesting that a Direct Award be
considered. From discussion with colleagues in social care procurement and
the Chief Officer, a Direct Award could not be supported as there is no
evidence that a replacement for the CHiP service could not be delivered by
another organisation.
•
Some of the work that was undertaken through the CHiP project has now
been included in the Direct Award to AVA for their core Third Sector Interface
(TSI) responsibilities including representation on the Strategic Planning
Group, the Programme Boards and the Integrated Care Fund group.
•

Given that the locality structure is now well developed and there are
increased opportunities for the health and social care teams to work with
local groups , there is an opportunity for the Partnership to review what is
required going forward in terms of capacity building for the Third sector and
local groups .

•

There are also opportunities for the Health and Social Care Partnership to
consider how existing partnerships such as Community Planning and
individual Council services are already contributing to the development of
community capacity
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It is proposed that a report on the findings from the above and a recommended way
forward be brought to the IJB in December.

Review of SAMH
The social work contracts team, supported by mental health practitioners, have
begun a contract review of the mental health services commissioned from SAMH, a
report will be available to the IJB in due course.

Update on appointment of representative carer on the IJB
Work is progressing with regards to the appointment of carer and public
representation to both the Integration Joint Board and the Strategic Planning Group.
In order to inform and support this process a meeting was recently held with
representatives from carer support organisations and the third sector. As a result of
this there will be wide promotion of the positions available and we will work with the
third sector and communities, including community councils, to identify potential
candidates. Those who express interest will have an opportunity for further
discussion about the posts to ensure expectations from both sides are clear and then
we will seek guidance from the IJB as to whether interviews are required based on
the level of interest received.
We expect to have people in all positions by the end of the year, focusing on getting
the recruitment right and finding the right people.

Delayed Discharge
The Integration Joint Board has, over its whole life-time, had a very active interest
and key leadership role in the number of people who are a delayed discharge in
hospital. The IJB has received regular reports detailing the improvement actions and
cross-system improvement planning and levels of delays which are present within
the system. Officers have always been clear that they would, in addition to the
routine reports, report, by exception, ensuring that the IJB are always appropriately
sighted on the delayed discharge issue.
The number of people delayed at the census point increased in July to 54 people
from the June figure of 40. It is believed that this is a seasonal change and anticipate
rapid improvement in the number of people delayed. Analysis by the team indicate
that the main challenge is in securing care home placements. The team are exploring
some ‘best practice’ from other areas following a webinar in August. The IJB will be
kept fully informed of progress.
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Grampian Wide Strategy Development
Work is underway across Grampian in order to develop strategies to ensure
sustainable development around services for Mental Health & Learning Disability,
Palliative & End of Life Care and Care of Older People.
The Mental Health & Learning Disability and Palliative & End of Life Care strategies
are currently open for consultation and the partnership are encouraging contributions
through our networks and partners. The Care of Older People consultation is due to
open in September. A formal partnership response will be developed in response to
each consultation and IJB members will have sight of these for comment before they
are formally submitted.
Link for Mental Health & Learning Disability
http://www.nhsgrampian.org/nhsgrampian/InvolvingYou.jsp?pContentID=10231&p_a
pplic=CCC
Link for Palliative & End of Life Care
http://www.nhsgrampian.org/nhsgrampian/files/PEOLCFrameworkFinalDraftForCons
ultation.pdf

Adam Coldwells
Chief Officer
Aberdeenshire Health and Social Care Partnership
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REPORT TO ABERDEENSHIRE INTEGRATION JOINT BOARD – 28th AUGUST
2019
FINANCE UPDATE AS AT JUNE 2019
1

Recommendation
The Integration Joint Board (IJB) is recommended to:

1.1 Consider and comment on the financial position set out in the report at 4.3
and Appendices 1 and 2;
1.2 Consider the progress towards achieving the proposed savings in Appendix
2; and
1.3 Approve the budget adjustments detailed in Appendix 3.
2.

Financial Implications from 2018/19

2.1 The draft annual accounts for 2018/19 were presented to the IJB Audit Committee
on 19th June 2019 and are currently being audited by Audit Scotland with an
expected sign off at the Audit Committee meeting scheduled on 21st August 2019.
2.2 The accounts show an overspend against the IJB revenue budget for 2018/19 of
£3.137 million. This position has now been covered by funding being received
from both Partners (Aberdeenshire Council and NHS Grampian).
2.3 The IJB revenue budget for the 2019/20 financial year was agreed in March 2019
by the IJB. A balanced budget was set which matched the total resources
available to the IJB with planned expenditure. In setting this position, it was
recognised that:-

-

The agreed revenue budget was based on a number of assumptions and
estimates that would only be confirmed with the passage of time.
An agreed savings plan of £2 million was included in the budget, with some
risks around the deliverability of this.
The main areas of financial challenge from 2018/19 were likely to reoccur but
that actions would be taken to mitigate cost pressures with the aim of delivering
a balanced financial position.
The strengths of the partnership and integration between the IJB, NHS
Grampian and Aberdeenshire Council is important as actions taken by the IJB
can impact on the costs of partners’ in other areas. The balance between
positive operational outcomes and constrained financial resources will
continue to be discussed to achieve the most beneficial position for all partners.
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3.

Risks

3.1

IJB Risk 1 Sufficiency and affordability of resource.

3.2

This report is key to managing this risk as it highlights areas of movement when
compared to the agreed budget. In a number of instances actions are required
to address the forecast movement from budget, with initial discussions taking
place at the Senior Management Team to agree any action to be taken.

3.3

Throughout the last financial year, the IJB was forecasting an overspend against
revenue budget of between £3 – 4 million. Whilst significant, the overall variance
from a budget exceeding £300 million is around the 1.0% level.

3.4

The three stage process in addressing a forecast over budget position for the IJB
is:
-

Look to mitigate the position within existing resources, by preparing a recovery
plan to reduce expenditure and / or generate income;
Utilise all reserve funds; and
Discuss a funding strategy with all partners.

3.5

The first forecast for this financial year (see section 4 below) highlights there is a
high risk of overspending from 2018/19 continuing to be a pressure in the new
financial year. The operation of the IJB’s Medium Term Financial Strategy
(MTFS) is fundamental in reducing this risk and securing a sound financial basis
for IJB services over the coming years.

4.

Current Financial Position

4.1

This is the first financial monitoring report to the IJB for the 2019/20 financial
year. This report covers the financial position to the end of June 2019 compared
to the agreed budget set in March 2019, adjusted for any agreed budget
movements since the start of the year.

4.2

The focus for the Senior Management Team continues to be on the forecast year
end position as at 31st March 2020. At this early stage of the financial year, there
is a high degree of estimation involved in forecasting nine months ahead given
the number of variables yet to be known or quantified. The forecast figures in
this report should therefore be treated with a degree of caution at this stage.

4.3

A summary position is shown in the table below with more detail in Appendix 1a.
This shows actual net expenditure to the end of June 2019 and a forecast
position to the end of the financial year:

Item: 7
Page: 30
Summary: June 2019/20 Financial Position
Revised
Actual to
Budget
30 June
2019/20
2019
£000’s
£000’s
Health & Social Care 292,771
68,464
Funds
1,990
280
Set aside budget
28,524
7,131
2018/19 Position
323,285
75,875
B/f from 2018/19
1,405
0
Total IJB Resources 324,690
75,875
4.4

%
23.4
14.0
25.0
23.5
23.4

Forecast to
31 March
2020 Variance Variance
£000’s
£000s
%
296,166
3,395
1.16
934
(1,056)
(53.07)
28,524
0
325,624
2,339
0.72
1,405
0
327,029
2,339
0.72

From the summary table it can be seen that:
•
•
•
•
•

4.5

A forecast overspend of £2.339 million is estimated for the 2019/20 year.
This is a small improvement on the estimate for the same point in 2018/19
when a £2.5 million overspend was forecast for the year.
The main financial pressures are in core Health & Social Care budgets,
where the forecast overspend is £3.4 million.
There is a forecast underspend on the Funds section of the budget of just
over £1.0 million.
A similar budget challenge is emerging year on year of between £2 – 3
million.
The forecast budget overspend is within a 1% variance of the overall IJB
budget.
The areas of spend which are forecast to be over budget are not new to the
IJB. The most significant ones are:

-

-

-

-

Older People Care Management (£2.79 million forecast overspend) – this
budget overspent by £2.4 million in 2018/19. Extra funding of £2.7 million was
added to the budget in 2019/20 to balance this pressure but forecast
expenditure is estimated to increase by £3.1 million over 2018/19 levels. This
is due to increasing demographic pressures for residential care and Care at
Home where both types of care packages are experiencing increasing levels
of demand.
Community Hospitals (£1.04 million forecast overspend) – forecast position is
an improvement on 2018/19 but financial pressures still exist due to staffing
levels being in excess of funded establishments and the impact of incremental
drift.
Older People Home Care (£0.571 million forecast overspend) – forecast
position is an improvement on 2018/19. The budget in this area was reduced
to reflect the planned switch from internally to externally provided Home Care.
Costs have yet to adjust to reflect this switch, partly due to internal Home Care
capacity being used to deal with unmet service need.
Council Pay Award 2018/19 (£538,000) – the IJB received non-recurring
funding from Aberdeenshire Council in 2018/19 to meet 1% of the Council Pay
Award for the year. When the IJB budget was set in March 2019 it was
assumed that this funding would continue into 2019/20. Aberdeenshire
Council has now confirmed that this will not be the case for any Council
Department (including the IJB) which has led to a £538,000 shortfall compared
to the approved budget.
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4.6

The financial pressures from the areas noted in para 4.5 are mitigated by a
number of areas where underspends are forecast for the year. These include
Adult Services Mental Health (£0.8 million), Allied Health Professionals (£0.5
million), Substance Misuse (£0.4 million) and Support Services (£0.4 million).

4.7

The forecast overspend position for the IJB in 2019/20 means that dual focus will
need to be given to reducing the forecast underspend in 2019/20 whilst
refreshing the Medium Term Financial Strategy (MTFS) which will outline a
sustainable financial plan for the IJB over the next five years.

4.8

It is planned to refresh the MTFS before the end of December 2019 with strong
links to the IJB Strategic Plan 2020-25 and the associated Workforce and
Commissioning Plans.

4.9

In the short term for the 2019/20 financial year, given that an overspend is being
forecast the Senior Management Team now need to prepare a recovery plan
which will detail how these financial pressures can be mitigated in a way which
does not impact negatively on operational performance. Development of the
recovery plan will be carried out in conjunction with the IJB Finance Review
Group.

4.10 The recovery plan will need to consider how further savings can be delivered
over and above the level of £2 million that were already built into the agreed IJB
revenue budget for 2019/20. Some potential options could include:
-

Reviewing base budgets to identify whether further realignment of funding is
possible based on service prioritisation.
A review of the CareFirst system to determine the accuracy of the information
contained for residential and Care at Home clients.
A review of service redesign programmes to assess whether those that are
likely to deliver savings can be accelerated.
A review of opportunities to generate additional income.
Tighter control over vacancies and discretionary spend.
A review of the commitment and use of all new funding received by the IJB.

4.11 The budget virements proposed for approval at Appendix 3 also include
reconciliations to the revised budget. The revised budget is, therefore, subject
to the approval of the virements.
5

Proposed Budget Savings

5.1

The IJB agreed to the budget savings listed in Appendix 2 when setting the
budget for 2108/19. Progress on achieving these savings has been discussed
with the relevant managers responsible for the delivery of these services at
Senior Management Team level. Progress against planned achievement is
detailed in Appendix 2.

6

Areas of Pressure and Capacity

6.1

The financial position in this report has been discussed with partners so that they
are also aware of the current spending position and areas of pressure and
capacity to enable them to plan and accommodate any implications within their
financial statements.
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6.2

There are a number of areas of pressure and capacity emerging at an operational
level. These are regularly reviewed by the Senior Management Team and will
be discussed at the IJB Finance Review Group. They will be reported through
future Finance Update papers as appropriate.

6.3

As the year progresses the financial position will be a focus for the IJB
recognising that financial resources are limited and that choices may have to be
made in terms of service delivery. Early and regular dialogue with partners will
ensure that the impact of any planned changes to IJB or partner services is fully
understood in a whole system context and integral to the funding priorities of both
partner organisations.

7

Monitoring

7.1

The Chief Officer and the Legal Monitoring Officer within Business Services of
the Council have been consulted in the preparation of this report and any
comments have been incorporated.

8

Equalities, Staffing and Financial Implications

8.1

An equality impact assessment is not required because the recommended
actions are not considered to have a differential impact on people with
protected characteristics.

8.2

Any staffing and financial implications arising directly as a result of this report are
narrated in the report.

Alan Sharp
Chief Finance Officer
11th August 2019
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ABERDEENSHIRE INTEGRATED JOINT BOARD

Appendix 1a
IJB
BUDGET

Health & Social Care

a)
b)
c)
d)
e)
f)
g)
h)
i)
j)
k)
l)
m)
n)
1
2
3
4
5
6

7
8
9
10
11
12
13
14
15
16
17
18
19
20
21
22
23
24
25
26
27

28
29
30
31

BUDGET
ADDNS/

BUDGET
VIRE-

REVISED
BUDGET

ACTUAL

FORECAST

ACTUAL
2018/19
£'000

APPROVED
20 MARCH '19
£'000

DEDNS
2019/20
£'000

MENTS
2019/20
£'000

2019/20
as at 30/6/19
£'000

TO
30-Jun-2019
£'000

1,593
7,013
701
17,661
566
790
2,467
4,640
(524)
4,351
1,181
617
469
3,296
44,821
38,595
43,987
7,821
14,032

3
86

(5)
214

171
1,123
7
306
49
(3)
213
150
94
5
36
2,240
572

(34)
(63)

2,391
151,647

1,733
7,408
683
16,532
0
872
2,284
4,622
(286)
4,563
1,097
589
422
3,210
43,729
37,869
44,507
7,851
13,719
0
2,059
149,734

1,731
7,707
683
16,669
1,060
833
2,567
4,666
(554)
4,781
1,234
683
426
3,463
45,949
38,441
44,460
7,898
14,201
0
2,059
153,008

271
1,914
228
4,629
547
187
641
1,226
(64)
1,200
277
155
102
795
12,107
9,657
11,326
1,997
3,652
0
565
39,304

91
1,718
3,938
222
51
2
37,661
6,161
1,892
539
4,308
1,190

70
1,879
4,064
219
50
0
40,004
6,292
1,916
544
5,847
1,683

(14)
(48)
(19)
(5)
(21)
(10)

70
1,867
4,030
217
50
0
39,990
6,244
1,897
539
5,826
1,673

3,489
(132)
1,606
213
44,649
895
14,402
8,375
4,001
135,271

3,732
(150)
1,649
280
44,995
752
14,252
8,244
3,979
140,301

(17)
(8)
(8)
(2)
(37)
(3)
(142)
(109)
(47)
(538)

1,385
0
7

1,400
138
7

0

NHSG Core Services
Alcohol & Drugs Partnership
Allied Health Professionals
Joint Equipment Service
Community Hospitals
Inverurie HUB project
Shire Community Mental Health
Dental
District Nursing
Health Centres Management
Health Visiting
Other Direct Patient Care
Public Health
Specialist Nursing
Support Services
NHSG Core Services Total
Primary Care
Prescribing
Community Mental Health
Aberdeenshire Share of Hosted Services
Services Hosted by Aberdeenshire
Out Of Area
TOTAL OF ABOVE
IJB Costs
Headquarters
Business Services
Out of Hours Service
Criminal Justice Service - Grant Funded Services
Criminal Justice Service - Prison Social Work
Adult Services - Community Care
Adult Services - Day Care
Adult Services - Residential Care
Adult Services - Employment Development
Adult Services - Mental Health
Adult Services - Substance Misuse
Physical Disabilities - Community Occupational
Therapy Service
Physical Disabilities - Joint Equipment Service
Specialist Services & Strategy
Adult Support Network
Older People - Care Management
Older People - Day Care
Older People - Home Care
Older People - Residential Care
Older People - Very Sheltered Housing
Funds
Integrated Care Fund
Delayed Discharge
Clan Grant
Primary Care Improvement fund (incl former
Primary Care Transformation Fund)

VARIANCE
2019/20
£'000

15.68%
24.84%
33.34%
27.77%
51.60%
22.41%
24.97%
26.29%
11.64%
25.09%
22.47%
22.65%
23.82%
22.95%
26.35%
25.12%
25.47%
25.28%
25.72%

1,532
7,155
722
17,707
1,240
716
2,494
4,701
(554)
4,803
1,453
594
407
3,042
46,013
38,475
44,319
7,774
14,077

27.43%
25.69%

2,152
152,810

(199)
(552)
39
1,038
180
(117)
(73)
36
0
23
219
(89)
(20)
(421)
64
34
(141)
(124)
(124)
0
93
(198)

0
527
1,201
49
0
0
6,443
1,402
436
145
1,030
270

28.23%
29.80%
22.58%
16.11%
22.45%
22.98%
26.90%
17.68%
16.14%

70
1,867
4,115
217
50
0
40,490
6,192
1,916
539
5,026
1,273

0
0
85
0
0
0
500
(52)
19
0
(800)
(400)

3,715
(158)
1,641
278
44,958
749
14,110
8,135
3,932
139,763

492
450
537
60
9,303
130
3,434
2,080
1,171
29,160

13.24%
(284.81)%
32.72%
21.58%
20.69%
17.36%
24.34%
25.57%
29.78%
20.86%

3,715
(158)
1,641
278
47,750
849
14,681
8,581
4,264
143,356

0
0
0
0
2,792
100
571
446
332
3,593

1,400
138
7

275
3
7

19.65%
1.88%
98.57%

1,124
0
7

(276)
(138)
0

161

0

-

161

0

0
0
0
0

(5)
0
0
0

(100.00)%
-

0
0
0
0

0
0
0
0

192

(16)
300

0
0

-

(358)
0

(342)
(300)

(46)

(22)
(6)
(265)
4
(13)
(0)
(1)
218
(19)

74
626
(345)

(47)
(27)
(144)
345

3,166

107

(12)
(34)
(2)

0

FORECAST

2019/20
as at
£'000

0

161

%

NOTES

A
B
C
D
E

F

G

H
I
J

K

L
M

N
O
P
Q
R

S
T

32
33
34
35
36
37
38

Six Essential Actions Unscheduled Care Funding
Mental Health Access Fund
Mental Health Innovation Fund
Mental Health Action 15
Additional Scottish Government Funding in Year
Assumed
NHSG non-pay Uplift Funding to be Allocated

0
0

(208)
300

0
1,403

460
2,097

0

(460)
(107)

0
1,990

0
280

14.07%

934

0
(1,057)

288,321

292,132

2,629

(0)

294,761

68,744

23.32%

297,099

2,339

Set Aside Budget

28,524

24,527

3,997

28,524

7,131

25.00%

28,524

0

2019/20 Position

316,845

316,659

6,626

323,285

75,875

23.47%

325,623

2,339

NHSG Full Year Effect of 18-19 Additional Funding

Sub total
39

0
11
0
0
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Appendix 1b

Variance Notes June 2019

Forecast
over/(within) budget
2019/20
Narrative
£'000
(199)
Alcohol & Drugs Partnership forecast underspend £(199,000)
The ADP spent 16% of budget in the first quarter. Given the challenges of
investing additional funding and workforce constraints it is estimated that there will be
an underspend this year.

Note

Service

A

Alcohol & Drugs Partnership

B

Allied Health Professions

(552)

Allied Health Professions forecast underspend £(552,000)
Contained within this heading are the AHP staffing groups i.e. Podiatry , Speech and
Language Therapy , Physiotherapy, Occupational Therapy, Dietetics etc. The AHP
staffing groups are forecast to generate an underspend of approximately £652k due to
continued turnover of staff and difficulty in recruitment. An average of 8.5 posts have
been vacant to date during 2019/20, with speech and language therapy carrying an
average of 4.6 vacancies, physiotherapy 11.21 (number that is expected to reduce as
vacant rotational posts and posts vacated by staff who have moved to post funded
from earmarked sources are filled), occupational therapy 2 and podiatry 2.

C

Community Hospitals

1,038

Community Hospitals forecast overspend £1,038,000
Staffing contributes approximately £643,000 to the forecast overspend. Bank and
agency nursing staff costs continue to contribute to the average number of staff in
post exceeding establishment by approximately 12 wte. In addition, incremental drift is
a long standing contributor to overspending against staff budgets in community
hospitals. On average, staff are on the second top points of their pay scales, with
budgets historically having been set at mid-point. Work on staffing models and
reduction in bank usage, particularly in staffing to utilised beds rather than full
capacity, continues. Work continues with the Minor Injury Units Review and local
options being developed. Non-staffing costs relating to the wing of Bennachie Care
Home used for mental health provision are expected to generate an overspend of
approximately £137,000. The balance of the forecast overspend relates primarily to
supplies and services costs, with overspends (and a number of partially compensating
underspends) distributed over a number of locations.

D

Inverurie HUB project

180

Inverurie HUB project forecast overspend £180,000
Inverurie HUB project is forecast to overspend by £180,000 due to a number of
charges, both invoiced and uninvoiced during 2018/19 and relating to unitary charges
and energy being payable in 2019/20.

Note

Service

E

Shire Community Mental Health

F

Other Direct Patient Care

G

Support Services

Forecast
over/(within) budget
2019/20
Narrative
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(117)

Shire Community Mental Health forecast underspend £(117,000)
Shire Community Mental Health is forecast to underspend by £(117,000), primarily
due to the service carrying an average of 7.27 wte vacancies during the financial year
to date, the resulting forecast underspend against staffing costs being partially offset
by forecast overspends against supplies costs.

219

Other Direct Patient Care forecast overspend £219,000
The main cost pressure area is An Caorann Medical Practice, a salaried practice to
which it has proved very difficult to recruit GPs to replace GPs who have left. This has
resulted in locum GPs having to be engaged to provide the service at considerable
additional cost.

(421)

Support Services forecast underspend £(421,000)
The forecast underspend results primarily from there having been an average of 19
vacant management and administrative posts during the first quarter of 2019/20.

H

GP Prescribing

(141)

GP Prescribing forecast underspend £(141,000)
Position based on 2 months actual information and accrual for June and July. The
average price per item has fallen slighly from £11.02 in March to £10.85 in May.
Actual items for the year to date have been higher than anticipated (1.82% higher
than 18/19 levels). The combination of lower prices but higher volumes has led to a
small forecast underspend on the budget.

I

Community Mental Health

(124)

Community Mental Health forecast underspend £(124,000)
The primary driver for the forecast underspend is considerably lower than budgeted
spending on supplies and services within Community Mental Health (£56,000 under
budget to the end of June). This is forecast to be partially offset by greater than
budgeted expenditure on staffing (£20,000 to the end of June) and lower than
budgeted income recoveries (£4,000 to the end of June).

J

Aberdeenshire share of hosted services

(124)

Aberdeenshire share of hosted services forecast underspend £(124,000)

Note

Service

Forecast
over/(within) budget
2019/20
Narrative
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The primary drivers of the forecast underspend include Intermediate Care £(56)k and
Sexual Health £(52)k, both hosted by Aberdeen City H&SCP, Aberdeenshire's share
of services it hosts £(252)k, partially offset by forecast overspends against the Primary
Care Contracts Team £3k and GMED, hosted by Moray H&SCP, £233k.

Forecast
over/(within) budget
2019/20
Narrative
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Note

Service

K

Adult Services Community Care

L

Adult Services Mental Health

(800)

Adult Services Mental Health is forecast to underspend by £(800,000)
Payments to Third Sector are forecast to underspend by £600,000 in 2019/20.
Payments to a number of organisation were stopped in 2018/19 with a view to
redesigning services for this client group. This however has not yet been carried out
due to staffing difficulties at Service Manager level.
Client Care Packages are forecast to be underspent by £200,000 as a gradual shift
towards more community based services begins to evolve.

M

Adult Services Substance Misuse

(400)

Adult Services Substance Misuse is forecast to underspend by £(400,000)
Staffing Costs are forecast to be under budget by around half of this as it is taking
time to build up the enhanced staffing model referred to below
Client Care Packages are forecast to be £200,000 under budget across all the types
of Care Packages where these budgets now total £315,000.

500

Adult Services Community Care is forecast to overspend by £500,000
Client Care Packages are currently forecasted to be over budget by £500,000, with
£100,000 in respect of Residential Care and £400,000 in respect of Supported Living.
These include pressures built in that have been agreed by the High Costs Review
Panel for Adult Services, some of which are in respect of Young People transitioning
into Adult Services. As the year progress any new clients seeking a service will add
further financial pressures.

The shape of service delivery in Substance Misuse is beginning to look very different
from the almost wholly commissioned and purchased interventions which constituted
community substance misuse in the past. The care managers and support workers
now deliver interventions including community detoxification as opposed to residential
rehabilitation – even though they still do commission this for a critical few.
In order to deliver community detox and all other direct interventions, a shift from the
commissioning budgets to staffing budgets is now underway.
This year, 2019/20, the Service is moving into a clearer and more definitive service
delivery plan involving health services and the third sector, to scope out where cases
are sitting to ensure that the statutory services are actually working with the cases
they are required to hold.

Note

Service

N

Older People - Care Management

Forecast
over/(within) budget
2019/20
Narrative
2,792
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Older People - Care Management is forecast to be overspent by £2,792,000
Staffing Costs are over budget by £69,000, with £37,000 of this due to the knock on
effect of the 2018-19 pay award not being fully funded by the Council i.e. short by 1%
in a part of the Service that has to work at optimum staffing levels at all times.
Client Care Packages are over budget by £2,826,000 with increasing pressures still
occurring in residential care of around £900,000 and now more significantly Care at
Home with around £1,900,000. Both types of care packages are still experiencing
increased demand, where the weekly residential rates are set by the national care
home contract, and where there are currently now more than an additional 100 clients
in care homes compared to a year ago.
Care at Home is under increasing pressure as more work is now being undertaken
by the external providers, which has actually increased by over 15% from a year ago.
Fees & Charges - are over budget by £103,000 which is to be expected as more and
more services users receive care packages.

O

Older People - Day Care

100

Older People - Day Care is forecast to be overspent by £100,000
Staffing Costs are £100,000 over budget which in reality equates to their 2018-19
saving target. This has been problematic from the perspective that no further
efficiencies or redesign are currently taking place and mirrors the position of that in
2018-19.

P

Older People - Home Care

571

Older People - Homecare is forecast to be overspent by £571,000
Staff Costs - are over budget by £571,000, with actual costs forecast to be in line
with that of 2018-19. The budget though has been reduced by £1,200,000 in
recognition of the fact that the some care packages are being transferred to the
external providers whilst the in-house service focuses on the more specialist areas of
care required.
The Homecare Managers are still being tasked to reduce the spends through more
efficient rotas and shift patterns, especially in the Out of Hours Service, as well as
move more service users across to the external providers where it is appropriate.
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Note
Q

Service

R

Older People - Very Sheltered Housing

Older People Residential Care

Forecast
over/(within) budget
2019/20
Narrative
Older People - Residential Care is forecast to be overspent by £446,000
446
Staff Costs - are under pressure to the tune of £446,000 through the use of
additional hours, overtime and agency staff, especially in the hard to recruit to areas.
The service is now looking at the staffing models across the 8 care homes to help
address the staffing cost pressures but as the residents needs become more and
more complex this is proving to be extremely challenging.
332

Older People - Very Sheltered Housing is forecast to be overspent by £332,000
Staff Costs - are under pressure to the tune of £332,000 through the use of
additional hours, overtime and agency staff, especially in the hard to recruit to areas.
The service has begun to look at the staffing models across the 6 complexes to help
address the staffing cost pressures.

S

Integrated Care Fund

(276)

Integrated Care Fund forecast underspend £(276,000)
This represents a residue of uncommitted funding. New schemes may be brought
forward for consideration to be financed from this source which, if approved, will
reduce the forecast underspend.

T

Delayed Discharge

(138)

Delayed Discharge forecast underspend £(138,000)
Expenditure set to zero as this funding offsets the GMED pressure, which manifests
itself through the Aberdeenshire share of hosted services.

U

Additional Scottish Govt Funding Assumed

(342)

Additional Scottish Govt Funding Assumed underspend £(342,000)
Assumption that further funding allocations will be received this financial year on which
there will be in-year slippage (e.g. Mental Health funding)

V

NHSG Non-Pay Uplift Funding to be Allocated

(300)

NHSG Non-Pay Uplift Funding to be Allocated forecast underspend £(300,000)
This funding will be allocated to operational reporting lines in due course. The forecast
expenditure that will be financed by funding allocated is already reflected in
operational reporting lines. This means that forecasting an actual against this
allocation would double count forecast expenditure to be financed from this funding.
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Appendix 2

Aberdeenshire HSCP - Savings Tracker 2019/20
Service

Initiative

1

Community Hospitals

Savings on supplementary staffing
costs through more efficient
rostering and reduction in bank &
agency

2

Community Hospitals

Ref

3
4
5

Auchtercrag Service Redesign
(net saving)
Reduction in agency staff in care
Older People - Residential Care
homes
Altering the balance of internal
Older People - Home Care
versus external provision
Review of Threshold Levels for
Older People - Home Care
new Home Care Packages

6

Funds - MTFS

7

Funds - Slippage

8

All

Total

Savings on projects previously
funded through Integrated Care
Fund which have now come to an
end
Slippage in deployment of new
funding received from the Scottish
Government
Inflationary Uplift of 3.0% on all
Miscellaneous Income Sources

Risk of non
achievemen
t during
19/20

Target
2019/20

Achieved
Year To
Date
2019/20

L

200

25

L

300

75

L

100

25

L

400

0

L

400

50

L

300

100

L

400

200

L

100

25

2100

475
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Appendix 3
SUMMARY OF ADDITIONS TO AND DEDUCTIONS FROM THE REVENUE BUDGET OF THE INTEGRATED JOINT BOARD DURING APRIL, MAY AND JUNE 2019
NHS Grampian
£
Non
Recurring
Recurring
£

Funding as at the 1st of April 2019 as reported to the IJB

Aberdeenshire Council
£
£
Non
Recurring Recurring
Total

£
Total

180,449,000

Additional Pay Uplift - Equivalent to 1% - Non Recurring

Employer's superannuation uplift funding, April, May and June
Sub total ADP
Employer's superannuation uplift funding, April, May and June
Funding for superannuation scheme autoenrolment costs
Sub total AHP
Employer's superannuation uplift funding, April, May and June
Funding for superannuation scheme autoenrolment costs
Funding for plasma products
Drug Funding
Sub total Community Hospitals
Funding for Inverurie Hub project
Sub total Inverurie Hub project
Employer's superannuation uplift funding, April, May and June
Sub total Shire Community Mental Health
Employer's superannuation uplift funding, April, May and June
Waiting times funding
Funding for superannuation scheme autoenrolment costs
Childsmile and oral health funding
Sub total Dental
Employer's superannuation uplift funding, April, May and June
Funding for superannuation scheme autoenrolment costs
Sub Total District Nursing
Employer's superannuation uplift funding, April, May and June
Funding adjustment - Skene - Professions Allied to Medical Services
Sub Total Health Centres Management
Employer's superannuation uplift funding, April, May and June
HPV Funding
Immunisation Funding
Funding for superannuation scheme autoenrolment costs
Sub Total Health Visiting
Employer's superannuation uplift funding, April, May and June
Funding for superannuation scheme autoenrolment costs
Funding for improvements to services for victims of sexual assault
Sub total Other Direct Patient Care
Employer's superannuation uplift funding, April, May and June
Child Health Weight funding
Maternal and Infant Nutrition funding
Tobacco funding
Sub total Public Health
Employer's superannuation uplift funding, April, May and June
Funding for superannuation scheme autoenrolment costs
Sub total Specialist Nursing
Employer's superannuation uplift funding, April, May and June
Funding for superannuation scheme autoenrolment costs
Sub total Support Services
Return of dispensing fees to the Scottish Government
Funding for payments made to practices for vaccinating against shingles
Funding for payments made to practices for vaccinating against child flu
Funding for delivery of alcohol services by GPs
Funding for directed enhanced services
Immunisation Funding
Pay award and employer's superannuation increase funding
Sub total Primary Care
Employer's superannuation uplift funding, April, May and June
Funding for superannuation scheme autoenrolment costs
Sub Total Community Mental Health
Funding for inward recharges of hosted services
Sub total Inward Recharges of Hosted Services
Funding adjustment to services hosted by Aberdeenshire
Sub Total Shire Zero Hosted
Employer's superannuation uplift funding, April, May and June
Sub total Integrated Care Fund
Overall Revised Budget as at 30 June 2019

Total

£

(539,800)

£

111,683,000

292,132,000

(539,800)

(539,800)

2,627
2,627

2,627

85,730

85,730

170,649

170,649

1,123,000

1,123,000

7,431

7,431

305,695

305,695

49,168

49,168

(3,412)

(3,412)

213,274

213,274

150,125

150,125

94,486

94,486

5,270

5,270

35,701

35,701

571,866

571,866

73,926

73,926

85,709
21
160,615
2,999
2,288
4,747
1,123,000
7,431
26,382
794
169
278,350
48,563
605
9
(3,421)
51,000
10,841
150,800
633
10,738
362
139,025
7,388
30,010
11,447
45,641
5,019
251
35,450
251
(93,482)
2,746
341
22,955
604,552.50
18,546
16,209.08
72,057
1,869
625,764
625,764

625,764

(344,822)

(344,822)

(344,822)
474
474
(438,304)

3,605,256

183,615,952

474
(539,800)

0

111,143,200

294,759,152

Represented by;
NHS Grampian Core Services
Primary Care
Prescribing
Community Mental Health
Aberdeenshire Share of Hosted Services
Out of area services
Partnership Funds
Resource transfer to Aberdeenshire Council (included in Council reporting lines)
Social Care funding transferred to Council (included in Council reporting lines)
Veterans' funding transferred to Council (included in Council reporting lines)
Mainstreamed Integrated Care Fund & Delayed Discharge (included in Council reporting lines)

45,949,251
38,440,866
44,460,000
7,898,198
14,200,743
2,059,000
1,990,142
12,824,869
13,384,000
200,525
1,534,000

Council Social Care Funding
Resource transfer From NHS Grampian (included in Council reporting lines)
Social Care funding From NHS Grampian (included in Council reporting lines)
Veterans' funding from NHS Grampian (included in Council reporting lines)
Partnership Funds From NHS Grampian ( included in Council reporting lines)
Contra
Rounding

Set Aside Budget

45,949,251
38,440,866
44,460,000
7,898,198
14,200,743
2,059,000
1,990,142
12,824,869
13,384,000
200,525
1,534,000
139,763,000
(12,824,869)
(13,384,000)
(200,525)
(1,534,000)

676,406
(2,049)
183,615,952

(676,406)
111,143,200

139,763,000
(12,824,869)
(13,384,000)
(200,525)
(1,534,000)
0
0
(2,049)
294,759,152
28,524,000
323,283,152
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REPORT TO ABERDEENSHIRE INTEGRATION JOINT BOARD – 28 AUGUST
2019
Minor Injury Units Review

1

Recommendation
It is recommended that the Integration Joint Board (IJB):1.1

Acknowledge the recent work undertaken in the community of Banff to
develop options for the Minor Injury Unit within this area;

1.2

Agree to support Option 3 as considered by the Banff Local
Implementation Group (LIG) and recommended by the Health & Social
Care Management Team that the Minor Injury Unit (MIU) should
concentrate their work during core hours of 0900-2000, 7 days per week.
The MIU will be closed overnight. The exact opening times to be agreed
under delegated powers locally; and

1.3

Issue the direction to NHS Grampian to implement the options
supported by the IJB as outlined in Appendix 5.

2

Risk

2.1

IJB 1- sufficiency of resources

2.2

IJB 3- workforce capacity

2.3

IJB 4- service capacity/business transformation

3

Background

3.1

On 20 June 2018, the IJB received the initial findings following the review of
the Minor Injury Unit provision across Aberdeenshire. The purpose of the
review was to seek assurance regarding current Minor Injury Unit provision
across the nine units in Aberdeenshire, taking into consideration location,
demand and activity, practitioner competency and ongoing sustainability.

3.2

Initial redesign was focussed in the units of Insch and Inverurie due to low
numbers of attendances during the out of hours periods that potentially posed
a patient safety and staff governance risk. Following the implementation of
changes in these units, Local Implementation Groups (LIG) were established
to take forward options on how best to deliver services in the units in Aboyne,
Banff, Huntly, Stonehaven, and Turriff. The LIGs included the Location
Manager, Clinical Leads, Hospital Medical Directors, Senior Charge Nurse
and Operational Lead Nurses. At the meetings the teams discussed the
information available and devised options available for the units as a proposal
for service delivery moving forward. This information and identified options
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were shared with the local communities at recent public events within the
towns. This model ensures local ownership and understanding of the
complexities of that area.
3.3

On 19 June 2019, the IJB agreed to recommendations for the units in Turriff,
Aboyne, Stonehaven, and Huntly but requested further work be undertaken re
Chalmers Hospital, Banff. It was agreed that for the Chalmers unit, further
data from January-June 2019 would be scrutinised, to provide assurance to
the members of the local community, that the options that have been identified
have been created using a robust data set of information collated by the local
nursing team. This work has now been undertaken by the local team and the
findings have been shared with representatives of the Friends of Chalmers
Hospital (1st August 2019), MacDuff Community Council (1st August 2019),
and the local community (21st August 2019).

3.3

Work has also progressed with Acute Sector Emergency Department (ED)
colleagues, specifically within the Minor Injury Department within ED. We are
putting in place joint sessions with the teams to allow for the sharing of
information and good practice. This will extend to the opportunity for staff to
spend time within the acute department in addition to streamlining of the
education framework. For our Minor Injury Nurses this will ensure that we are
educating and supporting our staff consistently. We have also linked in with
work currently ongoing with the University of Aberdeen to develop a more
focused course for Hospital-based Minor Injury provision which again will
support the consistent approach to education.

3.4

Throughout the review, there has been concern regarding what is perceived
as a potential downgrading of services and concern that their current
“casualty” service will be withdrawn; this has been a particular issue within the
Banff community. We are aware that the term casualty has long been used to
describe the urgent care units previously provided by GPs, especially within
the rural areas. At the public events in Banff the main concern being raised
was regarding urgent medical care, this highlights the problem that the
community perceive the minor injury unit as being the resource for urgent
care. Indeed there are concerns that the current thinking leads to delays in
urgent care pathways (eg chest pain, stroke and asthma) and delays which
affect patient outcomes.

3.5

We plan a public information campaign to ensure that our communities have a
clear understanding of the service in the minor injury units and urgent care
pathways. The campaign will focus on one overarching video describing what
can and cannot be treated at an Aberdeenshire MIU and how people access
the most appropriate service if they do not have a Minor Injury. This video will
feature staff from our Minor Injury Units and will be shot in the units
themselves. In addition a video for each unit will be produced once a time
frame for implementation of change of opening hours has been agreed. The
campaign will be supported with the usual promotional materials including
posters for Medical Practices and Libraries. Working with colleagues from
NHS Grampian we will ensure that the information regarding the MIUs in
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Aberdeenshire is correct on both the NHSG website and in any new ‘Know
Who To Turn To’ literature that is produced.
3.6

Appendix 1 details the options that were identified by the local team and their
recommendations. Appendix 2 provides the data collected with regard to
Chalmers Hospital, Banff presented to IJB on 20 June 2018. Appendix 3
details the further piece of work carried out within Chalmers MIU to look at
more current data (January – June 2019).

3.7

The LIG met on the 31st of July 2019 and discussed the results from the
second data collection and analysis. There is acknowledgement that the data
is accurate and that it has been a fair and transparent process to understand
the unit’s activity. The results remain conclusive that the activity is minimal
after 22.00. The proposal that the management team has asked the LIG to
consider is to refocus the activity to meet demand. It is proposed that the unit
will close overnight. This will allow the service to be focused on the peak
demand times and allow the development of a workable nursing model
ensuring a robust and sustainable service is available. The exact times of
operation will require further discussion with local nursing teams to ensure it
fits with shift patterns, we envisage a service covering core hours of 09.00 to
20.00 representing peak activity. For minor injuries occurring outwith this time
period, there will be notices redirecting to present again within opening hours
or to other services if felt to be urgent.

4

Equalities, Staffing and Financial Implications

4.1

An equality impact assessment has been drafted (Appendix 4), based on the
recommendations contained within this report. Both Human Resources (HR)
and Staff Side Partnership have been involved throughout this review. Should
it be required, any impact on staff will be managed in accordance to
organisational change policy.

4.2

Nursing budgets for all of the Community Hospitals are currently being
reviewed to take account of the impact of workforce planning tools for Health
and Care (Staffing) (Scotland) Bill and the proposed changes in Minor Injury
Unit provision. The proposed changes in Minor Injury Unit provision are
driven by the need to provide safe and sustainable services delivered by
suitably trained staff rather than financial considerations. The overall cost of
nurse staffing in Community Hospitals will not significantly change as a result
of these proposals.

4.3

The Chief Officer, along with the Chief Finance Officer and the Legal
Monitoring Officer within Business Services of the Council have been
consulted in the preparation of this report and their comments have been
incorporated within the report.

Angie Wood
Partnership Manager
Aberdeenshire Health and Social Care Partnership
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APPENDIX 1
Chalmers Community Hospital, Banff
Minor Injury Service Provision
August 2019

Situation
Chalmers Hospital delivers GP Acute care, Rehabilitation and Enablement and
Palliative Care. The MIU is a standalone unit that that is currently open 24/7. The
nursing team within the unit are all trained Minor Injury nurses having completed the
Minor Injury Course at RGU. The MIU Team also support some clinics and services
that are delivered from Chalmers hospital such as Gynaecology, Orthopaedic, Care
of the Elderly, General Surgery, Respiratory, Gastroenterology and Minor Surgery.
The hospital is on the same site as the GP practice and enjoys a close working
relationship.
As stated above the MIU currently delivers a 24/7 service to the people of Banff and
surrounding areas.
Background
A formal review was carried out in 2018 of all Minor Injury Unit (MIU) provision
across Aberdeenshire. A paper with the findings was presented to the IJB in June
2018. The instruction received by the IJB in June 2018 was for local teams to work
together to utilise the information and data available to them to create options for
future service delivery of the Minor Injury Service.
A revised Local Implementation Group (LIG) has been set up which includes the two
Senior Charge Nurses from the hospital site, Operational Lead Nurse, Hospital
Medical Director, Partnership Manager, Location Manager, Human Resources and
Staff Side. The purpose of this group is for the team to discuss the information
available and devise options for the unit as a proposal for service delivery moving
forward. This model of decision making ensures local ownership and engagement
and helps the teams understand the local complexities of the Banff and surrounding
areas.
A further piece of work has been carried out within Chalmers MIU to look at more
current data (January – June 2019) to provide assurance to the members of the local
community that the options that have been identified have been created using a
robust data set of information that has jointly been collated by the local nursing team.
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Assessment
During the in-hours period the nurses are based within the unit, however during the
out of hours’ period the nurses base themselves in the GP Ward and attend to MIU
presentations as they arrive at the hospital. These nurses are not part of the ward
establishment overnight. When available these nurses assist the Nurse team on the
ward with the care of the ward patients as required overnight. They undertake
nursing tasks such as temperature, pulse and blood pressure recordings, wound
dressings, injections and phlebotomy they also assist healthcare support workers
with all aspects of direct patient care.

The options considered by the group are detailed below.
Option 1 – Minor Injury Unit to Remain Open 24/7
The data shows that the unit sees the highest volume of patients attending during
daytime hours. The data analysed demonstrates a significant reduction in numbers
attending the unit during the overnight period. Over the six-month period, there were
91 nights with no presentations, 66 nights with one presentation, 18 nights with two
presentations with the maximum of three presentations on 6 nights. The data
collection has also allowed for the local team to consider the appropriateness of
these presentations.
The majority of these presentations, particularly those
described as moderate and severe were not thought appropriate for the unit and
required redirection with potential of delay in patient journey. This reinforces
potential risk to ensuring good outcomes and protecting patient safety.
Option 2 - No Minor Injury Provision
The local team do not support this option as they feel that the volume of activity
demonstrates the need for a Minor Injury Service to serve the people of Banff and its
surrounding communities.
Option 3 – Service refocused on demand – Seven days a week
Throughout all the data analysis there has been a consistently higher volume of
presentations within the 08.00-22.00 period. There is still work to be done with the
public across the whole of Aberdeenshire to ensure understanding of the true
function of a minor injury unit but the local group feel strongly that a Minor Injury
Service should be provided. The hours that the unit should be open will take into
consideration the service demand, data analysis and the ability to deliver a
sustainable and attractive nursing workforce model.
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Recommendation

The LIG met on the 31st of July 2019 and discussed the results from the second
data collection and analysis. There is acknowledgement that the data is accurate
and that it has been a fair and transparent process to understand the unit’s activity.
The results remain conclusive that the activity is minimal after 22.00. The proposal
that the management team has asked the LIG to consider is to refocus the activity to
meet demand. It is proposed that the unit will close overnight. This will allow the
service to be focused on the peak demand times and allow the development of a
workable nursing model ensuring a robust and sustainable service is available. The
exact times of operation will require further discussion with local nursing teams to
ensure it fits with shift patterns, we envisage a service covering core hours of 0900
to 20.00 representing peak activity. For minor injuries occurring outwith this time
period, there will be notices redirecting to present again within opening hours or to
other services if felt to be urgent.
Staff Side and HR will be involved in these discussions any changes will be
implemented when safe to do so. Through education and publicity of opening hours
this will help direct the activity to opening hours which are sustainable from a
recruitment and retention perspective. It will also address some patient safety
concerns.
The nursing team will be supported to maintain their safety, skills and competencies
moving forward in a more structured way that will build confidence in our teams to
enable them to continue to deliver a high quality service to the people of Banff and
surrounding communities.

Alison McGruther (On behalf of the Chalmers LIG)
Location Manager
August 2019
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Appendix 2 - Original Data presented to IJB in June 2018
The Banff unit covers the areas of Banff, Macduff and surrounding smaller
villages. This unit is open 24/7 and has a dedicated staff establishment, with
medical cover in hours provided by local GP. There is no GMED support based
on site as the service was moved to Turriff during the redevelopment of the
hospital site.
X-ray services are available Monday – Friday, but with no
provision out of hours.
Activity data
The data shows that over the six-month period from August 2017 until January
2018, there was 1890 people attended the unit.
Attendance by time of day
Time period

Number of attendances

Total attendances

1890

0800-1800

1455

1800-0000

353

0000-0800

82

Attendance by day of week
Total Number
Monday
Tuesday
Wednesday
Thursday
Friday
Saturday
Sunday
Missing data

305
296
279
287
266
219
235
3

The data shows that although the majority of the activity occurs during 08001800, a sizable amount occurs during 1800-0000 period but much less between
0000-0800. Again although we see a small reduction in activity over weekend,
this is only a small reduction.
Feedback from public engagement
A total of 211 people attended the public engagement event at Banff.

Item: 8
Page: 49

There were 4 common themes identified from the free text submitted via the
public questionnaires:
1. Location – people wanted to keep services local and accessible.
2. Travel and distance – availability of local transport links and costs to
individuals.
3. Staff – the public want their units adequately staffed and for staff to have the
appropriate training to meet the local needs.
4. Concern for Older people and Children – many comments that indicated
concern for these population groups and the distance that may be required to
travel in an emergency.
In total, 772 written and online questionnaires were completed. Below is a
summary of the results from the questionnaires:
1. Number of respondents in the Banff area who knew there was a MIU available
in or near their community:
Yes
No

743
29

96%
4%

2. Number of respondents in the Banff area who knew they could turn up/walk-in
(without an appointment) to a MIU with a minor injury:
Yes
No

730
42

95%
5%

3. Awareness levels of other services also available to treat or offer advice on
minor injuries:
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4. Respondents ranking of importance from 1(most important) to 4 (least
important) about minor injury treatment:

5. The graph below shows what was ranked as most important (number 1) in
Banff compared to the Aberdeenshire average:

Steering Group Findings
Like the other units, in Banff the demand for MIU interventions peaks in daytime
hours. There is a reduction in the evening with very few presentations overnight.
The staffing resource could be utilised more effectively during daytime hours,
particularly should there be the development of the community treatment and
care services. The impact of any changes to provision would need to be
explored further with wider stakeholders.
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Appendix 3 – Data Collection for Chalmers January to June 2019
When analysing the data for Chalmers MIU there were concerns raised by the public
around the volume of urgent and emergency care that they perceived to be
presenting at the MIU. This prompted cause for concern for local communities and
staff when changes to the opening hours for MIU were proposed. In response to
these concerns the group initially decided to look at one real time month (June) and
one retrospective (January) to provide reassurance, focussing on the evening (6pm
– 8pm) and out of hours (10pm – 8am) periods. However, on analysing the data it
was found that there was such variation in the totals that it was unable to provide
meaningful understanding of activity. Therefore, a further four months (February to
May) were analysed. This data was collated by the unit nurses who were able to
critically analyse the presentations and their appropriateness in line with what the
unit can safely deliver.
The data has been collated and displayed below to share the findings of this 6-month
period.
Figures 1, 2 & 3 below represent the number of presentations to the MIU during the
months of January to June 2019. Although May and June saw an increase in overall
activity the presentations per time period has remained within proportion.
Figure 1 - Number of attendances by Month
Jan
Feb
March
April

May

June

Overall

6pm until
10pm
10pm until
2am
2am until 8am

35

30

42

46

66

77

296

10

6

10

17

11

20

74

6

6

12

5

5

14

48

Totals:

51

42

64

68

82

111

418
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Figure 2

Figure 3

Figure 4 below details the average number of presentations per day in 10pm – 8am
period. February saw the lowest average presentations at 0.43, whilst June saw the
highest at 1.13. Putting this in context, the Figure 5 shows the number of days where
there was no presentations in the 10pm – 8am period. June saw the lowest number
of days without presentations at 13, whilst February saw the highest at 18.
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Figure 4

Figure 5

Figure 6 below is looking purely at the days where presentations occurred in the
10pm – 8am period and also shows the average number of presentations on the
days where there were attendances at the unit. January and June saw the lowest
average per day at 1.14 and June saw the highest at 2.
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For the six month period the number of nights with 2 or more presentations at MIU
can be broken down as follows: 24 nights in total with 2 or more visits in the 10pm 8am period, 18 nights with 2 visits and 6 nights with 3 visits.
Figure 6

Figure 7 below demonstrates the nursing staff’s assessment of the appropriateness
of the referral route. When recording the data the nursing staff were asked to
determine where they felt the patient should have correctly attended/contacted if the
MIU was inappropriate this was mainly NHS 24 or 999 for an ambulance.
Figure 7
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Figure 8

One of the concerns raised by the community and staff was the risk that any
changes to the opening times of the unit may result in added pressure on services
such as Scottish Ambulance Service and GMEDS. The figure 8 shows where a
presentation was deemed as inappropriate what the correct referral route should
have been.

In Figure 9 below the presentations are categorised for the 6 month period, by the
severity of the attendances ranging from minor to severe, and also by time period.
This ranges from 220 appropriate minor referrals in the 6pm – 10pm period to 19
inappropriate moderate referrals through the same time period.
In the six months of analysed data there were a total of 5 inappropriate severe
referrals in total, with 4 of these being in the 6pm -10pm period.
For clarity this is the description of the criteria that the nurses used to determine their
decision making:
Inappropriate = these were cases which should not have attended. Examples are
return dressings or minor illness within hours.
Minor = all perceived minor injuries or conditions such as minor asthma.
Moderate = was scored if the patient was seen by a practitioner and transferred to
the Dr Grays Hospital or the Emergency Care Centre in Aberdeen.
Severe = was identified if a patient presented with a life threatening emergency.
Examples are myocardial infarction or a stroke.
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Figure 9 – Severity of Presentation Jan – June 2019

Figure 10 demonstrates the outcomes for patients who have attended the unit. 328
were discharged home, 39 were transferred to an acute setting, 47 were seen by
GMEDS (either on site or at Turriff or Huntly), a further 2 patients were advised to
see their GP in hours, 1 was admitted locally and 1 was taken into police custody.

Figure 10 – Outcomes for Patients

Item: 8
Page: 57

In conclusion the data shows that the unit is busy with a high volume of patients
attending in daytime and early evening. The findings from the data analysed looks at
the evening and out of hours periods, this has highlighted a significantly lower
volume of attendances in the out of hours period (10pm – 8am). Analysis of these
attendances suggest that the low volume, coupled with the number of days with no
presentations in the 10pm – 8am period would question the viability of a safe and
sustainable service.
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Appendix 4
EQUALITY IMPACT ASSESSMENT
Stage 1: Title and aims of the activity (“activity” is an umbrella term covering policies,
procedures, guidance and decisions).
Service

Aberdeenshire Health and Social Care Partnership

Section

Minor Injury Service

Title of the activity etc.

Minor Injury Units Review - Recommendations

Aims of the activity

Author(s) & Title(s)

The purpose of the review was to seek assurance regarding current
MIU provision across the nine units in Aberdeenshire, taking into
consideration location, demand and activity, practitioner competency
and ongoing sustainability. This paper now provides a recommendation
for Banff which has been put forward by the Local Implementation
Group (LIG)
Linda Bonner, Strategic Development Officer
Angie Wood, Partnership Manager

St

Stage 2: List the evidence that has been used in this assessment.
Internal data
(customer satisfaction
surveys; equality
monitoring data;
customer complaints).

Internal consultation
with staff and other
services affected.

External consultation
(partner organisations,
community groups,
and councils.

• Activity Data for MIU
• Information on x-ray provision in community hospitals
• Compliments and Complaints information
• Results of questionnaire to gather staff views on minor injury
provision (available online and in paper format)
• Staff side partnership representation on the MIU steering group
• Discussions with staff at the MIU through the LIG which included
hospital medical directors and clinical leads, senior charge leads,
other nursing staff
• Initial public face to face engagement sessions
• Results of questionnaire to gather public views on minor injury
provision (available online and in paper format)
• Further public engagement in Banff to discuss options
• Consultation with local GP Practices
• Area Committee aware through participation in public engagement
events
• Involvement of ARI consultant on MIU steering group
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External data (census,
available statistics).

• Information on activity at Dr Grays and ARI detailing proportion of
Aberdeenshire residents presenting to those locations
• GP Practice population figures
• Information on number of people using the Minor Injury service within
the local GP Practices

Other (general
information as
appropriate).

N/A

Stage 3: Evidence Gaps.
Are there any gaps in
the information you
currently hold?

No.

Stage 4: Measures to fill the evidence gaps.
What measures will be
taken to fill the
information gaps
before the activity is
implemented? These
should be included in
the action plan at the
back of this form.

Measures:

Timescale:

Stage 5: Are there potential impacts on protected groups? Please complete for each protected
group by inserting “yes” in the applicable box/boxes below.
Positive

Negative

Age – Younger

Yes

Yes

Age – Older

Yes

Yes

Disability

Yes

Yes

Neutral

Unknown
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Race – (includes
Gypsy Travellers)

Yes

Yes

Religion or Belief

Yes

Yes

Gender – male/female

Yes

Yes

Pregnancy and
maternity

Yes

Yes

Sexual orientation –
(includes Lesbian/
Gay/Bisexual)

Yes

Yes

Gender reassignment –
(includes Transgender)

Yes

Yes

Marriage and Civil
Partnership

Yes

Yes

Stage 6: What are the positive and negative impacts?

Impacts.

Positive
(describe the impact for each of
the protected characteristics
affected)

Negative
(describe the impact for each of
the protected characteristics
affected)
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The reduction in service is coupled
with a dedicated registered staffing
presence when the unit is open
which will ensure a more robust
and sustainable service.

Please detail the
potential positive
and/or negative
impacts on those with
protected
characteristics you
have highlighted
above. Detail the
impacts and describe
those affected.

In Banff, the proposed Option 3, is
a service refocused on demand,
seven days a week.
Throughout all the data analysis
there has been a consistent high
volume of presentations within the
0800-2200 period. There is still
work to be done with the public
across the whole of Aberdeenshire
to educate them on the true
function of a minor injury unit but
the local group feel strongly that a
Minor Injury Service should be
provided. The hours that the unit
should be open will take into
consideration the service demand,
data analysis and the ability to
deliver a sustainable and attractive
nursing workforce model.
Out with opening hours people
would have to travel to Aberdeen,
Huntly or Dr Grays if they are
unable to wait for the MIU to open
the following morning. All groups
will potentially be affected by this
reduction in local provision. This
could potentially make it difficult for
some groups to access the service
out of hours, particularly where
transport is an issue.

The dedicated MIU nurses will
undertake the necessary training
and continuous professional
development to ensure they have
the confidence and appropriate
competence to deliver a nurse led
service in a rural area.
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Stage 7: Have any of the affected groups been consulted?
If yes, please give
details of how this was
done and what the
results were. If no,
how have you ensured
that you can make an
informed decision
about mitigating
steps?

Yes. A specific engagement working group was established to ensure
engagement with all groups of clients who have done or may access
the minor injury service.

Stage 8: What mitigating steps will be taken to remove or reduce negative impacts?

These
should be
included in
any action
plan at the
back of this
form.

Mitigating Steps

Timescale

A local minor injury service will continue to be
available. Where a minor injury occurs out with
operating hours people can either travel to Aberdeen,
Huntly or wait until the local service opens to be
seen.

Immediate

Continual monitoring will help to identify any issues
arising, particularly around people accessing
alternative services when local provision is not
available.

Ongoing

Continuing the minor injury service when activity
levels are high means nursing staff will be able to
maintain competencies.

Immediate

Signage will help people to the different routes to
treatment i.e. what type of services are available and
when. There will also be education awareness
around what defines a minor injury and where it is
appropriate to ask for assistance

Ongoing

Stage 9: What steps can be taken to promote good relations between various groups?

These should be
included in the action
plan.

Engagement with the local community has been key to progressing this
piece of work and this will continue during implementation and following
the changes that are proposed to service provision.
Staff have been involved in the LIG, the data collection and the steering
group will continue to engage with staff around operation of the minor
injury units, focusing on levels of activities and opportunities for staff to
maintain competences and access opportunities for professional
development.
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Stage 10: How does the policy/activity create opportunities for advancing equality of
opportunity?
The aim of the changes is to deliver a safe and sustainable service, where and when demand
has identified it is required, with trained dedicated staff who can maintain professional
competencies and develop professionally. Moving forward, in-patient delivery will not be affected
by the operation of the MIU.

Stage 11: What equality monitoring arrangements will be put in place?
These should be
included in any action
plan (for example
customer satisfaction
questionnaires).

Equalities is monitored through annual equalities mainstreaming report.
All activities carried out by the partnership will have been subject to an
equalities impact assessment and this will now be accompanied by a
Fairer Scotland Duty Assessment.

Stage 12: What is the outcome of the Assessment?

Please complete
the appropriate
box/boxes

1

No negative impacts have been identified –please explain.

2

Negative Impacts have been identified, these can be mitigated please explain.
* Please fill in Stage 13 if this option is chosen.

Local minor injury provision will no longer be available overnight however
alternatives are available which will ensure people continue to have access
to a minor injury service at another locations out of hours, or can wait to
access a local service during operating hours.
3

The activity will have negative impacts which cannot be
mitigated fully – please explain.
* Please fill in Stage 13 if this option is chosen
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* Stage 13: Set out the justification that the activity can and should go ahead despite the
negative impact.
The risk associated with continuing to provide a minor injury service locally where staff have the
potential to become de-skilled (due to lack of activity) is greater than the risk of reducing local
provision out with peak activity. Education will ensure the public know when it is appropriate to
attend the clinic. People will continue to have access to a minor injury service locally during peak
times and out with operating hours this service will be available at ARI, Huntly or Dr Grays. The
proposed changes have the additional benefit for in-patients who will no longer be affected by
the operation of the MIU.

Sign off and authorisation.

Stage 14: Sign off and authorisation.
1) Service and
Team

Aberdeenshire Health and Social Care Partnership, Aberdeenshire
Council Social Work Services

2) Title of
Policy/Activity

Health and Social Care Partnership Strategic Plan

3) Authors:
I/We have
completed the
equality
impact
assessment
for this policy/
activity.

Name:

Linda Bonner

Position: Strategic Development Officer
Date:
Signature: L Bonner

4) Consultation
with Service
Manager

Name:
Date:

5) Authorisation
by Director or
Head of
Service

Name:
Angie Wood
Position: AH&SC Partnership Manager (Central)
Date:

Ali McGruther, Location Manager

6) If the EIA relates to a matter that has to go before a Committee, Committee
report author sends the Committee Report and this form, and any supporting
assessment documents, to the Officers responsible for monitoring and the
Committee Officer of the relevant Committee. e.g. Social Work and Housing
Committee.
7) EIA author sends a copy of the finalised form to: eia@abdnshire

Date:

Date:
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(Equalities team to complete)
Has the completed form been published on the website?

Date:
YES/NO
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Appendix 5 – Direction to NHS Grampian

1
2

2019-08-28 28th August 2019

6

Reference number
Date direction issued by Integration
Joint Board
Date from which direction takes effect
Direction to:
Does this direction supersede, amend
or cancel a previous direction – if yes,
include the reference number(s)
Functions covered by direction

7

Full text of direction

NHS Grampian are Directed to:
1. change the hours of delivery of the minor injury service at Chalmers Hospital
Banff, in-line with the specification of the attached paper.

8

The resource currently identified for the delivery of services at this hospital sites.

9

Budget allocated by Integration Joint
Board to carry out direction
Performance monitoring arrangements

10

Date direction will be reviewed

3
4
5

28th August 2019
NHS Grampian
No

NHS Minor injury unit at Chalmers Hospital, Banff.

MIU Project Group will maintain oversight of all changes to service delivery made
following the review and report back to Senior Management Team.
August 2020
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REPORT TO ABERDEENSHIRE INTEGRATION JOINT BOARD – 28 AUGUST
2019
SECOND ANNUAL REPORT ON COMMUNITY JUSTICE IN ABERDEENSHIRE –
2018/19

1

Recommendation
It is recommended that the Integration Joint Board:1.1
Consider the draft Annual Report on Community Justice in
Aberdeenshire for 2018/19 highlighting the progress that has been
made collectively by the Aberdeenshire Community Justice
Partnership during 2018/19, prior to submission to the Aberdeenshire
Community Planning Partnership Board and Community Justice
Scotland.

2

Risk

2.1

IJB Risk 2: Health and Social Care Policy alignment – the Community Justice
(Scotland) Act is national legislation regarding the redesign of community
justice.

2.2

IJB Risk 6: Working effectively with Partner Organisations – the above
legislation places duties on statutory community justice partners to engage in
community justice planning at a local level.

3

Background

3.1

The Board has previously received inputs on Community Justice, including on
31st October 2018 when the first annual report on Community Justice in
Aberdeenshire was presented for consideration.

3.2

To recap, Community Justice is explained as:
“the collection of individuals, agencies and services that work together to
support, manage and supervise people who have committed offences, from
the point of arrest, through prosecution, community disposal or custody and
alternatives to these, until they are reintegrated into the community. Local
communities and the third sector are a vital part of this process, which aims to
prevent and reduce further offending and the harm that it causes, to promote
desistance, social inclusion and citizenship”.

3.3

The model for Community Justice has been designed to deliver a community
solution to achieving improved outcomes for community justice; to prevent
and reduce further offending; and to support desistance. Underpinned by the
Community
Justice
(Scotland)
Act
2016,
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(http://www.legislation.gov.uk/asp/2016/10/contents/enacted),
the
model
places planning at a local level, bringing a local perspective to community
justice and enabling decisions to be made by the people who know their area
best. A legal duty has been placed on a set of statutory community justice
partners to engage in this local planning process.
4

Draft Annual Report of Community Justice in Aberdeenshire 2018/19

4.1

This is the second Annual Report on Community Justice in Aberdeenshire –
the report on activity during 2017/18 is available to via on the Aberdeenshire
Community
Justice
Partnership
web
page
(https://www.ouraberdeenshire.org.uk/our-priorities/aberdeenshirecommunity-justice-partnership/).

4.2

It is a legislative requirement for the community justice statutory partners in
each local area to report annually on outcome activity, and for Community
Justice Scotland to publish a report setting out its assessment of performance
across Scotland in relation to the achievement of the nationally determined
outcomes. It is a requirement that the Annual Report takes account of the
national indicators which are set out in the National Outcomes, Performance
and Improvement (OPI) Framework. The template for the report has been
provided by Community Justice Scotland and has been reviewed and revised
following feedback from local Community Justice Coordinators on the
template for 2017/18. The completed templates will form part of the wider
data set from which the Community Justice Scotland Annual Report on
outcome activity will be compiled and published in early 2020, and will
thereafter be laid before the Scottish Parliament.

4.3

Community Justice Scotland (CJS) plan to review the current OPI Framework
for Community Justice, however in order to do this, CJS requires evidence of
the extent to which local Partnerships are using the current framework and
how useful each of the common indicators are in terms of helping to measure
improvements in outcomes for people who are involved in the justice system.
The template this year has been designed to assist CJS to gather this
evidence and as a result, reflects a style similar to an annual data return.

4.4

The priorities that have been identified for Aberdeenshire within the
Community Justice Outcomes Improvement Plan (CJOIP) are:
-

Improving Community Understanding and Participation in Community
Justice

-

Strategic Planning and Partnership Working

-

Effective Use of Evidence Based Interventions
o Early Intervention
o People with repeat criminal convictions, including perpetrators of
domestic abuse
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-

Equitable Access to Services
o Employment
o Housing
o Mental Health
o Welfare
o Transitions (support prior to, during and after points of transition)

4.5

Following feedback from Community Justice Scotland in May 2017, the
Community Justice Partnership further refined its focus onto four key priority
areas: Alcohol-related Offending; Women in the Justice System; Short
Custodial Sentences; and Unpaid Work.

4.6

Within the template, and while adhering to the national guidance provided by
CJS, a combination of both quantitative and qualitative data has been used to
describe the activities and progress that has been made during the reporting
period by community justice partners, collectively, towards these local and
priorities and the national outcomes for Community Justice. The full Draft
Annual Report for 2018/19 can be found at Appendix 1. An executive
summary of the report will also be produced which can be used by partners to
highlight and promote the work of the Community Justice Partnership.

5

Equalities, Staffing and Financial Implications

5.1

An Equalities Impact Assessment (EIA) was produced in relation to the
Aberdeenshire Community Justice Outcomes Improvement Plan for 2016/17
and can be viewed at on the Community Justice pages of the Aberdeenshire
Community
Planning
Partnership
website
(http://www.ouraberdeenshire.org.uk/our-priorities/aberdeenshire-communityjustice-partnership/).

5.2

The Chief Officer, along with the Chief Finance Officer and the Legal
Monitoring Officer within Business Services of the Council have been
consulted in the preparation of this report.

Mark Simpson
Health & Social Care Partnership Manager (North)
Chair of the Aberdeenshire Community Justice Partnership
Report prepared by Kathleen Mowat, Project Manager (Community Justice)
15th August 2019.
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APPENDIX 1

Community Justice Scotland
Ceartas Coimhearsnachd Alba

Community Justice Outcome Activity Across Scotland
Aberdeenshire Annual Return Template
2018-19

April 2019
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1. Background

The introduction of the Community Justice (Scotland) Act 2016 triggered the formal
implementation of the new model of Community Justice in Scotland. A number of key
documents are associated with the Act including the National Strategy, Justice in
Scotland: Vision & Priorities and the Framework for Outcome, Performance &
Improvement.
The 2016 Act places a duty on community justice statutory partners to produce a
Community Justice Outcome Improvement Plan (CJOIP) which outlines key local
needs & priorities and the plans & actions to address these against a backdrop of the
documents noted above. Beyond this, the partners are also tasked with reporting, on
an annual basis, the community justice outcomes and improvements in their area –
again with reference to the associated strategy and framework documents and, when
complete, submit those annual reports to Community Justice Scotland.
This guidance, which underpins the reporting template, was produced as a response
to views and opinions gathered by the Community Justice Scotland Improvement
Team following the publication of the 2017-18 annual report.
Community Justice Scotland is committed to working in partnership with community
justice partners and have designed the template and guidance to support local areas
in reporting on their annual outcomes and improvements in a meaningful way that
captures necessary data in an effective and efficient manner.

2. Statement of Assurance

The information submitted to Community Justice Scotland using this template is for
the purpose of fulfilling the requirement under s27 of the Community Justice (Scotland)
Act 2016 for Community Justice Scotland to produce a report on performance in
relation to community justice outcomes across Scotland.
The data submitted using this template will be used for this reporting purpose only. In
the report, local authority areas will not be specifically identified. However, Community
Justice Partnerships should be aware that any information held by Community Justice
Scotland is subject to statutory Freedom of Information obligations.
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3. General principles of the template

The template is designed to capture a range of important data in a way that allows
local partners to highlight key aspects of community justice activities, outcomes and
improvements over the specified period without it being onerous or time/resource
demanding.
Most of the template is self-explanatory and, where this is the case, there is little
guidance required. In the sections that require more direction for completion, the text
(in blue) will outline what is expected in terms of reporting.
It would be helpful if responses in each of the “evidence and data” boxes within section
4 of the template (“performance reporting”) is held to a maximum of 300 words to
ensure the main points are captured. This allows for an efficient analysis by
Community Justice Scotland on return. The use of bullet points in your answers is
acceptable.
Where the template asks for evidence, a written response will suffice and there is no
expectation that you send additional supporting documentation – if there are any
aspects Community Justice Scotland is unclear on it will be our responsibility to
request clarification where necessary.
If any response or evidence requires details about people with lived experience (e.g.
evidence in respect of someone’s life story) please DO NOT include any personal
sensitive information (as outlined in Schedules 2 & 3 of the Data Protection Act 1998)
as Community Justice Scotland does not require such information. If this is
unavoidable then please ensure that the data is fully anonymised.
This is the second iteration of the template and guidance. It is anticipated that this
template will remain largely unchanged for the reporting periods 2018-2019 and 20192020.
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4. Template Completion Guide
1. Community Justice Partnership / Group Details
Community Justice
Partnership / Group

Aberdeenshire Community Justice Partnership

Community Justice
Partnership Group Chair

Mark Simpson, Aberdeenshire Health & Social Care Partnership Manager
(North)

Community Justice
Partnership / Group Coordinator

Kathleen Mowat, Project Manager (Community Justice)

Publication date of
Community Justice
Outcome Improvement
Plan (CJOIP)

31s March 2017

2. Template Sign-off
The content of this annual report on community justice outcomes and improvements in our area has
been agreed as accurate by the Community Justice Partnership / Group and has been shared with
our Community Planning Partnership through our local accountability arrangements.
Signature of Community Justice Partnership / Group Chair :

Date :

…………………………………………………………………...

…………………………….

3. Governance Arrangements

The Aberdeenshire Community Justice Partnership has representation from all statutory Community
Justice Partners as well as non-statutory partners that are seen as crucial to improving community
justice outcomes within Aberdeenshire, including the Department of Work and Pensions and the Third
Sector Interface, Aberdeenshire Voluntary Action.
The Aberdeenshire Community Justice Partnership has been meeting on a quarterly basis (initially in
a shadow capacity alongside the Northern Community Justice Authority until April 2017) since February
2016 and is currently chaired by the Aberdeenshire Health and Social Care Partnership Manager for
North Aberdeenshire. The Partnership regularly reviews progress towards the Improvement Actions
set out within the Community Justice Outcomes Improvement Plan, sharing regular updates on this
with Elected Members, the Aberdeenshire Integration Joint Board and other local stakeholders. The
First Annual Report on Community Justice in Aberdeenshire was presented to the Aberdeenshire IJB
on 31st October 2018 and a joint input on health and wellbeing needs of people in the justice system,
involving a number of the Statutory Community Justice Partners, was delivered to a formal session of
the board on 20th March 2019.
The Partnership reports directly to the Aberdeenshire Community Planning Partnership Board on at
least an annual basis. The First Annual Report on Community Justice in Aberdeenshire was presented
and approved by the Board on 26th September 2018.
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Links between the Community Justice Agenda and the LOIP priority areas are maintained through
regular engagement with the Theme Leads for ‘Reducing Child Poverty’ and ‘Changing
Aberdeenshire’s Relationship with Alcohol’ to maximise opportunities for collaborative working and to
reduce the potential for duplication. A number of the Statutory Community Justice Partners are already
involved in supporting the LOIP priority areas and will provide updates to the Community Justice
Partnership on these and other local priority areas, such as Community Safety and developments in
Housing, Health and Social Care, as required.

CPP Board

Executive Group

LOIP Strategic Lead
Partnership
(Changing Aberdeenshire s
Relationship with Alcohol)

LOIP Strategic Lead
Partnership (Reducing Child
Poverty)

Community Justice
Partnership

LOIP Strategic Lead
Partnership
(Connected & Cohesive
Communities)

Locality Groups – to deliver
LOIP priorities locally and
locality planning approach
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4. Performance Reporting – National Outcomes

NATIONAL OUTCOME ONE
Communities improve their understanding and participation in community justice
Indicator
Activities
carried out to
engage with
‘communities’
as well as
other relevant
constituencies

Reported?
Yes
Each quarter,
a
written
update
is
provided to the
Aberdeenshire
Community
Justice
Partnership
(ACJP)
on
how these two
actions
are
progressing.

Useful?
Yes

Evidence and Data (max 300 words per indicator)
Within the Action Plan attached to the Aberdeenshire CJOIP,
there are two current actions that reference this Common
Indicator:
• Action 1) - Develop a Communications Strategy that
outlines plans to raise awareness of Community Justice
issues to communities and local media, as well as local
decision makers.
• Action 2) - Aberdeenshire Voluntary Action will develop
a new Community Justice ‘Theme Forum’, to enable
effective communication between community justice
partners and any Third Sector Group operating within the
Aberdeenshire area that has an interest in improving
community justice outcomes locally.
A draft Communications Strategy has been produced, and
the Partnership has undertaken a range of activities to
engage with communities and other relevant
constituencies. During 2018/19, we:
• Provided updates on Community Justice and Unpaid
Work for inclusion in the Summer and Autumn Editions
of the Aberdeenshire Health and Social Care
Partnership Newsletter. The impact of this has been
that the links between Community Justice and Health
and Social Care are improving – for example
Community Justice have been invited to provide update
sessions to the Aberdeenshire IJB.
• Issued briefings for Elected Members regarding the
Aberdeenshire Safer Streets Initiative (Summer 2018)
via the Councillor Ward Pages. The impact of this is
currently unknown, although Councillors did evidence a
degree of knowledge of these activities during the
briefing sessions carried out in early 2019 (please see
below).
• Updated the Community Justice Partnership web page
to include information and links to the Community Justice
Scotland ‘#Smart Justice’ campaign, Second Chancers
- https://secondchancers.tv/ This was with a view to
increasing awareness of the campaign, Community
Justice, and of the importance of second chances.
• Updated the Unpaid Work page of the Community
Planning Partnership website to include local examples
of work completed at the Portsoy Boat Festival, and the
Kessock Clinic in Fraserburgh. This was to provide
recent examples of work carried out within
Aberdeenshire communities.
• Produced an article for the Durris and Drumoak
Community Newsletter highlighting work that was
completed within the area. This was with a view to
increasing awareness of the work that the Unpaid Work
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•

•

•

•

Service
has
delivered
within
Aberdeenshire
communities during the period.
Presented the Aberdeenshire Community Justice
Annual Report for 2017/18 to the Aberdeenshire
Integration Joint Board. This report, and the MAPPA
Annual Report for 2017/18, were also uploaded to the
website, to make them accessible to partners and
members of the public.
In December 2018, the Totally Women Group developed
a flyer with information about the services and free
events that were available over the festive period, for
anyone who required additional support during this time,
when many of the traditional support services are closed
for the holidays.
In February 2019, the Community Justice Scotland
‘Second Chancers’ Exhibition was displayed at three
Aberdeenshire
Council
offices
(Viewmount,
Stonehaven; Gordon House, Inverurie; Buchan House,
Peterhead). This was to coincide with the presentations
to local Area Committees and aimed to raise awareness
of Community Justice amongst Aberdeenshire Elected
Members and Council and other staff (e.g. Gordon
House is also home to members of the Aberdeenshire
Health & Social Care Partnership).
Delivered presentations on Community Justice and the
Unpaid Work Service to four of the six Aberdeenshire
Area Committees (Formartine, Marr, Kincardine &
Mearns and Banff & Buchan). This was with a view to
raising awareness of community justice amongst
Elected Members, providing an update on the work of
the Partnership and the Unpaid Work Service during the
last financial year and promoting the opportunities that
exist for the provision of unpaid work within
Aberdeenshire communities. This has resulted in an
increase in correspondence around potential projects to
be undertaken as part of unpaid work.

We intend to carry out a second consultation with members
of the Aberdeenshire Citizen’s Panel Survey in November
2019 to assess what impact, if any, the above activities have
had on community understanding of Community Justice.
Two Community Justice Third Sector Theme Forum
meetings were held during 2018/19 (June and September),
where
discussions took place regarding the format,
frequency and timings of the forum meetings, and whether a
new delivery model was required - as although feedback on
the sessions had been positive, the number of attendees
remained low. The September 2018 Forum meeting also
included an input from the Police Scotland Aberdeenshire
Partnership Development Officer, an introduction to the
APEX Scotland Steps Programme and an update on the
Community Justice Partnership priorities and planned
activities for 2018/19. A third Forum meeting in December
was postponed due to AVA Staffing issues. Following some
significant changes within towards the end of 2018, AVA is
currently undergoing a transformation in terms of what it
does and how it does it. This includes the Forums, which are
likely to be rationalised. Further discussions are now
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required as to how best to involve the Third Sector in future
community justice strategic planning and decision making
within Aberdeenshire.
Consultation
with
communities
as part of
community
justice
planning and
service
provision

Yes

Yes

Each quarter,
a written
update is
provided to
the
Aberdeenshire
Community
Justice
Partnership
(ACJP) on
how these two
actions are
progressing

Within the Action Plan attached to the Aberdeenshire CJOIP,
there are two current actions that reference this Common
Indicator:
• Action 1) - Develop a Communications Strategy that
outlines plans to raise awareness of Community Justice
issues to communities and local media, as well as local
decision makers.
• Action 2) - Aberdeenshire Voluntary Action will develop
a new Community Justice ‘Theme Forum’, to enable
effective communication between community justice
partners and any Third Sector Group operating within the
Aberdeenshire area that has an interest in improving
community justice outcomes locally.
These actions are also linked to the previous indicator
‘Activities carried out to engage with ‘communities’ as well as
other relevant constituencies’, please see above for details
of progress made during the reporting period.
As above, our intention is to carry out a second consultation
with members of the Aberdeenshire Citizen’s Panel Survey
in November 2019 to assess what impact, if any, these
activities have had on community understanding of
Community Justice.

Participation
in community
justice, such
as coproduction
and joint
delivery

No

Yes

As a Partnership, we are not yet in a position to report
progress against this Community Justice Indicator. It was
the initial intention of the Partnership for the Community
Justice Theme Forum to provide a mechanism to increase
participation in Community Justice through co-production
and joint delivery, however due to the issues with the Forum
as described above, this has not yet progressed. Work will
be undertaken during 2019/20 to consider how this can be
taken forward by the Partnership in future months / years.

Level of
community
awareness of
/ satisfaction
with work
undertaken as
part of a CPO

Yes –
Indirectly

Yes

Local Measure Description = % of project beneficiaries
satisfied with work undertaken
2017/18 = 100% (62/62)
2018/19 = 100% (21/21)

Each quarter,
a
written
update
is
provided to the
Aberdeenshire
Community
Justice
Partnership on
how the action
is progressing.
We do not
however
monitor
the
level
of
awareness /
satisfaction on
a
quarterly
basis – rather

Within the Action Plan attached to the Aberdeenshire CJOIP,
one action references this Common Indicator:
• Action 3) - Enhance the Community Payback Order
Unpaid Work Service to increase community
involvement in the planning and delivery of services to
people in Aberdeenshire
As described above, we have attempted to increase the level
of community awareness of work carried out as part of a
Community Payback Order by updating our web page to
include recent examples of work completed by work parties,
we have developed articles for local newsletters and have
carried out briefing sessions for Elected Members.
Additionally, during 2018/19, a new Community Feedback
Form was developed to enable the Unpaid Work Service to
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this is done on
an
annual
basis
and
incorporated
into
the
Annual
Report.

obtain more focused feedback from beneficiaries of work
carried out. This includes information on the level of
satisfaction with the work carried out but also whether the
work was worthwhile / of benefit / a suitable ‘payback’ to the
community.
Twenty-one questionnaires were completed during 2018/19,
with most received during Quarter 2. The forms are currently
paper based and unfortunately, not everyone answered all of
the questions. However, the vast majority of respondents
said that they were either very satisfied (14) or satisfied (4)
with the work that was done – the remaining three
respondents did not submit a response to this question. Of
the responses that were received:
• 100% (14 people responded to this question) thought the
Unpaid Work Service was easily contactable.
• 100% (16 people responded to this question) thought
that the work completed was worthwhile.
• 100% (14 people responded to this question) thought
that the type of work was a suitable ‘payback’ to the
community.
• 50% (14 people responded to this question) thought that
the unpaid work contributed to reducing reoffending,
50% were not sure.
Additional comments related to satisfaction with the work
carried out included:
• “Work done to date has made such an enormous
difference to the appearance of the garden area when
visitors arrive”.
• “The team done a wonderful job painting our service. It
has completely lifted the rooms and made for a brighter
environment for everyone in the day service. Staff and
service users are very happy with the outcome”.
• “We are very short of volunteers who can carry out this
type of maintenance and Payback filled this role in
carrying out the work to the benefit of the [service
users]”.
Some areas were also highlighted where communities were
less satisfied:
• “Useful work, however not always easy to schedule as
we don’t always known when / if the team are coming”.
• “Attendance of CPO individuals can at times be lacking,
we include individuals within our weekly project plan,
when they do not turn up it can have a knock-on effect.
For example, orders unable to be delivered”.
However, all twenty-one respondents said that they would
use the CPO Unpaid Work Service again.
Also during the year, a new Projects Officer post for the
Inverurie / Banff area was developed, increasing the number
of Unpaid Work Teams to three. It is hoped that this increase
in capacity will lead to an increase in opportunities to engage
with communities and identify potential unpaid work projects
and individual placements that can be of benefit to the local
area.
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An Action Plan has been developed which outlines the
ambitions for the Unpaid Work Service during 2019/20. This
includes actions around:
Increasing awareness of the Community Payback Order
Unpaid Work Service amongst the Aberdeenshire
Community as a whole;
Communities identifying and suggesting ideas for
Unpaid Work projects within their area and are involved
in the planning and delivery of these projects;
Maximising opportunities to promote the Aberdeenshire
Unpaid Work Service via media / social media.
As above, our intention is to carry out a second consultation
with members of the Aberdeenshire Citizen’s Panel Survey
in November 2019 to assess what impact, if any, these
activities have had on community understanding of
Community Justice.
Evidence
from
questions to
be used in
local surveys /
citizens’
panels and so
on

No

Perceptions
of the local
crime data

No

Yes

The following action within the Action Plan attached to the
Aberdeenshire CJOIP references this Common Indicator:
• Action 1) - Develop a Communications Strategy that
outlines plans to raise awareness of Community Justice
issues to communities and local media, as well as local
decision makers.
During the development of the CJOIP for 2017/18, we
consulted with Aberdeenshire communities via the
Aberdeenshire Citizens Panel Survey and an online survey
that was open to the general public. The evidence from
these
consultations
(Viewpoint
47
http://www.ouraberdeenshire.org.uk/citizens-panel/citizenspanel-library/) was used to inform the priorities within the
CJOIP. As yet we have not repeated this consultation
exercise, but will be looking to do so in November 2019.

Yes

The following action within the Action Plan attached to the
Aberdeenshire CJOIP references this Common Indicator:
• Action 1) - Develop a Communications Strategy that
outlines plans to raise awareness of Community Justice
issues to communities and local media, as well as local
decision makers.
During the development of the CJOIP for 2017/18, we
consulted with Aberdeenshire communities via the
Aberdeenshire Citizens Panel Survey and an online survey
that was open to the general public. This included a question
around perceptions of the local crime rate within
Aberdeenshire. The evidence from these consultations was
used to inform the priorities within the CJOIP. As yet we
have not repeated this consultation exercise, but will be
looking to do so in November 2019.

Other information relevant to National Outcome One
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NATIONAL OUTCOME TWO
Partners plan and deliver services in a more strategic and collaborative way
Indicator
Services are
planned for
and delivered
in a strategic
and
collaborative
way

Reported?
Yes
Each quarter,
a
written
update
is
provided to the
Aberdeenshire
Community
Justice
Partnership
(ACJP)
on
how
these
actions
are
progressing.

Useful?
Yes

Evidence and Data (max 300 words per indicator)
Within the Action Plan attached to the Aberdeenshire CJOIP,
there are four current actions that reference this Common
Indicator:
• Action 4) - Develop and enhance existing links with the
Youth Services Strategic Group in support of its activities
to ‘Advance the Whole System Approach to Youth
Justice within Aberdeenshire’ and associated aims within
the Children’s Services Plan for 2017-20.
• Action 7) - Continue to develop the evidence base to
ensure that all stakeholders have a full understanding of
community justice issues in the Aberdeenshire area, and
that we are able to evidence areas of / for improvement.
• Action 8) - Carry out a self-evaluation using the Care
Inspectorate ‘Guide to self-evaluation for community
justice in Scotland’ to review progress and identify areas
for further improvement.
• Action 9) - Maximise opportunities for Early Intervention
and joint initiatives (Operation Aspen / partnership
approach to ‘Cuckooing’).
During 2018/19, we have continued to develop and enhance
existing links with the Youth Services Strategic Group in
support of its activities to ‘Advance the Whole System
Approach to Youth Justice within Aberdeenshire’. The
Project Manager (Community Justice) continues to attend
Youth Services Strategic Group meetings, which have moved
to a 6-monthly meeting format. We continue to promote
collaborative work and early interventions with young people
involved in offending, or at risk of this with direct interventions
provided by a variety of services such as Youth Services,
Barnardos, Community Learning and Development. Four
practitioners from Aberdeenshire Council Youth Services and
Criminal Justice have now been trained in the use of the
START-AV assessment.
Agreement was reached regarding the use of Scottish
Government funding to reinvigorate the local approach to the
implementation of the Whole System Approach to Youth
Justice. A Service Development Officer will develop a
detailed and prioritised action plan for Aberdeenshire, linking
in with Community Justice and Criminal Justice Social Work
around extending the WSA to young people up to the age of
21 years. Unfortunately, this post has taken considerable
time to create, however it is hoped that we could potentially
recruit by August 2019.
Criminal Justice Social Work services continue to have one
full time Young Person’s Criminal Justice Social Worker, who
works with the most chaotic and challenging young people
entering the criminal justice system. Interventions and
approaches are evidence based in terms of how best to
engage young people, with a more intensive and outreachbased approach being used where necessary. This post
covers all areas in North Aberdeenshire, and in addition to
managing their own dedicated caseload, the post holder is
also able to offer advice, guidance and support to colleagues
who also have young people on their caseloads.
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In March 2019, Youth Justice partners agreed to undertake a
small number of case reviews of young people who have
ended up in court processes, to see if we can identify what
led to that outcome and whether opportunities for diversion
were missed, with a view to informing practice. By continuing
to work together in this way, we will ensure that all young
people entering the criminal justice system are able to access
the services and supports that they require, that their needs
are being met and that any risks they present are managed
appropriately, reducing the likelihood of reoffending.
Community Justice Partners continue to work together to
develop the evidence base to ensure that all
stakeholders have a full understanding of community
justice issues in the Aberdeenshire area, and that we are
able to evidence areas of / for improvement - however this
remains a challenge for our Partnership.
The Community Justice Partnership has agreed to
concentrate on developing an evidence base in relation to the
four key priorities:
Women involved in the justice system
Alcohol Related Offending
Short Custodial Sentences
Unpaid Work
Community Justice Partners have been asked to consider
any data / information that they hold that can contribute to
future
strategic
planning
Community
Justice
in
Aberdeenshire.
In May 2018, the Partnership began the process of selfevaluation, initially focusing on Indicator 6.2 ‘Planning and
delivering services in a strategic and collaborative way’.
Partners were issued with a link to a Survey Monkey
questionnaire which contained statements taken from the
illustrations within the Care Inspectorate ‘Guide to SelfEvaluation for Community Justice in Scotland’, and were
asked to state to what extent they agreed or disagreed with
each statement. The results of the questionnaire were
shared with the Community Justice Partnership at its meeting
on 30th November 2018. From the responses, it was clear
that although there were many areas where there was
consensus (Collaborative Working, Prevention and Early
Intervention, CJOIP), there are a number of areas where
there was disagreement and where further work will be
required (shared commitment to Community Justice, Links to
other Partnerships, Third Sector Involvement).
An
Improvement Plan is currently being developed to address
these areas and the Partnership will continue to use the
framework to evaluate its progress during 2019/20, beginning
with Indicator 9.2 ‘Leadership of Strategy and Direction’.
During 2017/18, a new emerging trend was identified that
required a collaborative approach from Community Justice
Partners. The term ‘County Lines’ describes the means by
which drug trafficking groups, based in major English cities,
coordinate the supply of drugs to less populated areas. This
is a well-established practice in the North East and the most
common means by which drugs such as Heroin and Cocaine
are supplied to drug users in Aberdeenshire. To complete
the drug supply chain, these groups require residential
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addresses to store drugs at and supply drugs from. They take
over properties either with the consent of the occupier or by
violence or the threat of violence. Often the occupiers of
these addresses are drug users themselves or have other
vulnerabilities. This practice is known as 'Cuckooing'. It was
recognised that standard Policing enforcement activity was
having little impact on the availability of controlled drugs in
Aberdeenshire and therefore in 2017, it was decided to take
a broader approach consistent with the National Serious
Organised Crime Strategy. This was specifically to tackle the
issue of cuckooing in the Buchan area, predominately
Fraserburgh and Peterhead, where drug misuse tends to be
focused. During 2018/19, the Community Justice Substance
Misuse Worker continued to assist in the delivery of
Operation Hotspur and joint ‘Cuckooing’ visits with Police
Scotland and Housing. Please see below for further
information and local performance indicators.
Police Scotland and Aberdeenshire Council continue to work
together to monitor and review progress resulting from this
operation, and the University of Abertay has also been
commissioned by Police Scotland to carry out an evaluation
of the findings.
Partners have
leveraged
resources for
community
justice

Not directly –
please see
‘Evidence and
Data’ column.

Yes - but
not in the
current
format.
This
crosses
over
to
other
Outcomes,
e.g.
Access to
Services.

The following action within the Action Plan attached to the
Aberdeenshire CJOIP specifically references this Common
Indicator:
• Action 7) - Continue to develop the evidence base to
ensure that all stakeholders have a full understanding of
community justice issues in the Aberdeenshire area, and
that we are able to evidence areas of / for improvement.
Please see the section above for details of progress made
against this indicator / action during 2018/19.
Further examples within the CJOIP Action Plan of joint
initiatives where partners have leveraged resource for
community justice include:
-

Aberdeenshire Safer Streets (resourced by Criminal
Justice Social Work and Community Substance Misuse
Service and Police Scotland and funded by Criminal
Justice Social Work).

-

Criminal Justice Social Worker / Mental Health Officer to
deliver lower level mental health support and
interventions to individuals within HMP Grampian
(resourced by Criminal Justice Social Work but employed
and managed by the North Aberdeenshire Community
Mental Health Team).

-

King Street Resource Centre, an Aberdeenshire Council
building which is now used by a range of partner
organisations to deliver services to people who are
involved with the criminal justice system.

These activities are just some of the examples of where
community justice partners have recognised the potential that
exists within their organisation and the contribution they can
make to improved community justice outcomes. Further
information on these activities is provided in the ‘Access to
Services’ and ‘Effective Interventions’ sections below.
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Development
of community
justice
workforce to
work
effectively
across
organisational
/ professional
/
geographical
boundaries

No

Yes

There are no actions within the Action Plan attached to the
CJOIP that specifically reference this common indicator.
There are, however, examples of where development of
Community Justice workforce, to work effectively across
organisational / professional / geographical boundaries, has
taken place.
Opportunities for Joint Working between Police Scotland and
Criminal Justice Social Work and Community Substance
Misuse Service have been provided through the delivery of
the Aberdeenshire Safer Streets Initiative.
This has
enhanced understanding of each other’s roles and helped to
build good working relationships between the two
organisations. Further examples include Operation Hotspur
and Operation Corner (referenced above), Targeted
Warrants Nights, and the delivery of MEOC training /
awareness raising.
Although the Community Justice Partnership has not directly
commissioned joint training, individual Community Justice
Partners have provided training that has been opened up to
other community justice partners, details of which can be
found in the ‘Other Information’ section below.

Partners
illustrate
effective
engagement
and
collaborative
partnership
working with
the
authorities
responsible
for the
delivery of
MAPPA

Yes
Each quarter,
a written
update is
provided to
the
Aberdeenshire
Community
Justice
Partnership
(ACJP) from
the Grampian
MAPPA
Coordinator
on how this
action is
progressing

Yes

The following action within the Action Plan attached to the
Aberdeenshire CJOIP specifically references this Common
Indicator:
• Action 5) - Continue to implement and monitor the new
arrangements for the strategic oversight and
governance of MAPPA across the Grampian area to
ensure that best practice is adopted and that learning is
gleaned from experience.
MAPPA has been in operation across Scotland for 11 years,
with effective partnership working to deliver robust
assessment and management of risk from certain groups of
offenders being central to its success. Within Aberdeenshire,
and across the Grampian area, 95% of those offenders are
managed through routine liaison and joint working (known as
Level 1 management) across a wide range of agencies and
Services, and this continues to operate well.
During the reporting period, the MAPPA SOG (which has
Grampian area responsibility) has sought to implement a
revised process for the management of Level 1 cases, this to
align with recently published Scottish Government Minimum
Practice Standards for this Level of management. This
change has led to a number of challenges, in the main due to
resourcing, and is therefore subject of ongoing review to
amend and enhance the process. This change has had no
adverse impact upon public protection.
Since formation in 2007, the MAPPA Coordination Unit focus
has primarily been upon the operation of MAPPA Level 2 and
3 management cases/clients i.e. those that are subject of
active and formal multi-agency meetings used in the most
high risk or complex cases. Review of practice has shown
that, particularly over the past 3 years, where the overall
number of MAPPA clients has increased, the numbers
managed at MAPPA Level 2 and 3 have notably decreased.
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The MAPPA SOG continues in its efforts to develop a
meaningful and robust quality assurance process and report
that will serve to evidence the positive work that is being
undertaken in the field of MAPPA.
In November 2018, following consultation with the Scottish
Prison Service, the Community Justice Partnership agreed
that new action and short-term working group would be
developed to take forward ‘No One Left Behind’, looking at
how to help people with convictions to gain and/or maintain
employment. The first meeting of the sub group took place in
March 2019 where it was agreed that there was a perception
that access to employment was an issue for MAPPA Clients,
however further information was required to enable partners
to get a better idea of how many were actually unemployed /
not able to return to their previous employment. This will be
explored further during 2019/20.
Other information relevant to National Outcome Two
We have a strong Community Justice Partnership with membership from all statutory Community Justice
Partners and the Department for Work and Pensions. The 2016 Act placed a requirement on all statutory
partners to work together to prepare an Outcomes Improvement Plan for the area. While some of our
Community Justice partners have considerable knowledge of the Scottish criminal justice system, others are
relatively new to the community justice table and during 2018/19, we have continued to develop and enhance
the Partnership to ensure that all partners can identify their role within it. This activity supports the national
and local Community Justice priority of ‘Strategic Planning and Partnership Working’.
Additional examples of where ‘partners have leveraged resources for community justice’ include the
following joint training opportunities:
•

HMP Grampian held an induction morning for the RGU Social Workers in Training on 28 March
2019. The Social Workers in Training were final year students mainly from placements in Aberdeen City
or Aberdeenshire Criminal Justice Teams, one was based at the Fulton Clinic, and another was with
SHMU in the prison and this was their first placement. Induction started with SPS and a tour of the
prison, and then up to Prison-Based Social Work for a question and answering session about their role
in the prison, followed by a quick visit to the Family Centre and Help Hub.

•

Aberdeenshire Criminal Justice Social Work co-delivered New2Forensic training along with Psychology,
Psychiatry and other agencies within the Mental Health service to colleagues in Aberdeenshire from
Substance Misuse, Care Management and Criminal Justice Social Work.

Operation Corner
In October 2018, Criminal Justice and Community Substance Misuse Service took part in a joint operation,
Operation Corner, run by Police Scotland North East Division and Aberdeenshire Council Criminal Justice
and Integrated Community Substance Misuse Services. Since then, the Community Justice worker along
with Housing and Police colleagues continue to carry out home visits once to twice per month to visit
individuals who have been identified as victims or potential victims of cuckooing, in order to offer supports.
In total during 2018/19:
• 96 people were visited
• 176 visits in total were carried out
Of the 96 people visited:
• 28 engaged with services
• 27 failed to engage services
• 5 were already open to the Community Substance Misuse Service
• 12 people gave the Police Intelligence
• 21 people where contact couldn’t be made
• 3 were supported to move away from the local area due to risks.
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NATIONAL OUTCOME THREE
People have better access to the services that they require, including welfare, health and wellbeing,
housing and employability
Indicator
Partners
have
identified
and are
overcoming
structural
barriers for
people
accessing
services

Reported?
Yes
Each quarter, a
written update
is provided to
the
Aberdeenshire
Community
Justice
Partnership
(ACJP) on how
these actions
are
progressing

Useful?
Yes

Evidence and Data (max 300 words per indicator)
Within the Action Plan attached to the Aberdeenshire
CJOIP, there are nine current actions that reference this
Common Indicator. The barriers that have been
identified through the development of the CJOIP are:
• Access to Employment / Employability Services
• Access to Suitable Housing
• Access to Mental Health Services
• Access to services for Women involved in the
Justice System, including Health Services.
• Services for people who present both a high risk of
harm and a high risk of reoffending
• Access to services for people leaving custody
(including Housing)
• Inability to access services in a ‘traditional’ format
and setting and the need to adapt service delivery,
bringing the services to the person instead of the
other way around.
In Aberdeenshire, the Employability Partnership
leads on the work around helping people enter and
sustain employment, training, learning opportunities
and both Partnerships are now working together around
how to improve access to these supports and services
for people with convictions.
The Employability
Partnership is currently planning for 2020 onwards,
when the No One Left Behind funding expands. The
Community Justice Partnership will be involved in early
discussions to ensure the funds that are being devolved
to the Local Authority are being used for the needs of all
Aberdeenshire residents. Input from Community
Justice will allow the Employability Partnership to devise
programmes of support that it can then commission
providers to deliver that ensures no Aberdeenshire
resident is left behind.
The Women’s Service continues to offer groups for
women involved in the criminal justice system on a
Wednesday morning from the King Street Resource
Centre and a Monday from Robertson Road Resource
Centre in Fraserburgh. Women from across the North
of Aberdeenshire are supported to attend. The Totally
Women subgroup of the CJP meets regularly to review
progress during the previous quarter and has recently
developed an action plan for 2019/20. This plan seeks
to address the recommendations made within the NHS
Grampian Director of Public Health Report for 2017/18,
‘Changing the Record – Improving the Health and
Wellbeing of people in contact with the justice system’,
starting with women in the justice system. The Group
remains committed to identifying a suitable location
within Fraserburgh and Inverurie as a base for the
Women’s Service, similar to 88 King Street. There are
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Existence
of jointworking
arrangeme
nts such as
processes /
protocols to
ensure
access to
services to
address
underlying
needs

also plans to run drop-in sessions from HMP Grampian,
to promote Voluntary Throughcare support.
Within the Action Plan attached to the Aberdeenshire
CJOIP, there are nine current actions that reference this
Common Indicator.

Yes
Each quarter, a
written update
is provided to
the
Aberdeenshire
Community
Justice
Partnership
(ACJP) on how
these actions
are
progressing.

During 2017/18, the Prison Discharge Protocol was
revised and updated to take account of the SHORE
standards and to take account of the changes that had
taken place within HMP Grampian since the protocol
was first drafted in 2014. This applies to the stage of a
person’s journey when they are about to be released
from a period of remand or a custodial sentence and
relates to housing activity. As highlighted above,
access to suitable housing was identified as a barrier for
people who are involved in the justice system.
Since 2017/18, a representative from the Housing
Service has attended the Case Management Board
meetings at HMP Grampian every Thursday morning
and uses the afternoon to schedule appointments with
clients who require advice and assistance in relation to
their housing situation. Feedback from the Prison
Based Criminal Justice Social Work Team Manager
explains that the revised and updated processes
continue with the Housing Liaison Officer regularly
attending the Case Management Board at HMP
Grampian, if she is unable to attend an update is
provided regarding anything that comes out of the CMB
that requires follow up action. Any Social Work referrals
in relation to housing from prisoners are passed on
accordingly, and this seems to continue to work well and
with no reported issues.

Initiatives
to facilitate
access to
services

Yes
Each quarter, a
written update
is provided to
the
Aberdeenshire
Community
Justice
Partnership
(ACJP) on how
these actions
are
progressing.
Below
are
some
examples
of
the activities
related to this
indicator.

Yes

Within the Action Plan attached to the Aberdeenshire
CJOIP, there are 11 current actions that reference this
Common Indicator.
As highlighted in the 2017/18 Annual Report, the King
Street Resource Centre is an Aberdeenshire Council
building which is used as a safe and accessible place
where a range of interventions and delivery models can
take place. The people who attend the Centre are
involved the justice system in a range of different ways
including statutory provision, voluntary contact, unpaid
work and throughcare. A key aim of the King Street
Resource Centre is to improve equity of access to
services for people who are involved in the justice
system.
There are now activities and groups available every day
of the week and one evening per week including a
Women’s Drop in and Women’s Group, Harm Reduction
Clinics, Moving Forward Making Changes (MFMC)
Group, a Caledonian Group, an Any Other Activity
Group and a Running Group (Unpaid Work ‘Any Other
Activity’). One-to-one and two-to-one Unpaid Work
Placements are also offered at King Street, supporting
a small provision of food parcels and a clothing bank.
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All activity is timetabled to provide consistency and
reliability to those accessing services.
Throughout 2018/19, the Integrated Community
Substance Misuse Service has continued to enhance its
use of the building to provide a range of therapeutic
interventions as well as harm reduction clinics. The
Community Psychiatric Nurses run clinics on a daily
basis and offer support in all aspects associated with
substance misuse. Appointments are from 30-60
minutes and although these are planned appointments,
there are also ad hoc attenders on a daily basis. The
service is also able to support those who present in
crisis. The CPNs based at King Street will see on
average between 7 and 9 people per day.
By
networking and engaging with community partners,
including adult mental health and learning disability
teams, NHS Health Point, Housing, Job Centre Plus,
HMP & YOI Grampian, Health Visitors and local Food
Bank, Pharmacists and GPs, the service is able to offer
a much more holistic approach to those who access
King Street.
During 2019/20, the Partnership intends to continue to
develop King Street as a ‘one stop shop’ to improve
access to services for people involved in the justice
system, increasing this to include other community
justice partners.
Within the current CJOIP, there is a commitment to
extend the Making Every Opportunity Count for
Health (MEOC) approach to other relevant settings,
including services provided by all Community Justice
Partners. During 2018/19, initial discussion took place
with Criminal Justice Team leads around staff
awareness raising, however this was not progressed
further as it was felt that health needs are already
routinely considered when a person begins any piece of
work with Criminal Justice Social Work. Discussions
with NHS Public Health colleagues highlighted that
there were no further plans to continue the roll out of
MEOC beyond the end of the financial year and so this
action will be revised for 2019/20.
In December 2018, the Director of Public Health for
NHS Grampian published the 2017/18 Annual Report,
‘Changing the Record’, around improving the health
and wellbeing of people in contact with the justice
system. In March 2019, Community Justice Partners
were invited to give an input to the Aberdeenshire
Integration Joint Board around how they were
responding to the challenges set out within the report.
Already, this has led to improved working relationships
between Health and Justice partners and the
identification of areas where there is a need to improve
– such as access to services and the detrimental impact
that stigma and discrimination can have on people’s
willingness and ability to do this. Community Justice
Partners are currently working together to develop a
local action plan that sets out what needs to be done to
further improve the health of people from Aberdeenshire
who are involved in the justice system.
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The Family Centre and Help Hub (FCHH) at HMP &
YOI Grampian opened its doors on 8th September
2015. Action For Children manage the Family Centre
and Help Hub, supported by the Scottish Prison Service.
The Family Centre’s most basic function is to provide a
safe place where visitors can relax and spend time
before and after a visit to the prison. It provides a onestop-shop where visitors can access a variety of
support, advice and up to date information about the
prison. Action For Children work in partnership with a
range of community justice agencies and the local
community to shape the future by supporting families
affected by imprisonment, creating opportunities to
prevent offending and reoffending, achieving improved
outcome and a positive destination even for the most
vulnerable in our communities.
During 2018/19, the Family Centre and Help Hub was
open on a Monday - Saturday and closed on a Sunday.
Evening opening hours to support evening visits were
trialled, however the service was not utilised with the
centre remaining unused before and after the evening
visits. Consultation with visitors highlighted that in the
evenings they just wanted to have their visit and head
home.
Action For Children have been involved in arranging a
variety of activities and events during the year and
these include:
• Leading the Wednesday Children’s Visit;
• Birthday Celebrations – Parents who are in custody
are offered the opportunity to bake and decorate a
birthday cake for their son or daughter and for this
to be presented to their child in a Children’s Visit.
• Hot food from the Café at the Family Centre is
provided for all daytime Children’s visits
• The Library at the prison were involved in a Story
telling session in the visit room which offered an
engaging, interactive session for the families. On
the 8th August as part of the Edinburgh Book
Festival, Debi Gliori came to the FCHH and into the
visit room to read her book ‘What’s the time Mr Wolf’
and do some arts and crafts. Action For Children
report that promoting literacy and storytelling as part
of learning through play is helping to boost parent
confidence and positive attachments with their
children.
• Other activities provided by Action For Children at
the FCHH included flower planting in the FCHH
garden, a Father’s Day event, Summer Fling BBQ /
Fete, Halloween Party, Science Fair (November
2018).
The FCHH Annual Report for 2018/19 highlights that the
majority of visitors to the Help Hub are from Aberdeen
City (61%), with 24% of visitors coming from
Aberdeenshire. This reflects the prison population at
HMP & YOI Grampian, the majority of whom are from
Aberdeen City.
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Speed of
access to
mental
health
services

No

Not in current
format

There are no actions within the Action Plan attached to
the CJOIP that reference this common indicator in this
format. There are, however, examples of activity
designed to increase capacity to support practitioners in
working with people involved in the justice system who
have mental health issues.
Access to mental health services has been identified as
a priority within the Aberdeenshire CJOIP.
The
Criminal Justice Mental Health Practitioner is a
qualified Mental Health Officer who is based within HMP
Grampian one day per week to see people who have
been identified as experiencing lower-level mental
health issues. This is different to the service provided
by the Community Mental Health Team, which focuses
primarily on delivering services at Tiers 3 and 4. The
Worker provides a ‘triage’ service, can deliver lower
level mental health support and interventions and will
make onward referrals to other services as appropriate.
The worker links in with Health Services provided at the
prison and all referrals are streamlined through PrisonBased Social Work.
From August 2018, this service was delivered by a
Worker within the Community Mental Health Team, 11
hours per week, funded by the Criminal Justice Social
Work Service.
Between August 2018 and the end of March 2019, 66
appointments were offered, 34 were attended, 13 repeat
appointments were made and there were a further 15
follow ups within the community. This post did not exist
prior to 2017/18 and so to date has resulted in over 100
appointments with mental health practitioners being
offered to people where this would not have been
possible previously.
The MHO seconded to the post within HMP Grampian
has now returned to their substantive post within the
Community Mental Health Team, however discussions
are ongoing as to how to fill this gap in service provision.
It is hoped that in the longer term, this gap in services
can be addressed via the Action 15 Mental Health
Strategy funding for additional mental health workers
within the Prison setting.
From June 2018, Community Justice Partners
(Aberdeenshire Council Criminal Justice Social Work
Service, Aberdeenshire Health & Social Care
Partnership, NHS Grampian, Police Scotland) have
been involved in planning for the increase in the
workforce to give access to dedicated mental health
professionals within the settings of police station
custody suites (Fraserburgh) and prisons (HMP
Grampian).
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% of people
released from
a custodial
sentence :
a) registered
with a GP
b) have
suitable
accommod
ation
c) have had
a benefits
eligibility
check

No – Only in
the Annual
Report

No – Not in its
current format
as information
is
only
available
for
those at HMP
Grampian,
however
Aberdeenshire
residents are
currently
housed in SPS
establishments
in other parts
of Scotland.

Local Measure Description = Voluntary Throughcare
Uptake
2017/18 = 97
2018/19 = 51
Within the Action Plan attached to the Aberdeenshire
CJOIP, the following action references this Common
Indicator:
• Action 21) - Identify where improvements can be
made to existing processes, practices, and joint
working arrangements to ensure that people are
appropriately supported prior to, during and after
they are released from custody.
During 2017/18, the work to review and update the
existing Prison Discharge Protocol to take account of
the SHORE standards and the changes that had taken
place within HMP Grampian since the protocol was first
drafted in 2014 was undertaken with a view to
increasing the percentage of people released from a
custodial sentence that had suitable accommodation
(please see above).
During 2018/19, work has concentrated on developing
links with the Employability Partnership to take forward
‘No One Left Behind’, helping people with convictions to
gain employment. The work of the prison-based Mental
Health Social Worker and Community Justice
Substance Misuse Worker (referred to in other sections
of this report) also contribute to this action, but not
directly to the common indicator.
Already during 2019/20, the ACJP has began reestablishing links with the Department of Work and
Pensions, which has been a valued partner at the
community justice table since the shadow arrangements
were established in February 2016, and also developing
and improving links to the Aberdeenshire Health and
Social Care Partnership, under the auspices of the
2017/18 NHS Grampian Director of Public Health on
addressing health inequalities and overcoming the
barriers that exist for people in the justice system in
terms of accessing health services.

Targeted
interventions
have
been
tailored for and
with
an
individual and
had
a
successful
impact on their
risk of further
offending

Yes
Each
quarter, a
written
update
is
provided to
the
Aberdeens
hire
Community
Justice
Partnership
(ACJP) on
how these

Yes

Within the Action Plan attached to the Aberdeenshire
CJOIP, there are 6 current actions that reference this
Common Indicator. These relate to:
• Action 23) - Maximising opportunities for Early
Intervention and joint initiatives
• Action 24) - Increasing the use of Diversion for both
adults and young people
• Action 25) - Enhancing the Community Payback
Order (CPO) Unpaid Work Service, including the
use of ‘Any Other Activities’
• Action 26) - Progressing Alternatives to Remand,
including Bail Supervision
• Action 27) - Reviewing and enhancing the delivery
of gender-based abuse services and programmes
within Aberdeenshire
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actions are
progressing

•

Action 28) - Enhancing capacity to deliver the Joint
Sex Offender Project within Aberdeenshire.

Within Aberdeenshire, Community Justice Partners
remain committed to increasing the use of Diversion
from Prosecution for both young people and adults.
Some of the activities which evidence this commitment
include:
• In September 2018, Aberdeenshire hosted a Centre
for Youth and Criminal Justice ‘Diversion from
Prosecution Forum’, which was well attended with
representation from Aberdeen City, Aberdeenshire
and Glasgow City Council Social Work Services,
Crown Office and Procurator Fiscal Service, Police
Scotland North East Division and RAFT (Aberdeen
City-based
consortium
of
Third
Sector
organisations involved providing support and
services to Children and Young People in
Aberdeen). The impact of this has been that local
practitioners have had an opportunity to find out
more about the current thinking and latest
developments with Diversion from Prosecution.
• The request from Community Justice Scotland for
Police Scotland to include more information and
recommendations regarding Diversion in the
Remarks Section of the Standard Prosecution
Report (SPR) has been discussed at the
‘Alternatives to Remand and Prosecution and
Custody Support Sub Group’ meeting.
• During 2018/19, Aberdeenshire noted an increase
in the number of unsuitable Diversions. This issue
was raised at the Sheriffdom Meeting in Inverness
on 14/11/18, where discussion with the National
Case Marking Team was encouraged, to prevent
unsuitable cases being diverted to CJSW. The
impact of this was that feedback on the quality and
usefulness of Diversion Completion Reports has
been requested from COPFS.
• Representatives
from
the
Aberdeenshire
Community Justice Partnership attended the
Community Justice Scotland ‘Restorative Justice in
Practice’ event in Aberdeen on 29th March 2019,
which included an input from COPFS on Diversion
from Prosecution.
Following the presentation
where was some discussion about how to ensure
that COPFS received any relevant information that
could help inform decisions around whether or not
a person could be diverted – for example if they
were already working with Social Work. This is
currently being considered by the sub group.
• Referrals for Diversion from Prosecution continue to
increase in both North and South Aberdeenshire
and an increase in the number of diversions for
possession of cannabis has also been noted. The
impact of this has been that members of the
Aberdeenshire Criminal Justice Social Work
Service and Integrated Community Substance
Misuse Team are now working together on a pack
that can be used with people who have been
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diverted from prosecution where substance misuse
has been a contributing factor to their offending
behaviour.
For Bail Supervision, please see the section on
‘Number of supervised bail’ below.
For Enhancing the Community Payback Order
(CPO) Unpaid Work Service, please see the section
on ‘Use of ‘other activities requirements’ in CPOs’
below.
For reviewing and enhancing the delivery of genderbased abuse services and programmes within
Aberdeenshire (Caledonian), please see the section
on ‘Effective risk management for public protection’
below.
For ‘Enhancing capacity to deliver the Joint Sex
Offender Project within Aberdeenshire’, please see
the section below on ‘Effective risk management for
public protection’.
Other information relevant to National Outcome Three
Speed of Access to Mental Health Services
Access to mental health services has been identified as a priority within the Aberdeenshire CJOIP. The
Criminal Justice Mental Health Practitioner is a qualified Mental Health Officer who is based within
HMP Grampian one day per week to see people who have been identified as experiencing lower-level
mental health issues. This is different to the service provided by the Community Mental Health Team,
which focuses primarily on delivering services at Tiers 3 and 4. The Worker provides a ‘triage’ service,
can deliver lower level mental health support and interventions and will make onward referrals to other
services as appropriate. The worker links in with Health Services provided at the prison and all referrals
are streamlined through Prison-Based Social Work. From August 2018, this service was delivered by a
Worker within the Community Mental Health Team, 11 hours per week, funded by the Criminal Justice
Social Work Service.
The local indicator used to monitor progress is the number of appointments offered / accepted, number
of transitions to community.
Between August 2018 and the end of March 2019, 66 appointments were offered, 34 were attended, 13
repeat appointments were made and there were a further 15 follow ups within the community. Follow ups
within the community included 3 inputs to Housing, 6 referrals to community GPs for further support, 6
referrals for short work with the Community Mental Health Team (CMHT) and one referral for group work
with the CMHT. During the period many of the clients sought assistance with low to moderate anxiety and
depression. The main referrals were made through the substance misuse team and the clients were
reporting self-medicating for underlying poor mental health. In the first three months the clients tended to
be previously diagnosed with Personality Disorders or ADHD, and did not engage after the initial
appointment, however since January there was an increase in the more moderate anxiety type of
presentations and there appeared to be an increase in engagement within the prison and upon liberation.
This post did not exist prior to 2017/18 and so to date has resulted in over 100 appointments with mental
health practitioners being offered to people where this would not have been possible previously.
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Court Social Workers
This activity relates to the Common Indicator ‘Existence of joint working arrangements such as processes
/ protocols to ensure services to address underlying needs’.
On 30th May 2014, Stonehaven Sheriff Court closed, with all business transferring to Aberdeen Sheriff
Court. Stonehaven Sheriff Court previously serviced the south of Aberdeenshire, supported by the
Aberdeenshire Criminal Justice Social Work Fieldwork Team, however since its closure, support to people
from Aberdeenshire who are appearing in Court has been provided by the Aberdeen City Court Social
Work Team. In August 2017, all Sheriff and Jury cases transferred from Peterhead Sheriff Court to
Aberdeen Sheriff Court, leading to a further increase in the volume of Aberdeenshire people requiring
support from the Court Social Work Team. Further, in September 2017, the funding that had previously
been provided by Aberdeen City Council to Sacro to employ a dedicated young person’s court support
worker for Aberdeen Sheriff Court came to an end. Although the dedicated Aberdeenshire Young Person’s
Court Support Worker post remained, this post traditionally concentrated on the Banff and Peterhead
Sheriff Courts, and the distances involved in covering these areas in addition to Aberdeen was creating
capacity issues for the worker. All three of these developments led to considerations and discussions
with colleagues in Aberdeen City as to how best to offer support to people from Aberdeenshire who were
appearing at Aberdeen Sheriff Court. In February 2018, a new post was created within the Aberdeenshire
Criminal Justice Social Work Service, based within the Pre-Disposal Team at Aberdeen Sheriff Court four
days per week, but managed by Aberdeenshire Criminal Justice Social Work. The purpose of the post is
to ensure that anyone with an Aberdeenshire address who is appearing in Court, whether from custody or
as a planned appearance, is given the opportunity to meet with Social Work and explore whether there
are any unmet needs and underlying issues that are contributing to their offending behaviour, with the
option of follow up support as required. The Court Social Worker is also based at Kittybrewster Custody
Suite one day per week, as part of the Police Scotland Criminal Justice Services Division Custody
Remodelling Project, and on this day will be available see anyone who has been held in Police Custody
prior to them appearing in Court. During 2019/20, consideration will be given as to how to link in with
people who have been released on an undertaking, possibly through the provision of a drop in service
from Kittybrewster Custody Suite, and also to how this work can be linked to other workstreams such as
Action 15 Mental Health Strategy, Police Custody setting.
Increased Access to Services at Kittybrewster Custody Suite
This activity relates to the Common Indicator ‘Existence of joint working arrangements such as processes
/ protocols to ensure services to address underlying needs’.
During Spring 2018, Police Scotland identified four locations to pilot as ‘Criminal Justice Hubs’ – Falkirk,
Inverness, Glasgow (London Road) and Kittybrewster in Aberdeen. Although located within Aberdeen
City, Kittybrewster also caters for the South and Central Aberdeenshire areas and will also accept
custodies transferred from Fraserburgh Custody Suite where required.
The decision to develop the Criminal Justice Hubs came from an aspiration to bring innovation into the
criminal justice environment, reduce the burden on Local Policing and help find new ways of working with
partners. It was anticipated that the new Hubs would bring benefits of enhanced Custody provision by
acting as key centres for wider Criminal Justice Services, with opportunities to develop and enhance the
range of services available from partner and Third Sector agencies to help promote health and wellbeing,
provide opportunities for early intervention and sign-posting of services, and ultimately help to keep our
communities safer.
Initial discussions with Police Scotland highlighted the need for onsite and follow up services for those
living in Aberdeenshire who are in custody, prior to the stage of having to appear in court, to prevent
revolving door recidivism and address ongoing issues associated with poverty, social isolation, substance
misuse, and mental ill health. It was acknowledged that there was a potential gap in services and that
opportunities to intervene at the earliest stage were being missed. This was in part because not everyone
goes through the traditional criminal justice route – not all will appear in Court and/or be made subject to
a Court Order, and so do not come into contact with traditional Criminal Justice Social Work Services. We
recognised that we needed to find another way to target those individuals who do not go on to appear in
court from Police Custody – so that prior to being released, they are provided with the opportunity to
engage with appropriate services and supports to assess and address unmet need and risk. We
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recognised that this also presented an opportunity to improve relationships between services and service
users, and between the partner organisations that providing these services (Police, Local Authority, Health
Service, Third Sector). This led to the development of the Court Social Worker, who is now based at
Kittybrewster one day per week and is available see anyone who has been held in Police Custody prior to
them appearing in Court. As above, during 2019/20, consideration will be given as to how to link in with
people who have been released on an undertaking, and also to how this work can be linked to other
workstreams such as Action 15 Mental Health Strategy, Police Custody setting.
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NATIONAL OUTCOME FOUR
Effective interventions are delivered to prevent and reduce the risk of further offending
Indicator
Use of ‘other
activities
requirements’
in CPOs

Reported?
Yes
Each quarter, a
written update
is provided to
the
Aberdeenshire
Community
Justice
Partnership
(ACJP) on how
these actions
are
progressing.

Useful?
Yes

Evidence and Data (max 300 words per indicator)
Local Measure Description = % of CPOs where use of
other activities is in place
2017/18 = 23.3% (137/587)
2018/19 = 40.2% (186/463)
Within the Action Plan attached to the Aberdeenshire
CJOIP, the following action references this Common
Indicator:
• Action 25) - Continue to enhance the Community
Payback Order (CPO) Unpaid Work Service,
including maximising the use of the ‘Other Activities
Requirement’
Within the Annual Report for 2017/18, we highlighted
local examples of the use of the ‘Any Other Activities’
Requirement, including:
The ‘Any Other Activity Group’ was an 8-week
rolling programme based at the King Street
Resource Centre that provided advice and
information around Benefits and Budgeting, Healthy
Living and Diet, Job Skills and Employability,
Community Safety, and Consequential Thinking.
Please see the ‘Other Information’ section below for
further details.
Skills Development Scotland Employability and
Training, on a case-by-case basis for younger
people
An Any Other Activity Running Group was
established in Peterhead, with plans to extend to
Fraserburgh and Inverurie during 2019/20. The
purpose of the group is to help to make the links
between how improved mental and physical health
and wellbeing can contribute to a reduction in
reoffending.
Activities at King Street linked to the Women’s
Service and Intensive Interventions Service which
are designed to work with people in a different way
to support them to comply with Court orders. Both
the Women’s Service and the Intensive Service
regularly use the premises to meet with clients who
prefer the more informal environment they
experience there.
Women’s Craft Group, with an indirect benefit of
improving relationships, social skills and confidence
3rd Sector Partnerships, with the Princes Trust,
Venture Trust, SAMH, Aberdeen Foyer, ADA,
Cruse, Sacro, Transition Extreme
Arrangements with Statutory Community Justice
Partners, such as the Scottish Prison Service,
Community Learning & Development, Children’s
Services Parenting Programmes, Job Centre Plus
and the Community Substance Misuse Service.
During 2018/19, 99 people (76 men, 23 women) who
had finished an Unpaid Work Order completed an Exit

Page 26 of 48

Item: 9
Page: 96

Questionnaire. When asked if they had done any other
activities that contributed to their unpaid work hours, 43
(43%) said that they had, however 51 (52%) said that
they had not. A further 5 (5%) said that none had been
identified.
During the latter part of 2018/19, two Workshop
sessions were arranged with Criminal Justice Fieldwork
Teams and Unpaid Work Teams to identify the current
challenges and potential solutions to delivering an
unpaid work service within Aberdeenshire. Some of the
suggested solutions included increased flexibility and
shared understanding about complex issues, visual
examples of workshop / work so that people are more
aware of what the work will entail before starting
(helping to reduce anxiety), increase partner
contributions and use of Any Other Activity, improved
use of feedback from Exit Questionnaires, and carry out
further work with the Courts around breach reports,
consequences,
continuations
and
shared
understanding. In response, the Unpaid Work Team
has continued to develop and expand the use of Any
Other Activity and provide more opportunities for people
to complete AOA as part of their Order. Ideas from other
local authorities via the Social Work Scotland Unpaid
Work Forum are to be incorporated to further expand
what we can provide and offer within Aberdeenshire
from 2019/20 onwards.
Effective risk
management
for public
protection

Yes
Each quarter, a
written update
is provided to
the
Aberdeenshire
Community
Justice
Partnership
(ACJP) on how
these actions
are
progressing.

Yes

Within the Action Plan attached to the Aberdeenshire
CJOIP, there are three current actions that reference
this Common Indicator. These actions relate to Bail
Supervision, Gender-based abuse programmes and
the Joint Sex Offender Project Team.
Aberdeenshire Council Criminal Justice Social Work
host the Joint Sex Offender Project (JSOP) for the
Aberdeenshire
and
Aberdeen
City
Council
areas. During 2017/18, Members of JSOP worked
together to develop a new programme of work, the
Aberdeenshire Sex Offender Programme (ASOP), to be
delivered to those men who are assessed as unsuitable
for Moving Forward Making Changes (MF:MC). ASOP
is now used regularly in Aberdeenshire for men who do
not meet the criteria for MFMC, with the Court frequently
imposing ASOP through a programme requirement
within a Community Payback Order. ASOP is also
being used for men who are released on a short-term
sex offenders licence from custody, where they do not
have enough time to complete MFMC. Feedback on
ASOP so far has been very positive. For men on short
term licences, and/or who have learning difficulties and
/ or mental health issues, we have more freedom to
adapt and amend the programme, as it is not accredited.
Also having something to work with for men who have
committed lower level internet offences has been
helpful, as previously only MFMC would have been
available.
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The Caledonian System is an integrated approach to
address men's domestic abuse and to improve the lives
of women, children and men. It does this by working
with men convicted of domestic abuse-related offences
on a programme to reduce their re-offending while
offering integrated services to women and children. The
Caledonian system is jointly delivered by Aberdeenshire
and Aberdeen City Council across both Local
Authorities.
In the 2017/18 annual report, we explained that all Joint
Sex Offender Project (JSOP) staff had been trained in
the delivery of the Caledonian System – this was to
increase and enhance the provision of these
programmes, including the availability of opportunities
for group work within the north Aberdeenshire area.
Throughout 2018/19, JSOP continued to run two groups
per week to male perpetrators of domestic abuse.
These groups are located in Inverurie and Peterhead
and are delivered in the evening, to make accessibility
easier for the men who are in employment. All these
men are working on individual risk management and
care plans and will continue with this until the end of
their Court Orders. During Q4, following the successful
completion of the group work phase by a number of
individuals, the two the Caledonian groups were
amalgamated to ensure there were enough participants
to effectively deliver the groupwork programme. This
group now has 8 men attending once per week for their
group session and weekly individual appointments with
their case managers. Any men across Aberdeenshire
who cannot access Inverurie are offered a place in
group within Aberdeen City’s premises for ease of
access.
Also during 2018/19, a specialist input on Personality
Disorder and GIRFEC in relation to Caledonian was
delivered to all Aberdeenshire staff and feedback from
this training has been very positive. All Caledonian staff
completed refresher training following the reaccreditation of the Caledonian System. This has
included case manager, group workers and the
women’s service.
For the Joint Sex Offender Project Team, please see
‘Targeted interventions have been tailored for and with
an individual and had a successful impact on their risk
of further offending’ above.
For Bail Supervision, please see ‘Number of
Supervised Bail’ below.
Please also see page 12, National Outcome Two, under
indicator ‘Partners illustrate effective engagement
and collaborative partnership working with the
authorities responsible for the delivery of MAPPA’.
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Quality of
CPOs and
DTTOs

CPOs – Yes
DTTOs – No,
only through
the Annual
Reporting
process.

CPOs –
Yes
DTTOs –
Not
currently
reporting
on this.

Local Measure Description = % of offenders subject to
a CPO who have reduced and/or stopped offending
2017/18 = 89%
2018/19 = 83.8% (67/80)
Local Measure Description = % of offenders subject to
CPO who feel they were treated with respect
2017/18 = 100%
2018/19 = 100% (80/80)
Local Measure Description = Breach rate for CPOs
2017/18 = 29%
2018/19 = 28.6% (165/577)
Local Measure Description = % successful completions
(CPOs)
2017/18 = 66%
2018/19 = 94.4% (337/357)
Within the Action Plan attached to the Aberdeenshire
CJOIP, there is one current action that reference this
Common Indicator:
• Continue to enhance the Community Payback
Order (CPO) Unpaid Work Service, including
maximising the use of the ‘Other Activities
Requirement’
Please see the section above regarding indicator ‘Use
of ‘other activities requirements’ in CPOs’ for further
information. There are no current actions within the
CJOIP which refer to Drug Treatment and Testing
Orders.
Exit Questionnaires for use with people who have
completed a period of Supervision and/or Unpaid Work
were revised during 2017/18 to incorporate the personcentric outcomes within the Community Justice
Outcomes, Performance and Improvement Framework.
These new forms have been in use since 1st April 2018
and feedback on how this has progressed / outcomes
achieved is provided in the sections below. In addition,
specifically in relation to Supervision:
• 100% of people who completed an exit
questionnaire (80) said that they thought they got
good support from their supervisor during the period
of Supervision;
• 97% of people (72/74) said that their progress
during Supervision was recognised and regularly
reviewed.
In relation to Unpaid Work:
• 96% of people who completed an exit questionnaire
(99) said that they thought they got good support
from their Unpaid Work Supervisor;
• Just under a third (29%) of people said that they had
learned new skills while on unpaid work (29/99);
• Just under half (45%) of people said that unpaid
work had helped them to further develop skills that
they already had (44/98).
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Reduced use
of custodial
sentences and
remand :
a) Balance
between
community
sentences
relative to
short
custodial
sentences
under one
year
b) Proportion
of people
appearing
from
custody
who are
remanded.

No –
Reducing the
use of remand
and custodial
sentences is a
priority for the
Aberdeenshire
Community
Justice
Partnership,
however we
do not
currently
report this
information in
this format.
Each quarter, a
written update
is provided to
the
Aberdeenshire
Community
Justice
Partnership
(ACJP) on how
the
three
actions related
to
this
Common
Indicator are
progressing.

Yes

Local Measure Description = Short term Custody rate
(custodial sentences under 4 years)
2017/18 = 15.8% (113/717)
2018/19 = 14.3% (85/594)
Within the Action Plan attached to the Aberdeenshire
CJOIP, there are three current actions that reference
this Common Indicator. These actions relate to Bail
Supervision (please see below), Gender-based
abuse services and programmes, and the Intensive
Interventions Service.
The Intensive Interventions Service was established
in September 2017 to provide better support both those
who present a high risk of harm and a high risk of
reoffending, including areas of health, housing and
employability. The aim of the service is to try and break
the cycle of reoffending by providing structure to the
individual service user’s day, frequent contact and
support to make appointments. The Service consists of
one full time Social Worker and one full time
Employability Officer.
The service offers a longer-term approach to working
with people who have struggled to engage and
complete their order in mainstream criminal justice
services. The ethos around the service is that a reduced
caseload (maximum of 10) will provide more time to help
foster good quality relationships, which will improve the
chances of effectively addressing criminogenic needs.
In partnership with the Employability Worker, the full
time Social Worker aims to address basic needs around
housing, finances, employability, etc., before exploring
more complex needs. The service is open to males over
the age of 18, although females are not precluded from
accessing the service. The focus is to work with those
who are caught in a ‘revolving door’ cycle of committing
low tariff offences and who struggle to comply with court
orders which invariably leads to breach proceedings
and short-term custodial sentences. The service can
also work with people if they are serving short custodial
sentences or periods on remand so that, where
possible, there is not break in the relationship while they
are in custody. Bail Supervision is also now supported
by the Intensive Intervention Service, which will provide
contact as specified by the court, to support compliance
with bail conditions in place.
From 1st April 2018 until 31st March 2019, 7 clients were
referred to the service, which were in addition to an
existing caseload that did not exceed 13. All individuals
were subject to Community Payback Orders and
Supervised Release Orders. Those on Community
Payback Orders have had requirements such as Unpaid
Work, Supervision and Programme Requirements (e.g.
the Caledonian Programme). Some of the complex
issues have included substance misuse, mental health
problems, homelessness, physical health problems and
issues around deprivation, poverty and access to
financial benefits. Accessing health services and
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maintaining engagement with these services has also
been an issue that has faced clients referred to the
service. All of those referred engaged with the service
on some level. Of the 7 referrals in 2018/19, 2 have
been placed into breach. The main focus for many of
the referrals has been to establish a basic routine and
compliance with their order.
The delivery of
interventions
targeted at
problem drug
and alcohol
use [NHS
Local Delivery
Plan (LDP)
Standard]

Yes
Each quarter, a
written update
is provided to
the
Aberdeenshire
Community
Justice
Partnership
(ACJP) on how
this action is
progressing.

Yes

Within the Action Plan attached to the Aberdeenshire
CJOIP, one current action references this Common
Indicator:
• Action 23) - Maximise opportunities for Early
Intervention and joint initiatives (e.g. Alcohol Brief
Interventions, Arrest Referral and local initiatives
such as Operation Hotspur).
The Community Justice Substance Misuse Worker
based within the Criminal Justice Social Work Service
helps to facilitate earlier access to services for people
who have come into contact with the justice system.
This includes the continued delivery of Operation
Hotspur, a joint initiative with Police Scotland, which is
designed to improve access to substance misuse
services for people who have had contact with the
Police as a result (direct or indirect) of their substance
misuse.
The local indicators used to measure progress against
this activity include:
• Number of people referred to the service
• Number of people who engaged with the service
During 2018/19, 78 people were referred via Operation
Hotspur, 40 for drugs and 36 for alcohol, 2 referrals were
for people affected by another person’s drug or alcohol
use. Of the 78 people referred:
26 engaged with the Community Substance Misuse
Service
20 failed to engage
10 decided at time of follow up that they did not
require a service
11 were already open to the CSMS and engaging
1 was no longer living in the area
1 was out of area so referred on to services there
7 were referred on to other services (Mental Health
/ Kessock Clinic etc.)
2 received a custodial sentence so were not
available to engage with the community-based
service.
The Community Justice Substance Misuse Worker also
continues to work from HMP Grampian two days per
week to support the transition from custody to the
community, and vice versa.
During 2018/19, 95 people were offered appointments
in HMP Grampian, 59 people engaged with support, 34
people did not, and a further 2 people were released
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before they could be seen. Of the 59 people who
engaged:
42 were transitioned to services in the Community
5 received long sentences
1 was transferred to another prison
1 Failed to get Parole
1 Moved out of the Local Area
7 are still serving their current sentence
2 Decided they didn’t require a service.
Of the 42 people who were transitioned into the
Community, 32 people engaged with services in the
community, 10 people failed to engage.
The Aberdeenshire Safer Streets programme for
2018/19 included the Summer Games and Shows 2017
(6 x Games / Shows), ‘Pay Day Saturdays’ (5 x dates)
and Festive Safer Streets (4 x dates in December 2018)
– both Pay Day and Festive activities concentrated on
the towns of Fraserburgh, Inverurie and Peterhead. The
purpose of the initiative is to provide high visibility joint
patrols to identify and disrupt those who are suspected
to be involved in antisocial behaviour, disorder or
violence, to work in partnership to divert people from
crime and disorder and minimise the effects of
excessive alcohol consumption, to provide advice,
guidance and support to individuals displaying
vulnerabilities and to provide referral on for follow up
contact from support services, where required. The
initiative also allows for arrest referral work to take place
where people during the evening of the safer street work
have been held in police custody.
Follow-up
intervention and onwards referral into services can then
take place through Criminal Justice staff who cover
Court. Additionally, during the early part of the shift,
there is an opportunity to carry out ‘Safe and Well’
checks on Criminal Justice and Community Substance
Misuse Service clients who are identified as vulnerable
due to a range of factors, which could include alcohol /
substance misuse, relationship issues including
domestic abuse, transitioning from custody to
community, etc. This provides a further opportunity to
enhance existing support and increase visibility of
partnership working. Some of the outputs from these
activities are described below:
-

As a result of the Festive Campaign, 180 licensed
premises checks were carried out, 22 Curfew Bail
checks were completed, 15 stop searches were
carried out (4 positive), 11 fixed penalty notices
were issued (9 for urinating in public, 2 for breach of
the peace). Positively, only 15 cases were reported
to the Procurator Fiscal and only two of these were
custody cases. The involvement of Criminal Justice
and Substance Misuse Services allowed for 28
people to be provided with support and assistance
and the offer of a referral in to services if they felt
this was required. A further 19 welfare checks were
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carried out, 10 of these were positive (in the
remaining 9 visits, the individual was not at home).
-

The Aberdeenshire Safer Streets Initiative ‘Pay Day
Saturday’ shift on Saturday 30th March 2019 in
Fraserburgh, Inverurie and Peterhead resulted in 46
Licensed Premises checks, 13 curfew checks, 4
Crimefiles being raised (Common Assault, Urinating
in Public, a Drugs Offence and a Minor Police
Assault), 3 ASB STORM Incidents attended, 3
Social Work Welfare Checks / Home Visits and 2
Stop Searches.

In addition to the Safer Streets Initiatives, seven joint
Warrants Operations were carried out by DAVRU and
Criminal Justice Social Work staff during the course of
the year. The ‘Warrants Nights’ involved the proactive
execution of outstanding arrest warrants (Apprehension
and Means) by Police Scotland North East DAVRU for
individuals residing within the Aberdeenshire area. At
the time the warrant was executed, the person subject
to the warrant was offered the opportunity to speak with
a Criminal Justice Social Worker, to explore any unmet
needs and risks, with the option of a referral for followon services where required. This not only ensures that
outstanding warrants are dealt with promptly, but also
provides an opportunity for people to access the
services that they might need at an earlier stage / where
this has not previously been available.
Number of
Police
Recorded
Warnings,
police
diversion,
fiscal
measures,
fiscal
diversion,
supervised
bail,
community
sentences
(including
CPOs, DTTOs
and RLOs)

Yes • Fiscal
Measures
• Fiscal
Diversion
• CPOs.
Each quarter,
a written
update is
provided to the
Aberdeenshire
Community
Justice
Partnership
(ACJP) on
how the
actions related
to Bail
Supervision
and Diversion
are
progressing.
No –
• Police
Recorded
Warning

Yes

Local Measure Description = Total Number of CPOs
2017/18 = 693
2018/19 = 577
Local Measure Description = Total Number of DTTOs
2017/18 = 15
2018/19 = 11
Local Measure Description = Total Number of RLOs
2017/18 = 31
2018/19 = 27
Local Measure Description = Total Number of Fiscal
Work Orders
2017/18 = 50
2018/19 = 56
Local Measure Description = Total Number of
Recorded Police Warnings (No. of Crimefiles)
2017/18 = 840
2018/19 = 885
Local Measure Description = Total Number of EEI
Diversions (No. of Persons)
2017/18 = 243
2018/19 = 160
Within the Action Plan attached to the Aberdeenshire
CJOIP, there are two current actions that reference
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•
•

this Common Indicator (Number of Fiscal Diversion,
Number of Supervised Bail).

Police
Diversion
DTTOs
RLOs.

Supervised Bail
The 2017/18 Annual Report explained that a working
group with membership from all relevant Community
Justice Partners had been established to consider how
alternatives to remand could be taken forward, in terms
of preventing people from becoming further involved in
the criminal justice system and supporting those who
are already in it, to prevent reoffending. The group
developed a Bail Supervision Programme aimed at
Women, Young People and Males at risk of Short
Custodial Sentences.
A pilot project at Peterhead Sheriff Court commenced
on 1st July 2018, which involved a Criminal Justice
Social Worker attending court each day to offer to meet
with anyone who was appearing from custody with a
view to assessing whether Bail Supervision might be
suitable for them. This saw an increase in the use of
Bail Supervision during the pilot period.
The
programme was also presented to the Sheriff at Banff
Sheriff Court in July 2018 for his awareness and
consideration. The pilot highlighted operational issues
for partners that would need to be resolved before the
service could be rolled out, such as ensuring that all staff
members were fully briefed on what the project was
about and why it was being progressed. In November
2018, the group agreed to develop a Guidance Sheet
around Bail Supervision for each agency, to increase
awareness and understanding of Bail Supervision.
Additionally, Police colleagues would explore the
possibility of including a section within the Remarks
Section of the Standard Prosecution Report around Bail
Supervision.
A Protocol for Bail Supervision in
Aberdeenshire would also be developed and a review of
staffing requirements for Bail Supervision would be
considered. In January 2019, revised national guidance
was issued and local documentation is currently being
updated to take the new minimum standards for Bail
Supervision into account.

Number of
short-term
sentences
under one
year

No –
Not directly

Yes

Within the Action Plan attached to the Aberdeenshire
CJOIP, although there are no current actions that
specifically reference this Common Indicator, there are
a number of initiatives which aim to reduce the number
of short term sentences under one year, such as the
Intensive Interventions Service and the Young Person’s
Criminal Justice Social Worker.
People at risk of short custodial sentences were
identified as a priority for the Aberdeenshire Community
Justice Partnership following the production of the
needs assessment that was produced to support the
development of the Community Justice Outcomes
Improvement Plan, which identified that despite the
presumption against the use of short custodial
sentences, these were still prevalent in Aberdeenshire,
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with sentences of up to three months being used in
nearly half of all cases where custody was used (40%).
A further quarter of custodial sentences issued to
people from Aberdeenshire during this period were for
between three and six months. Anecdotal evidence
from the Criminal Justice Social Work Fieldwork,
Community Payback Order Unpaid Work Service and
the Scottish Courts and Tribunal Service indicated that
the reasons behind the frequent use of short custodial
sentences included repeated non-compliance with
Court Orders, non-attendance at Unpaid Work, nonengagement with services, and continued offending
behaviour. It was observed that, for some, it was
preferable to serve a short period of time in custody than
it was to make the lifestyle changes that would be
required to enable those individuals to be able to comply
with community sentences. At the time of writing the
CJOIP, this was a particular issue within the
Fraserburgh and Peterhead areas of Aberdeenshire.
Community Justice Partners recognised that we needed
to work with these individuals in a different way if we
were to have any success at increasing compliance with
community orders and ultimately reduce the number of
short custodial sentences.
Scottish
Government
Experimental
Statistics
(https://www2.gov.scot/Topics/Statistics/Browse/CrimeJustice/Datasets/DatasetsCrimProc/EXSTAT/postcode
1718) demonstrate that during 2016/17, 241 people
from Aberdeenshire received short-term sentences
under 1 year. During 2017/18, this figure fell to 186, a
reduction of 22.8%
Although positive, it should be
noted that there was a notable spike in short custodial
sentences during 2016/17 (from 184 in 2015/16) and
that the figures will need to be tracked over a longer
period to determine whether this reduction will be
sustained.
Other information relevant to National Outcome Four
Any Other Activity Group – King Street, Peterhead.
April 1st 2018 – March 31st 2019
The group commenced on Friday 6 April 2018 and ran weekly until Friday 1 March 2019. Thirteen
individuals had initially expressed an interest in attending the activities group. A total of 28 sessions
were held and were usually attended by two or three different males, ranging in age from early twenties
to over 60 years old.
The activities were designed to help individuals make positive lifestyle choices and improve access to
other support services. This normally took the form of presentations, and outside speakers were also
invited to the meetings.
This included sessions on employability skills in partnership with Aberdeenshire Council Employability
Support Team, with the focus on accessing job websites; financial assistance through individual training
accounts and also applying for Construction Skills Certification Scheme (CSCS) cards.
There was a strong ongoing emphasis on healthy lifestyles and nutrition. This was addressed by
presentations exploring the nature of addictive behaviour, and preventative strategies to help break the
cycle. Nutritional information was provided by the manager of the local Trussell Trust foodbank, who
gave a presentation on the process for accessing foodbank services and some practical advice on how
the contents of food packs could be used to help provide a balanced diet. Health and wellbeing issues
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were further reinforced by Aberdeenshire Council Criminal Justice social workers, who gave a
presentation of the benefits of regular exercise, and the workers also started a weekly running group
which was attended by some of the group attendees.
Although proactive steps were taken to increase attendance, latterly the group was only attended by one
male and it was felt the sessions required more individuals to provide meaningful group engagement. As
a result, the programme has been concluded for the time being but will be reviewed during 2019/20 to
see how opportunities for Any Other Activity at King Street could be provided in future.
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NATIONAL OUTCOME FIVE
Life chances are improved through needs, including health, financial inclusion, housing and safety, being
addressed
Indicator
Individuals
have made
progress
against the
outcome

Reported?
Yes –
Through
Annual
Report

Useful?
Yes

Evidence and Data (max 300 words per indicator)
Local Measure Description = % of offenders who had identified
a difficulties before or during supervision and at the end of
supervision the issue had improved

•

-

-

Education
&
Employment
2017/18 = 50%
2018/19 = 63.2% (12/19)

Housing

Drugs
2017/18 = 100%
2018/19 = 87.5% (21/24)

Alcohol
2017/18 = 75%
2018/19 = 85.7% (24/28)

Personal Relationships
2017/18 = 70%
2018/19 = 79.3% (23/29)

Self-Esteem
2017/18 = 89%
2018/19 = 80% (24/30)

Mental Health
2017/18 = 67%
2018/19 = 73.5% (25/34)

Physical Health
2017/18 = 60%
2018/19 = 56% (14/25)

Money Issues
2017/18 = 57%
2018/19 = 68.2% (15/22)

Coping Skills
2017/18 = 86%
2018/19 = 85.2% (23/27)

2017/18 = 86%
2018/19 = 75% (12/16)

CPO With Supervision – During 2018/19, 80 people who
had been on a CPO with Supervision completed an Exit
Questionnaire through a semi-structured interview with their
Supervisor. This included people who were on a CPO with
Supervision, Supervision and unpaid work, supervision and
other requirements (but not unpaid work), and also Parole,
License or extended sentence. Of the respondents, 61 were
male, 19 were female.
59% (47) agreed or strongly agreed that Supervision had
helped them to improve their life chances.
6% (5)
disagreed with this statement, whereas 21% (17) neither
agreed or disagreed. 14% of respondents (11) did not
complete the question.
The survey asked whether any of the following issues
had caused them difficulty before or during their order:
Alcohol, Confidence, Coping Skills, Drugs, Education /
Training, Employment, Housing, Mental Health, Money
Issues, Personal Relationships, Physical Health, Self
Esteem, Views about Offending and Other. Although it is
not possible to determine how many people the following
findings relate to (as one individual may have selected
multiple issues whereas another may not have selected
any), this question gives an indication as to which of the
issues are more prevalent for individuals on Supervision.
The most frequently selected issues were Mental Health
(34), Self Esteem (30) and Personal Relationships (29),
closely followed by Alcohol (28) and Confidence (28) and
Coping Skills (27).
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•

When asked whether they thought that being on
Supervision had benefitted the community, 55% of those
who answered this question (32/58) said that they thought
it had, 26% (15/58) thought that it had not, and 19%
(11/58) said that they were unsure.

•

CPO with Unpaid Work – 99 people who had been on a
Community Payback Order with Unpaid Work completed an
Exit Questionnaire.
In terms of the issues that had caused people difficulty
before or during their Order, the most frequently selected
issues were Mental Health (26, 26%) and Self Esteem (22,
22%), followed by Drugs (19, 19%) and Confidence (18,
18%).
When asked whether they thought that being on an
Unpaid Work Order has benefitted the community, 82%
of those who answered this question (76/93) said that they
thought it had.

-

-

Other information relevant to National Outcome Five
Case Example – Aberdeenshire Criminal Justice Women’s Service
During 2018/19, the Women’s Service worked with someone who was the victim of domestic abuse and
was subject to a Level 1 CPO with Unpaid Work only, which had been breached because she wasn’t
engaging. This breach then came to the Women’s Service. The Women’s Service was able to use this
opportunity to ask the Court to make the woman subject to Supervision, so they were able to keep her
engaged without drawing any attention from the perpetrator. The woman was wary and cautious of people
initially, but using all the women’s service skills and approach, the Women’s Social Worker was able to
build a good relationship with her and she worked well with the service, seeking support when needed,
etc. There were times that she would disengage as she tried to decide what she wanted to do, but she
knew what was available and that her Worker was always there for her. The Worker was able to support
her to get to a point where she felt able to finally flee her abusive partner. Her housing history was poor
and she was seen as intentionally homeless, but her Worker was able to work with Housing to explain the
issues/needs, the importance of being able to get away from the area and they then agreed to offer her
accommodation in another area. She has now been there since January 2019, is working well with
Criminal Justice and Substance Misuse Services in this area and of the 120 hours of Unpaid Work, she
has completed almost half of this already. Prior to her involvement with the Women’s Service, the woman
was not in a position to do this, there was far too much going on for her. The Women’s Worker reports
that she now seems settled, has been offered permanent accommodation and has no intentions to go
back. This is an example of life chances being improved through health, housing and safety needs being
addressed and also an individuals’ resilience and capacity for change and self-management being
enhanced.
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NATIONAL OUTCOME SIX
People develop positive relationships and more opportunities to participate and contribute through
education, employment and leisure activities
Indicator
Individuals
have made
progress
against the
outcome

Reported?
Yes Through
Annual
Report

Useful?
Yes

Evidence and Data (max 300 words per indicator)
• CPO With Supervision – During 2018/19, 80 people who had
been on a CPO with Supervision completed an Exit
Questionnaire through a semi-structured interview with their
Supervisor.
55% (44) agreed or strongly agreed that they knew how to
find out more about what is available to them in their
community and how to get involved in any activities that
interest them. 10% (8) disagreed with this statement,
whereas 21% (17) neither agreed or disagreed. 14% of
respondents (11) did not complete the question.
•
-

-

CPO with Unpaid Work
During 2018/19, 99 people who had been on a Community
Payback Order with Unpaid Work completed an Exit
Questionnaire.
When asked whether the experience of unpaid work had
helped the individual to learn about working as part of a
team, around a half (47/84 or 56%) of the people who
answered this question said that it had.
When asked whether they had developed any new skills
while on Unpaid Work, just over a third (34% or 29/84)
said that they had, while a further 45% (44/97) said that
being on Unpaid Work had helped them to further
develop existing skills.

Other information relevant to National Outcome Six
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NATIONAL OUTCOME SEVEN
Individuals’ resilience and capacity for change and self-management are enhanced
Indicator
Individuals
have made
progress
against the
outcome

Reported?
Yes –
Through
Annual
Report

Useful?
Yes

Evidence and Data (max 300 words per indicator)
• Diversion from Prosecution – During 2018/19, 13 Diversion
Exit Questionnaires were completed. Of those who completed
the questionnaires, 100% said that they thought their
thinking and behaviour had changed during Diversion, and
100% thought that Diversion had helped them to stop or
reduce their offending. Some of the feedback from those
who had completed a period on Diversion included:
• “Deal with issues differently, take step back, don’t be
aggressive, don’t get wound up”
• “More knowledge on alcohol and managing emotions more
effectively”
• “I feel more positive than I was”
• “It showed me what the consequences could be at different
situations and made me think more”.
•

-

-

-

-

CPO With Supervision – During 2018/19, 80 people who had
been on a CPO with Supervision completed an Exit
Questionnaire through a semi-structured interview with their
Supervisor.
When asked whether being on a CPO with Supervision had
changed their thinking, 79% (53/67) said that they thought
it had.
When asked whether being on a CPO with Supervision had
changed their behaviour, 78% (50/64) said that they
thought it had.
64% (51) agreed or strongly agreed that they were more able
to deal with setbacks and make decisions about their own
life and the things that affect them. 5% (4) disagreed with
this statement, whereas 18% (14) neither agreed or disagreed.
14% of respondents (11) did not complete the question.
63% (50) agreed or strongly agreed that they were more able
to make constructive use of their time. 5% (4) disagreed,
whereas 16% (13) neither agreed nor disagreed with the
statement. 13 respondents did not complete this question.
The questionnaire contains a question around whether the
individual thought that Supervision had helped them to
stop / reduce their offending. Of the 80 people who were on
Supervision who completed an exit questionnaire, 70%
responded to this question. Of those that did, 84% (47) said
that they thought Supervision had helped them to do this.
Some of the feedback from those who had completed a period
on Supervision included:
“More aware of impact of actions on others, coping in more
positive way”
“The main area for me was having a person I could trust and
speak to even though in the structure of supervision it helped,
as I very rarely in my life opened up or trusted”.
“Found challenging at times but it’s been helpful and made me
look at myself and hopefully improve aspects of my life”
“I was praised when I made positive changes such as finding
employment and stopping drinking alcohol”
“It has made me realise how serious my actions are and how
serious the consequences are”
“Because I am trying hard to be a better person”.
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•

-

-

-

-

CPO With Unpaid Work – During 2018/19, 99 people who had
been on a CPO with Unpaid Work completed an Exit
Questionnaire through a semi-structured interview with their
Supervisor.
The questionnaire asked whether the person thought that
being on an Unpaid Work Order had changed their
thinking – Of the 87 people who answered this question, 60%
said that it had, 25% said that it hadn’t, and 15% said that they
didn’t know.
The questionnaire also asked whether the person thought that
being on an Unpaid Work Order had changed their
behaviour – Of the 87 people who answered this question
61% said that it had, 31% said that it had not and 8% said that
they didn’t know.
The questionnaire contains a question around whether the
individual thought that being on an Unpaid Work Order
had helped them to stop / reduce their offending. Of the 99
who completed an exit questionnaire, 91% (90) responded to
this question. Of those that did, 79% (71) said that they
thought Unpaid Work had helped them to do this.
Some of the feedback from those who had completed a period
on Supervision included:
“I don’t like working for free although it is a good way to put
something back into the community”.
“I would definitely think about the consequences of my actions
before offending again”
“Paying back the community has made me realise the
detriment I was previously causing to the community”
Since committing the offence I had had a child and the time
spent completing the order has been difficult, which has made
me think twice about offending again”.

Other information relevant to National Outcome Seven
Case Example – Aberdeenshire Intensive Interventions Service
During September 2018, the Criminal Justice Intensive Intervention Service commenced working with a
male who had a history of substance misuse which led to him committing offences including assault and
attempted robbery and assault to injury.
Initially he struggled to engage at appointments and informed that he was having difficulties with using
substances. However, after a difficult period initially, he appeared to stabilise his lifestyle and his
engagement with the supervision process improved, albeit tentatively. He appeared to present better and
denied the use of heroin of which he previously had difficulties with. Over time a degree of trust was built
with him by the Intensive Intervention Service. However, it also became increasingly clear he had low selfesteem and considered his life to have little value. During this period his father died suddenly and there
were real concerns this would have a negative effect on his progress.
In view of this the Intensive Intervention Service significantly increased their level of support and helped
him with practical issues such as securing the tenancy of his father’s Council house. The service also
provided him with food parcels and assistance with other domestic issues. These increased efforts
appeared to stabilise his circumstances as it was noticeable that he engaged more frequently and
effectively. He also secured a place on a Princes Trust course and attended a residential week in
Aviemore as part of the team building process. The feedback from the course leader of his enthusiasm
and level of commitment was very positive. Unfortunately, after a few weeks he stopped attending. Due
to the good impression he had made, the course leader was very disappointed by this and offered to keep
his place available on the course.
Discussion with him revealed that he was still grieving and it was suggested that he may find bereavement
counselling beneficial. A service was identified for him, and although he has yet to engage with the service,
this is ongoing and he will be continued to be encouraged / supported to access the service when he feels
more able to do so.
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On 18th June 2019, the individual successfully completed his supervision order and had not re-offended
during the supervision period from 18th September 2018.
He completed a progress questionnaire evaluation of the support provided by the Intensive Intervention
Service to help shape and improve the service.
This provided the following information:
• The individual identified the main issues he required support with was substance misuse
• He found it easy to come to appointments and attributed his non-attendance to his “own doing for
mucking about sometimes”
• Issues with drugs, coping issues and mental health
• Drugs issues had improved due to more support with services
• The most helpful thing about receiving intensive support was talking about problems
• He believed receiving intensive support helped him stop re-offending
• Felt being supported had changed his thinking and behaviour
• Linked in with other services such as Princes Trust
• He documented his expectations of the Intensive Intervention Services were met “excellent
support and good help/listeners”
• Felt that being supported intensively had helped to improve his life chances
• Now knows how to find out more about what is available in the community and how to get involved
in activities that interest him.
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5. Priority Areas of Focus
During 2018/19, the Aberdeenshire Community Justice Partnership has continued to focus on the
agreed priority areas set out within the Aberdeenshire Community Justice Outcomes Improvement Plan:
-

Improving Community Understanding and Participation in Community Justice

-

Strategic Planning and Partnership Working

-

Effective Use of Evidence Based Interventions
o Early Intervention
o People with repeat criminal convictions, including perpetrators of domestic abuse

-

Equitable Access to Services
o Employment
o Housing
o Mental Health
o Welfare
o Transitions (support prior to, during and after points of transition)

Following feedback from Community Justice Scotland in May 2017, the Community Justice Partnership
further refined its focus for the year onto four key priority areas: Alcohol-related Offending; Women in the
Justice System; Short Custodial Sentences and Unpaid Work. These priority areas were identified
following the development of a needs assessment and consultation with representatives from statutory
community justice partners, stakeholders including those accessing justice services, and members of the
wider community (via both Citizen’s Panel and Online Surveys).
During the year, the work of the Partnership has been spread fairly evenly across all of the priority areas,
with a slightly greater focus on both ‘Strategic Planning and Partnership Working’ and ‘Equitable Access
to Services’. Moving forward, during 2019/20, the existing CJOIP and associated Action Plan will be
reviewed and refreshed - however it is likely that the existing priorities will be retained. This is because
the Aberdeenshire Community Justice Partnership recognises that it is still relatively early days in terms
of the implementation of the new model for community justice, and so the emphasis must be on
consistency of approach to enable good working relationships to develop, to allow partner organisations
the time and space to find their role within community justice and to begin gathering the evidence of how
the changes that have been made to systems, processes and practices are leading to improved outcomes
for those who are involved in the justice system. Given the recent changes to the Scottish Prison Service
Throughcare Support Officer Service, there is likely to be an increased focus on support during transitions.
Looking towards 2019/20, there are now several work streams ongoing around Kittybrewster Custody
Centre, including the development of a mental health hub supported by Action 15 funding which will service
both custody and community, the development of a community hub with outreach services including sexual
health, addictions clinic and also the Link Worker in Custody pilot (Aberdeen City). Across all the work
streams, the aim is to provide an opportunity to allow social, welfare and healthcare issues to be addressed
for members of the community coming into police custody, whilst working towards reducing offending and
improving health and living standards. A new Kittybrewster Steering Group for Services for People in
Police Custody has been established, which will maintain oversight of, and provide direction to, the delivery
of services at Kittybrewster Custody Centre. Aberdeenshire is represented on this group.
The Partnership will revisit arrangements with Aberdeenshire Voluntary Action, to ensure that the Third
Sector is represented on the Community Justice Partnership and that local Third Sector organisations
have opportunities to contribute to local community justice service planning and delivery.
In terms of enhancing links between health and justice, the Partnership will ensure that action is informed
by the 2017/18 Annual Report by the Director of Public Health for Grampian, wider evidence base and
good practice guidance promoted by organisations such as NHS Health Scotland. The Partnership will
identify how Community Justice Partners can continue to work together to improve the health and
wellbeing of people who come into contact with the justice system, with an emphasis on closing the health
inequalities gap between those who come into contact with the justice system and the wider
population. This will be a key area of focus for the Partnership during 2019/20 and beyond.
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The Intensive Intervention Service will be reviewed during 2019/20, to assess the effectiveness of the
service. The review will also look to identify a service plan to increase success and improve outcomes for
the clients who are referred to the service.
6. Case Studies
•

Case Example A - Aberdeenshire Criminal Justice Social Work Women’s Service

Women in the justice system were identified as a local priority for the Aberdeenshire Community Justice
Partnership in May 2017, following feedback from Community Justice Scotland on the CJOIP. This priority
is progressed through a small working group, which includes representatives from the Aberdeenshire
Criminal Justice Social Work Women’s Service.
During 2018/18, the Women’s Service worked with a woman who did not initially present as someone who
would have required an input from the Women’s Service. The woman had a limited offending history and
using the initial risk assessment tool, she came out as low risk/need, which would usually indicate that
Supervision was not essential.
However, during the Criminal Justice Social Work Report interview, it became apparent that her mental
health was quite poor, and she was really struggling. The Women’s Social Worker recommended that she
be made subject to Supervision, as she felt it would be beneficial to work with her for a period of time to
help address these areas of need, and the Court agreed and imposed this. The Women’s Service was
then able to help her to address her financial issues, improve her self-esteem and self-confidence, got her
involved in the Women’s Groups, develop positive relationships, reduce social isolation, and arranged for
Adult Care Management to become involved with her parents as she couldn’t cope with trying to support
them on her own - all of which had a positive impact on her mental health. She successfully completed
her Order and it appeared to massively benefit her. This was a good outcome because if the Workers had
not recognised this and asked for Supervision and engaged her in the Women’s Service, even though she
didn’t really fit the usual criteria, then she wouldn’t have been able to address all these needs and improve
her resilience and future outcomes.
This is an example of:
• Effective Interventions
• Equitable Access to Services
• Life chances being improved through health and financial inclusion needs being addressed.
•

Case Study B – Aberdeenshire Intensive Intervention Service

People at risk of short custodial sentences were identified as a local priority for the Aberdeenshire
Community Justice Partnership in May 2017, following feedback from Community Justice Scotland on the
CJOIP. This priority is progressed through a small working group, which oversees the delivery of the
Aberdeenshire Intensive Interventions Service. There are also links to the Alternatives to Remand,
Prosecution and Custody Sub Group, in terms of the provision of Bail Supervision Services.
During January 2018 the Criminal Justice Intensive Intervention Service commenced working with a male
who had a history of anxiety and excessive drinking. In part, these difficulties contributed to him committing
offences such as assault to injury with a domestic aggravator.
Initially his level of engagement was very poor with both his supervision appointments and unpaid work
and at one point he remained untraceable for a number of months. However, after further offences of an
assault nature he then came back to the attention of the Intensive Intervention Service, after he was
remanded for a Criminal Justice Social Work report. Thereafter, he received a further community-based
disposal and his engagement has significantly increased over time.
It became clear he was finding it difficult to attend his unpaid work and efforts were made to establish the
underlying reasons for this. Discussions with him revealed he suffered from anxiety attacks and also a
fear of open spaces. He claimed these conditions were the reason for his non-attendance at supervision
appointments.
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As part of the support provided by the Intensive Intervention Service, a local relaxation class, ran by
Aberdeenshire Foyer and designed to help with anxiety issues, was identified. The male was referred to
the service and was accompanied by Intensive Intervention Service staff to attend his first session. He
found it beneficial and has continued going unaccompanied to the class. He also encouraged one of his
friends, who is open to the mainstream Criminal Justice Service, to attend the classes along with him.
Due to the close links the Intensive Intervention Service have developed with other services they were
also able to identify agencies with expertise in dealing with anxiety. Alongside, support for his anxiety
being addressed through the supervision process a referral was made to a local service commissioned by
SAMH who agreed to support him on a 1 to 1 basis.
The increased support helped him make positive changes to his lifestyle and he was able to take steps to
reduce his alcohol consumption. The male also approached the Intensive Intervention Service for further
support to Job Centre Plus appointments and GP appointments. This additional support appears to have
further stabilised the individual’s lifestyle and circumstances. It has also enabled the service to build a
good quality relationship with the male who appears to trust professionals keeping in regular contact with
them.
He was also successful in securing a permanent local authority tenancy and was able to resume attending
unpaid work parties. Due to having a permanent home he was able to have his 3-year-old son stay with
him for visits.
He has not re-offended since April 2018.
The male completed a progress questionnaire evaluation of the support provided by the Intensive
Intervention Service to help shape and improve the service. This provided the following information:
• The individual identified the main issues he required support with were alcohol abuse and anxiety
and agoraphobia
• He had issues with alcohol, mental health, self–esteem, employment, housing, money issues and
views about offending
• Alcohol was the main cause of his offending and he was evaluating his alcohol consumption and
taking effective steps to reduce it
• Mental health and confidence had increased by receiving help with his anxiety
• Self-esteem had improved and he now feels he is a better father
• He believed the support he received will help him to prepare for eventual employment
• Support had helped him secure a permanent home and he is able to have his son visit and stay
with him
• Help with budgeting issues means he can now manage money more effectively
• Intensive support has enabled him to reflect upon his past and he documented he “does not want
to re-offend and prison is not for him”
• He believed intensive support had changed his thinking, behaviour and benefitted the community
as it helped him think more clearly about his actions
• He found it easy to attend appointments as these were readily available and he got the support he
required
This is an example of:
• Effective Interventions
• Equitable Access to Services
• Life chances being improved through needs being addressed
• People developing positive relationships and more opportunities to participate and contribute
through education, employment and leisure activities
• Enhanced resilience and increased capacity for change and self-management.
•

Case Study C – Community Payback Order Unpaid Work ‘Any Other Activity’

The Whole System Approach to Youth Justice engages all partners who work with young people under 18
who are involved in offending behaviour, to meet their needs and manage any risks they present. This
will support an appropriate, proportionate and timely response to them, their families and communities.
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Part of the Whole System Approach includes supporting young people if they appear in Court, to aid their
understanding of the process and to advise decision makers of the options that are available within the
community. The following case example highlights the importance of ensuring that young people are
appropriately supported throughout their contact with the justice system, but also that even when a young
person finds themselves caught up in the justice system, there are routes out of it.
This case example involves a young person who had appeared in Court, however Social Work were not
aware of their appearance at the time. He had been directed to the Social Work Office upon his release
from Court and given Farmfoods vouchers to purchase some food, having stated that he had no money
for food. The young person used this to purchase 2 boxes of cornetto’s and 100 bags of crisps. At this
time, he was not known to or open to Criminal Justice Social Work, and there was no indication that he
would not be able to spend this money well or that he didn’t have the provisions to buy and make proper
meals due to being housed in temporary accommodation.
The young person then came to the attention of Criminal Justice Social Work when a Court Report was
requested. It transpired that the offence which he appeared in Court for was stealing out of date food from
bins at a local food shop. He was aged 17 years, had no family support, no money, no access to benefits
as he had no identification and the accommodation he was staying at was in a poor condition. At this
stage, he was referred to the Young Person’s Court Support Worker. This worker helped to get him to
Court and also helped explain the Court process. Being aware of his housing issues and lack of appliances
for preparing meals it was arranged for him to receive specific food parcels (‘kettle packs’) which are
offered to those with only kettles and microwaves to heat up food. He was also referred into a supported
housing placement.
The young person was placed on an Order for offences committed in 2015 onwards. These were of the
same vein - thefts, breach of the peace, and assaults – offences which had resulted out of his drinking
behaviour and rooted in the lack of a future he saw for himself. He described himself as “likely to end up
in jail or die” when he started working with Criminal Justice in 2018, noting both his alcohol use and diet
as likely contributing factors to this outlook.
He explained throughout Supervision that he enjoyed being hands-on but struggled with unpaid work
simply due to having no routine and no motivation to get up and attend. He was served formal warnings
for this, not for his attendance at Supervision which was always adequate, but for his absences from
unpaid work which became more and more frequent.
In March 2019, information was circulated to Community Justice Partnerships from Community Justice
Scotland regarding a programme called Tribal Home. Tribal Home was a 12-day residential training
course, run in collaboration with a variety of third sector agencies alongside Community Justice Scotland
and delivered by British Army Trainers. The young person expressed an interest in this, he had an
interview in Feb 2019 in Edinburgh which he was supported to attend. The young person had had always
expressed an interest in the Army, but stated he wouldn’t be able to do this, given he has a criminal record
that included violent offences. Nevertheless, this programme not only looked to work with males in regard
to replicating military training, there was also support of mentors in the evenings where they explored their
offending behaviour and decisions they had made, looking towards futures and seeing what changes
needed to be made.
On his return from the course, the young person shared the following feedback with his worker:
“The Tribal Home course has helped me so much. Every day we were up at 5am getting ready for
room inspection at 6am. Through the days we covered a wide variety of subjects such an
independent living, navigation, assault courses and many more. Discipline and strict routine was
a vital part that has helped put structure in my chaotic lifestyle. Myself and multiple others have
already submitted applications to join the British Army thanks to Tribal Home.
At night we would spend our time with CJS for different group workshops and individual support
which changed the way I see things. All I can say is thank you for giving me a chance with this
course and I hope it will run again for future people to gain all the good and positive things it has
to offer. Tribal Home changed my life!”
In addition to the personal benefits to the young person, the Tribal Home course also contributed towards
completion of this Unpaid Work Hours, through the ‘Any Other Activity’ component.

Page 46 of 48

Item: 9
Page: 116
The young person has now completed his College course to gain tickets for going out on the boats –
something he said he wanted to do as a backup plan. He also took part in the 2019 Edinburgh Military
Tattoo, which he is very proud of.
In one of his last supervision appointments, the young person asked if his worker still had an activity they
had completed many months ago, which was a timeline. It had two paths - one if the person didn’t change
anything and continued to offend and drink alcohol at the levels he was, and the other one where you
wanted to be. The worker asked the young person to think about that piece of work and if he could plot
himself on the timeline now. He happily stated that he could see himself on the ‘future I want for myself’
timeline’.
This is an example of:
• Effective Interventions
• Equitable Access to Services
• Life chances being improved through needs being addressed
• People developing positive relationships and more opportunities to participate and contribute
through education, employment and leisure activities
• Enhanced resilience and increased capacity for change and self-management.

7. Challenges

During 2018/19, the Aberdeenshire Community Justice Partnership has experienced some challenges
around third sector engagement in local community justice planning arrangements. When the Partnership
was first established (February 2016), Statutory Community Justice Partners sought to secure the
participation of third sector and community bodies that are involved in community justice in the
development of the CJOIP by incorporating our local Third Sector Interface, Aberdeenshire Voluntary
Action, as a key partner within the Aberdeenshire Community Justice Partnership. Aberdeenshire
Voluntary Action then went on to establish a ‘Community Justice Theme Forum’ to enable effective
communication between Community Justice Partners and any third sector group within the Aberdeenshire
area that has an interest in improving community justice outcomes locally. The forum met five times in
total – although the number of third sector organisations that attended the forum was low, there was good
engagement and commitment from those that did attend. However, as highlighted above, following some
significant changes within towards the end of 2018, AVA is currently undergoing a transformation in terms
of what it does and how it does it. This includes the Forums, which are likely to be rationalised. Further
discussions are now required as to how best to involve the Third Sector in future community justice
strategic planning and decision making within Aberdeenshire.
Linked to this is the challenge of ensuring that victims of crime are involved and have their views
represented in the planning and delivery of local community justice services. Victim Support Scotland in
Aberdeenshire is currently undergoing changes to its structure and staffing arrangements; however, it is
hoped that this will lead to opportunities to discuss and identify new ways of engaging and involving victim
support agencies in local community justice planning arrangements.
The challenges around the identification of suitable data to assist the Partnership to measure performance
and demonstrate improvements to community justice outcomes are well documented and remain relevant
for the Aberdeenshire area.
The Aberdeenshire Council Criminal Justice Social Work Unpaid Work Service experienced a number of
staffing changes during 2018/19. Although new posts were created in response to the increase in the
number of Community Payback Orders with an Unpaid Work Requirement being made by the Court, a
number of existing members of staff also moved on - the result of this being that for the majority of the
year, service was significantly under staffed. This meant that while opportunities have and continue to be
identified for community justice partners to become more involved in the delivery of unpaid work, there
was less capacity to explore these opportunities further, as the primary focus had to be on the delivery of
the core service. Additionally, an increasing number of people are being awarded Community Payback
Orders with an Unpaid Work Requirement, with a corresponding increase in the number of individuals with
complex or underlying needs (health, mental health, substance misuse, etc.) who are being made subject
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these requirements. Finding suitable placements and work for these individuals to carry out can be
challenging. Added to this, low attendance rates for unpaid work have remained an issue during the year.
Retention of staff remains a challenge for the service, however already during 2019/20, the team has
begun making changes to how the service can be delivered in a way that both meets the requirements of
the courts and the individuals who are being placed on unpaid work while providing opportunities for
community justice partners to become more involved service delivery.
Other challenges that have been identified through the PESTELO analysis for community justice in
Aberdeenshire during 2019/20 include:
•

Implementation of the Presumption Against Short Custodial Sentences – The presumption
against short custodial sentences of less than 12 months came into effect in July 2019. The extension
is welcomed, as it should mean than fewer people are sentenced to short periods in custody which
can be disruptive and are largely viewed as ineffective at preventing reoffending. However, there are
concerns that the extension will require Criminal Justice Social Work and other Community Justice
partners to support and manage more people within the community than they have done previously,
which will have a resource implication. It is not yet clear whether funding will be moved from custodial
to community services to support this potential increase in community-based disposals.

•

Temporary Suspension of the Scottish Prison Service Throughcare Support Officer Service –
On 5th July 2019, the Scottish Prison Service wrote to all Community Justice Partnerships to advise of
the intention to temporarily suspend the Throughcare Support Officer Service and reassign all SPS
Throughcare Support Officers (TSOs) to Prison Officer roles within their home prison over the course
of Summer 2019. The letter further advised that the increasing prisoner population together with the
increasingly complex needs of those in SPS care means that capacity and capability is stretched to
the point where action had to be taken to ensure that the fundamental duty to operate prisons safely
and decently is not compromised. While the reasoning behind this decision is understandable, there
are concerns regarding the impact this withdrawal of service with have on people leaving custody and
how this gap in service provision can be filled by other organisations operating within the community
setting.

•

Changing Demographic of Prison Population - The Scottish Prison Service has identified through
its Strategic Plan that the demographic of the prison population is changing. The prison population
now includes a number of individuals who are older, and/or are in poor health, who’s needs require to
be met within the custodial setting. This may in part be due to the increase in reports and subsequent
convictions for non-recent sexual offences, but also because of what we are now seeing with
individuals who have long term, chronic alcohol and/or substance misuse issues, and the health issues
that are associated with this. In May 2019, HMP Grampian was selected as one of the test of change
sites to trial how best to achieve a holistic health and social care package to people in custody.

•

County Lines / Cuckooing - "Cuckooing" is the Policing term used where an organised crime group
takes over a person’s home by intimidation or other means, including the use of violence, so that they
can use the premises for criminal purposes (e.g. drug dealing). Cuckooing is known to be taking place
within the Banff and Buchan corner, and is having a negative effect on communities within these areas
(predominately Fraserburgh and Peterhead). However, Police Scotland and partner agencies are
aware of the issues and are working together to develop strategies to address them. This remains a
challenge for Community Justice Partners in Aberdeenshire.

8. Additional Information

The Aberdeenshire Community Justice Partnership is currently reviewing the Community Justice
Outcomes Improvement Plan from 2017/18 and aim to produce a refreshed and updated document
during 2019/20.
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REPORT TO ABERDEENSHIRE INTEGRATION JOINT BOARD – 28 AUGUST
2019
ABERDEENSHIRE HEALTH AND SOCIAL CARE PARTNERSHIP (H&SCP) DRAFT
STRATEGIC PLAN 2020- 2025

1

Recommendation
It is recommended that the Integration Joint Board (IJB):-

1.1

Approve the draft Strategic plan for consultation and provide any comments to be
taken into account for the final plan; and

1.2

Approve the arrangements and proposed timescale for consultation on the draft
Strategic Plan 2020-2025.

2

Risk

2.1 IJB Risk 9: Service and business transformation. The Strategic Plan will drive forward the
modernisation of services which will produce the transformational change needed to
provide services sustainable for the future and will contribute to managing the risk of
resources being insufficient to meet the increasing demand for services.
2.2 IJB Risk 1: Sufficiency of Resources. The plan must be considered alongside the Medium
Term Financial Strategy for 2017-2022. Along with the production of the final plan there will
be an accompanying Strategic Commissioning and Implementation Plan which will directly
identify and consider the resource implications of the Strategic Plan.
2.3 IJB Risk 3: Workforce capacity, recruitment, development & staff empowerment. The
Strategic Plan must consider the impacts on the workforce of the priorities identified in the
plan. The partnership’s Workforce Plan must be aligned to and support the priorities
identified in the strategic plan.
2.4 IJB Risk 2: Health and Social Care Policy alignment. The Strategic Plan ensures that the
Health and Social Care Partnership delivers services in line with Health and Social Care
Policy. The plan considers and identifies links with relevant national and local strategies
and the strategic priorities are in line with the 9 National Health and Wellbeing Outcomes.
2.5 IJB Risk 5: Risk of not adequately involving and engaging with our patients/clients, the
public, staff and partners. There has been extensive public engagement on the
development of the strategic plan and the information gathered has been reflected in the
development of the plan. There will be wide consultation on the draft plan before it comes
to the IJB for final approval.
2.6 IJB Risk 6 - Working effectively with Partner organisations. Delivery of the Strategic Plan
and the priorities identified can only be achieved through effective partnership working.
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3

Background

3.1

The Public Bodies (Joint Working) (Scotland) Act 2014 put in place the framework for
integrating health and social care. The Act places a duty on Integration Authorities to
create a strategic plan for the integrated functions and budgets that they control, which
had to be in place by 1 April 2016.

3.2

Aberdeenshire Health and Social Care Partnership produced its first 3 year strategic plan
in 2016, setting out how to improve the health and wellbeing of adults and older people in
Aberdeenshire and deliver the 9 National Health and Wellbeing core indicators set out by
the Scottish Government. It identified 4 themes and 15 priorities to be progressed on a
local level. The plan did not cover all the work of the Partnership but focused on areas
where it was recognised that transformational change could be achieved. The first
Strategic Plan was developed from detailed and wide ranging consultation with staff,
communities, groups and all partners. The plan laid out the strategic direction and the
Commissioning Implementation and Change Plans (2016-17 and 2017-19) provided the
detail of how this would be achieved.

3.3

Following a review in 2017 by the IJB changes were made to streamline the themes and
priorities, resulting in a consolidation to ten priorities across two themes. In addition,
further development of the four ‘Programmes of Work’ was carried out providing details on
the cost implementation, and operational plans for the delivery of strategic priorities
identified.

3.4

It is recognised that the Health and Social Care Partnership and the IJB are at a more
mature stage now and this provides the opportunity to develop a new Strategic Plan. This
plan will build on what has already been achieved and reflect where the Partnership wants
to be over a longer time period of five to ten years.

3.5

The plan takes into account local priorities identified through the Locality Plans which were
created in consultation with communities. The locality plans provide a strong link to
Community Planning Groups and provide a key mechanism by which local need is
identified, ensuring that services are planned and led locally in a way that is engaged with
the community.

3.6

Specific performance measures for the priorities identified in the strategic plan will be
clearly detailed within the commissioning plan which will accompany the final version of
the strategic plan. This will link all measures for the projects in the programme plans to
the priorities identified in the strategic plan. For this reason, specific measures have not
been duplicated in the strategic plan document.

3.7

The plan outlines the financial resources available to the IJB to implement the plan and
refers to the Medium Term Financial Strategy (MTFS) which has been developed in the
context of delivering the strategic priorities.

3.8

With the first strategic plan, the Housing Contribution Statement was included as a
separate document. It has been agreed with Housing colleagues that this should now be
integrated fully into the next strategic plan reflecting the shared outcomes and priorities.

Item: 10
Page: 120

3.9

In developing this plan the Partnership will continue to be guided by the Fairer Scotland
Duty introduced to ensure Partnerships are as effective as they can be in tackling socioeconomic disadvantage and reducing inequalities.

3.10 As directed by the IJB extensive and effective engagement was carried out with our
partners, staff and the people who live in our communities. Members of the IJB were
included in this engagement activity.
4 Engagement
4.1

The engagement period ran from the 13th March to 11th June 2019 and concentrated and
gathering views on five key priority areas:
•
•
•
•
•

Prevention and Early Intervention
Reshaping Care
Engagement
Effective Use of Resources
Tackling Inequalities and Public Protection

4.2

A report explaining the engagement process, activities and collating the engagement data
can be found in appendix 1, and a summary of the engagement data will be made
available via the council’s website, on the HSCP Engagement and Consultation page.

4.3

Overall the engagement was supportive of the priorities identified. The comments and
information gathered from the engagement has been considered within the context of the
strategic plan and will also be shared with staff teams as appropriate in order to directly
influence service delivery.

5 Consultation
5.1

The next stage of the development of the Strategic Plan is to consult widely on the
submitted draft plan. The plan and accompanying material (see list below) will be made
available to provide alternative methods for people to find out about the Strategic Plan and
what it will mean for them and their communities.
• A ‘Plan on a Page’ (Draft version - Appendix 2)
• Short narrated animation (can be viewed with subtitles)
• Plain text version
The consultation period will run from 2nd September to 4th October and inform the final
version of the Strategic Plan which will come back to the IJB in December for approval.
The consultation will be communicated to the same stakeholders as were targeted in the
engagement phase and will use the appropriate outlets and platforms to advise people of
the opportunity to be involved in the consultation. We will seek to gather views on the
draft plan by asking for comment on the following areas:
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•
•
•
•
5.2

Are the Partnerships five strategic priorities the right ones?
Does the Plan address what is important to you and your community?
Is anything missing from the Plan? If so, what?
Any other comments?
The communication plan in appendix 3 outlines how we will promote the final strategic
plan. Further detailed information on the methods, message and how we will approach
ongoing and focused public involvement around our strategic priorities will be submitted to
the IJB along with the final plan in December 2019.

6 Equalities, Staffing and Financial Implications
6.1

The Chief Officer, along with the Chief Finance Officer and the Legal Monitoring Officer
within Business Services of the Council have been consulted in the preparation of this
report and their comments have been incorporated within the report.

6.2

An equality impact assessment is in progress and a draft can be found in appendix 4. A
completed assessment will be presented to the IJB with the final strategic plan in
December. This will include any considerations in respect of the Fairer Scotland Duty.

.
Mike Ogg
Partnership Manager
Aberdeenshire Health and Social Care Partnership
Report prepared by Laura Buchan, Strategy Team Leader & Wendy Probert, Strategic Development Officer
Date 5th August 2019
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Appendices
Appendix 1 – Engagement Report

Strategic Plan 2020 – 2025 Engagement Report
Contents
1.
2.
3.
4.
5.

Introduction 1
Engagement design and delivery 1
Overview
2-4
Summary
4-5
Appendices 6 - 14

1. Introduction
The public engagement was undertaken between 13th March and 11th June 2019 to gather views
on the identified five key priority areas for the 2020 – 2025 Health and Social Care Partnership
Strategic Plan.
A dedicated engagement page was accessible through Aberdeenshire Council’s website and
promoted widely through different outlets (see appendix A for a full list). In addition to this
promotion presentations were also delivered to 15 groups attended by 183 people (see appendix
B for full list).

2. Engagement design and delivery
A programme of engagement was developed with a range of activities and approaches to enable
as many people as possible to easily be involved in the process. An online platform was
developed hosting; short videos explaining our key priority areas, information on the different
ways people could be involved, and engagement resources were made available to be
downloaded. This site was visited 2,422 times by 1,707 different individuals.
The three main engagement activities were:
➢ On-line surveys;
➢ Resource packs for existing community groups to run their own self-facilitated discussions
on the key priority areas capturing the groups views; and
➢ Facilitated group sessions lead by HSCP and CHiP officers.
The approach and evaluation of the engagement was informed by VOiCE, the National
Standards for Community Engagement, and the Scottish Health Council’s Participation Toolkit.
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3. Overview

On-line Surveys
A full breakdown detailing the number of surveys completed for each of the five key priority areas
can be found in Appendix C.
Engagement Exercises
41 groups provided input using the resource packs, with a total of 437 people attending these
sessions. A full list of the groups by geographic area can be found in Appendix D.
The resource packs where designed to guide open discussion in relation to key priority areas.
Exercises consisting of 2 questions were tabled for each key priority area, and
picture/information prompts designed to provide context for these areas were provided.
Additionally, a short list of open questions was available to help the groups and facilitators if
encouragement or direction was needed. Groups could choose to do as many of the exercises
as they wished and were encouraged to select areas which were important and of interest to
them and their communities.
Thematic Analysis
The output from the exercises along with open ended responses from the online survey (which
asked the same type of questions) generated 3,879 comments which were thematically
analysed. The following five diagrams display the results of this analysis for each of the five
priority areas. Full details of the quantitative responses to the other online survey questions can
be found in Appendix E.

Page
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The geographical area of those who completed the survey was recorded, and the map below
shows and number of submissions (people submitting a survey response). People identifying
their area as ‘Aberdeenshire’ were those completing the survey in a non-resident capacity i.e
health and social care staff who cover more than one area. Full details of the capacity in which
people completed the online survey can be found in Appendix F (e.g. user of services, staff
member, elected member, etc).

4. Summary
Throughout the engagement the overall receptiveness of the people involved was positive, and
the most frequent areas for comment included:
What is working well:
•
•
•

Our strong communities have responsible and supportive members.
82% of people completing the online survey ‘Strongly Agreed’ that the partnership should
continue to concentrate on prevention and early intervention.
79% of people completing the online survey ‘Strongly Agreed’ that we should all feel
empowered to have conversations with care professionals and be involved in decision
making around the type of support we need to stay active and healthy.
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•
•

90% of people completing the online survey agreed that in this digital age we need to
continue to embrace new technologies to help us deliver person centred care.
97% of people completing the online survey agreed the partnership should continue to
focus on attempting to reduce inequalities across our communities.

Where is progress needed:
•
•
•
•
•

Education on healthy life-style choices needs to be increased across all ages.
Self-management and social prescribing needs promotion and support.
Investment is needed in building community capacity.
Feedback after engagement needs to be improved, and responsive action taken to
address the issues raised.
More support is needed for families of people who need care and support.

What people feel is not working well:
•
•
•
•
•

We need better utilisation of the community and third sector support which is available.
Need enough staff to provide the right kind of support when you need it.
A better understanding of what the partnership’s role is.
People need to be more aware and informed on how they can be involved in decisions on
the services the partnership deliver.
If services and amenities are not provided locally access to them via good transport links
needs to be improved.

APPENDIX 2
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Appendix 3 – Communication Plan
PURPOSE OF THIS DOCUMENT
This communication plan will identify the relevant stakeholders, and outline the communication
aims and proposed methods of communication for the publication of the final Health and Social
Care Partnership’s (HSCP) Strategic Plan 2020 – 2025.
Communication Plan outline for the final HSCP Strategic Plan – Jan 2020
Stakeholders
Past, current and future users of health and social care services and their families/carers
Health and Social Care Partnership Staff
Aberdeenshire Council Staff
NHS Grampian Staff
Third Sector and the Third Sector Interface
Local community groups
Private organisations involved in the provision of health and social care services
Area Committee
Local Community Planning Groups
Community Councils
Providers of Health and Social Care Services
Elected members
Housing – Tenants Associations & Sheltered Housing Groups
All groups and individuals who participated in engagement and consultation
Publications
Aberdeenshire Health and Social Care Partnership Strategic Plan 2020 - 2025
Accompanying documents to include;
• Strategic Commissioning Plan (January 2020 – June 2021 – 18 month plan)
• Easy Read Strategic Plan
• Plain text version
• Summary Plan and short animated information film
• Document to be made available in other formats on request i.e. braille or other languages
(information explaining this will be displayed on the back page of the plan)
Communication Methods
1. Newsletter articles:
• Health and Social Care Partnership Newsletter,
• NHSG staff newsletter, and
• AVA newsletter.
2. Articles on:
• Aberdeenshire Council: website, Intranet, Employee Self Service portal, Policy Bulletin,
and Ward pages
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•
•
•

NHS Grampian website and Intranet,
Community Planning Partnership website, and
ADP website.

3. Promotion - Facebook and Twitter via:
• Aberdeenshire Health and Social Care Partnership account, and
• Aberdeenshire Council Account (encouraging others to share).
4. Email:
• HSCP Staff (via Location Managers),
• Community Planning Officers and Public Health Officers, and
• All groups and individuals who participated in engagement and consultation.
5. Press releases:
• Relevant local media outlets
6. Posters distributed to:
• Libraries,
• GP surgeries, and
• Community facilities (i.e. Community/Resources centres, sports facilities, supermarkets)
Aim of Communications
Initially the communications will be to let people know that the strategic plan has been launched.
This should centre on the fact that the engagement told us people didn’t know enough about the
partnership so we need to make it clear what the partnership does, what services it covers and
why the strategic plan should be of interest to people.
This would then be followed by publicity focused one each of the priorities – ideally using case
studies to help explain how services are going to be delivered in line with this plan. These case
studies will be prepared in advance and a schedule produced to coordinate their release.
Timeline
November 2019

December 2019
January 2020-February 2020

Produce and send off articles for newsletters
(communication method 1 above) to advise of
launch of strategic plan (mindful of deadlines)
articles to be published from January 2020
Strategic Plan agreed by IJB
Documents loaded onto: Aberdeenshire
Council and HSCP internal website, with links
on NHSG website:
• Strategic Plan
• Strategic Commissioning Plan
• Summary Plan & animation film
• Easy read version of plan
• Plain text version
• Consultation report
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March 2020 – April 2020

Publish online articles with links to documents
(communication methods 2, 3 & 4 above)
Share press release with local media
(communication method 5 above) – ideally
link to a case study or ‘good news’ story for
additional interest for greater coverage.
Distribute posters (communication method 6
above). The posters will have both a QR code
and website address which people can use to
view all of the publications available, and
request paper copies of the plan and make
requests for documents in other formats.
Follow up with focused campaign using
specific priorities and case studies to help
explain what the plan means to people.

With the submission of the final version of the Strategic Plan to IJB in December 2019 a
comprehensive communication plan will be included. This will provide more detailed information
on the methods and message we will use to promote the plan and outline how we will approach
the focused campaign including timeframes.
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Appendix 4 – Equalities Impact Assessment - DRAFT
EIA Version

Date

Author

Changes

Wendy Probert
Laura Buchan

1

Stage 1: Title and aims of the activity (“activity” is an umbrella term covering policies,
procedures, guidance and decisions including those that affect services the council delivers).
Service

Aberdeenshire Health and Social Care Partnership

Section

Strategy and Business Services

Title of the activity etc.

Strategic Plan 2020-2025

Aims and desired
outcomes of the
activity

The strategic plan is a legal requirement for health and social care
partnerships to set out their strategic priorities for the next three years
and detail how these will be achieved.
Wendy Probert, Strategic Development Officer

Author(s) & Title(s)

Laura Buchan, Strategy Team Leader

St

Stage 2: List the evidence that has been used in this assessment and explain what it means in
relation to the activity you are assessing.
Evidence

What does it say?

What does it mean?

Internal data
(customer
satisfaction
surveys;
equality
monitoring
data;
customer
complaints).

Carefirst Social work system

Provides information on clients and the care
they receive, includes information in relation to
protected characteristics.
This measures the response to the engagement
and consultation for the strategic plan and
shows the extent to which people with protected
characteristics were involved in the development
of this plan.
Every piece of work under the programme
boards considers the impact on equalities of the
work being undertaken and will, where possible,
try to reduce health inequalities.
Separate to CareFirst this gives an insight into
the presence of people with protected
characteristics within the prison population who
are in receipt of prison health and social care
services.

Equalities monitoring survey

Programme Board
Performance indicators

Prison demographic data
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Internal
Strategic Plan engagement
consultation
with staff and
other services
affected.

Housing Service Involvement

Children Services - Joint
Working

Community Planning
Partnership – Joint Working

Many groups of staff were involved in the
engagement in order to develop the strategic
plan. This helped to identify particular
challenges faced by people with protected
characteristics in accessing services and
considered what could be done to improve
access. Staff were able to contribute to the
engagement through a variety of methods
including face to face and online in order to
improve access.
The Housing Manager (strategy) as a member
of the Strategic Planning Group provided advice
and support in the development of this
document. Engagement activities have included:
members of the Independent Living Strategic
Outcomes group, tenant groups and resident
groups.
Continued communication has taken place with
the Service Transformation Manager in
Education and Children’s Services, to ensure
understanding and alignment (where possible)
of the proposed priorities of the HSCP and the
Children’s Services Plan.
Also work has been carried out with the YPOC
(Young Peoples Organising and Campaigning)
group lead who supports Looked after Children
to identify and align joint priorities with the
Corporate Parenting Plan.
Continued communication with the Area
Managers and Community Planning Officers, to
ensure understanding and alignment (where
possible) of the proposed priorities of the HSCP
with Local Community Plans and the Local
Outcome Improvement Plan (LOIP).
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External
Strategic Plan Engagement –
consultation
specific groups
(partner
organisations,
community
groups, and
councils.
Syrian Scots

Unpaid carers

Strategic Outcomes Groups

GREC (Grampian Regional
Equalities Council)

Older Peoples Forums

Youth Forum – Community
Learning and Development

Prison H&SC Focus Group

The engagement for the strategic plan included
specific sessions held with ‘hard to reach’
groups in order to give them opportunities to
contribute. The plan was then written to consider
the feedback from these groups. These people
were also offered various methods of engaging
including face to face and online.
An engagement session was held with a group
of Syrian Scots in order to understand the
unique challenges of this group. An interpreter
was present at this session to ensure
understanding and give everyone the chance to
contribute.
Sessions took place with members of carers
support groups to ensure they had an
opportunity to be heard and explain the unique
challenges faced by them and the people they
care for.
These groups include staff involved in service
delivery for particular client groups. The role of
the SOG’s is to contribute to the strategy by
providing knowledge and understanding of the
difficulties experienced by different client groups,
including those with protected characteristics
and other additional needs.
An engagement session was delivered by
GREC who worked jointly with ‘In Touch
Fraserburgh’ to identify and engage with people
in Fraserburgh who do not have English as their
first language. 3 interpreters (Lithuanian, Polish,
Portuguese) where present at this tailored
engagement session to work in small groups
and allow for all present to contribute.
Engagement sessions were delivered to a
number of Older Peoples Forums and other
community groups who support older people.
This allowed a face to face opportunity for
people to be heard and explain the unique
challenges faced by older people living within
our communities.
A tailored engagement session was delivered to
the Youth Forum to provide information on the
Partnership and gain the views of young people
on a specific priority area ‘Prevention’ (ages 12
to 18).
Two dedicated engagement sessions were
delivered, one for male prisoners and one for
female prisoners. This allowed a face to face
opportunity for people to express their views.
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External data
(census,
available
statistics).

Information Services Division
at NHS National Services
Scotland
Scottish Index of Multiple
Deprivation
Scottish Public Health
Observatory
National Records of Scotland

Other
(general
information
as
appropriate).

None

The data from these sources enables us to have
a better understanding of our population
demographics, specifically in relation to those
with protected characteristics. This helps us to
understand numbers of people with particular
conditions or characteristics and also where
these people live in Aberdeenshire.
From this information we are able to assess the
level of impact changes might make, predict
demand for particular types of services and
consider the different needs of different
geographical areas of Aberdeenshire. This
strategic plan then focuses on using that
information in order to ensure the best mix of
services to meet the needs of the population
whilst striving to reduce health inequalities and
ensure equity of access to services.

Stage 3: Evidence Gaps.
Are there any gaps in
the information you
currently hold?

Attempts to engage with the gypsy traveller community but were
unsuccessful in arranging a specific session with this group of people.

Stage 4: Measures to fill the evidence gaps.
What measures will be
taken to fill the
information gaps
before the activity is
implemented? These
should be included in
the action plan at the
back of this form.

Measures:

Timescale:

Generic information on how people could be involved
with the engagement was circulated to identified
contacts for the groups who were asked to circulate.
Colleagues in housing have some knowledge of this
community and the specific challenges they face.
Housing colleagues have been involved in the
production of the strategic plan and have provided
their knowledge and guidance in this area.

Ongoing
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Stage 5: What steps can be taken to promote good relations between various groups/areas?

These should be
included in the action
plan.

The completed strategic plans will be public documents and will clearly
set out the way forward for the partnership. Through links with locality
planning, community planning and other local plans and strategies
communication will remain open and stakeholders will have the
opportunity to influence implementation of the plan and development of
the this strategic plan for 2020-2025. Engagement is one of the
partnership’s priorities and through the development of our Participation
and Engagement Strategy there will be an increased focus on
supporting opportunities for people to be more involved in service
planning, delivery and evaluation.

Stage 6: How does the policy/activity create opportunities for advancing equality of opportunity?
Equalities is an important theme within the strategic plan and there are specific workstreams
targeted at advancing equality of opportunity to ensure equality of access to health and social
care services. The strategic plan engagement highlighted particular issues regarding access to
services and these will be addressed through the strategic plan and also at an operational level.
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Stage 7a:
Are there potential impacts on protected groups?

The protected groups covered by the equality duty are: age, disability, gender reassignment,
pregnancy and maternity, race, religion or belief, sex and sexual orientation.

Who is affected by the activity or who is intended to benefit from the proposed activity and how?
Complete the table below for each protected group by inserting “yes” in the applicable box/boxes
below.
Positive
Age – Younger/Older

Yes

Age - Older

Yes

Disability

Yes

Race – (includes
Gypsy Travellers)

Yes

Religion or Belief

Yes

Sex (Gender)

Yes

Pregnancy and
maternity

Yes

Sexual orientation –
(includes Lesbian/
Gay/Bisexual)

Yes

Gender reassignment –
(includes Transgender)

Yes

Marriage and Civil
Partnership

Yes

Negative

Neutral

Unknown
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Stage 7b: Do you have evidence or reason to believe that this policy, activity etc. will or may
impact on socio-economic inequalities?
This is about trying to be fair to everyone. Part of that is realising that not everyone may be
starting at the same place. Some individuals and families may have low income, may have very
little or no savings which means they are living from month to month therefore changes to
council policies/services may have a greater adverse impact on them.
On this basis you should consider potential impacts on individuals/families by:
•

Place: on specific vulnerable areas or communities (SIMD, regeneration, rural) e.g.
housing, transport.

•

Pockets: household resources, (Income, benefits, outgoings) ability to access a service

•

Prospects: peoples life chances e.g. access to, or ability to access: employment, training,
services (such as council or health) or support.

Groups of people who may be impacted include, but not limited to:
•

Unemployed

•

Pensioners

•

Single parents and
vulnerable families

•

Looked after children

•

•

People on benefits

Careers including
young carers

•

Those involved in the
criminal justice system

•

•
•

•

Those leaving the care
setting including
children and young
people and those with
illness

Veterans

•

Homeless people

•

Students

•

People in the most
deprived communities

•

People with low
literacy/numeracy

Single adult
households

•

People who live in
rural areas

•

People who have
experienced the
asylum system

People with lower
educational
qualifications

•

People I low paid work

•

People with one or
more protected
characteristic

Please complete by inserting “yes” in the applicable box/boxes below.
Socio-economic
disadvantage
Pockets: Low
income/income poverty
– cannot afford to
maintain regular
payments such as bills,
food, clothing

Positive

Yes

Negative

Neutral

Unknown
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Pockets: Low and/or no
wealth – enough
money to meet basic
living costs and pay
bills but have no
savings to deal with
any unexpected
spends and no
provision for the future

Yes

Pockets: Material
deprivation – being
unable to access basic
goods and services i.e.
financial products like
life insurance,
repair/replace broken
electrical goods, warm
home, leisure and
hobbies

Yes

Place: Area deprivation
– where you live,
where you work

Yes

Prospects:
Socioeconomic
background – social
class i.e. parents
education, employment
and income ,
educational
achievement.

Yes
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Stage 8: What are the positive and negative impacts?
Positive
(describe the impact for each of
the protected characteristics
affected)

Impacts.

Please detail the
potential positive
and/or negative
impacts you have
highlighted above.
Detail the impacts and
describe those
affected.

Negative
(describe the impact for each of
the protected characteristics
affected)

The specific projects detailed
within the strategic plan are
designed in order to improve
access to health and social care
services and improve the health
and wellbeing of all citizens of
Aberdeenshire. Part of this is
about removing boundaries that
exist for particular client groups
whether this be due to financial,
geographic or personal
circumstances.

Stage 9: Have any of the affected groups/areas been involved, engaged with or consulted?
If yes, please give
details of how this was
done and what the
results were. If no,
how have you
ensured that you can
make an informed
decision about
mitigating steps?

The engagement and consultation for the strategic plan has been
extensive and the equalities monitoring data has identified that people
responded from across Aberdeenshire. Various engagement and
consultation methods were available to help make the activity more
accessible. We did not gather specific data on wealth nor geographical
data at a level where we could identify respondents from deprived
areas so we cannot confirm that all groups were appropriately
represented. However through consultation with staff we are aware of
some of the specific issues which affect these groups and have taken
this into consideration in the development of the strategic plan.

Stage 10: What mitigating steps will be taken to remove or reduce negative impacts?
These
should be
included in
any action
plan at the
back of this
form.

Mitigating Steps
No specific negative impacts have been identified.
Continued engagement with the people of
Aberdeenshire will ensure that any negative impacts
would be identified and these would then be dealt
with accordingly.

Timescale
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Stage 11: What monitoring arrangements will be put in place? How the EIA will be used to
monitor the proposal
These should be
included in any action
plan (for example
customer satisfaction
questionnaires).

Individual projects will be monitored through the programme boards.
This will identify any potential negative impacts from specific projects.
Additional reporting mechanisms in place which consider equalities are
the Annual Report, Commissioning Plan Review and specific equalities
monitoring reports.

Stage 12: What is the outcome of the Assessment?
1

No negative impacts have been identified –please explain.

The development of the Strategic Plan has been undertaken by working with
existing groups who represent and support individuals from many different
backgrounds. Flexible and extensive engagement activities were designed to
allow people to be involved in ways which suited their needs.
Consultation opportunities and on-going public involvement will continue to
allow identification of any protentional negative impacts.
Please complete
the appropriate
box/boxes

2

Negative Impacts have been identified, these can be mitigated please explain.
* Please fill in Stage 13 if this option is chosen.

3

The activity will have negative impacts which cannot be
mitigated fully – please explain.
* Please fill in Stage 13 if this option is chosen

* Stage 13: Set out the justification that the activity can and should go ahead despite the
negative impact.

Sign off and
authorisation.

Stage 14: Sign off and authorisation.
1) Service
and Team
2) Title of
Policy/Activ
ity

(if appropriate)
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3) Authors:
I/We have
completed
the equality
impact
assessmen
t for this
policy/
activity.

4)Consultation
with
Service
Manager

Name:

Name:

Position:

Position:

Date:

Date:

Signature:

Signature:

Name:

Name:

Position:

Position:

Date:

Date:

Signature:

Signature:

Name:
Date:

5)Authorisation Name:
by Director
Position:
or Head of
Date:
Service

Name:
Position:
Date:

6) If the EIA relates to a matter that has to go before a
Committee, Committee report author sends the Committee
Report and this form, and any supporting assessment
documents, to the Officers responsible for monitoring and the
Committee Officer of the relevant Committee.

Date:

7) EIA author sends a copy of the finalised form to:
equalities@aberdeenshire.gov.uk

Date:
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Action Plan
Action

36

Start

Complete

Lead Officer

Expected Outcome

Resource Implications
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5. Appendices
Appendix A – List of methods and outlets used for promotion
Outlet
Team Meetings – HSCP staff
Council internal platforms

NHS internal platforms

AVA
Community Planning Partnership Website
MODO - Youth Community Group
Commissioned Providers
NHS Involve - Public Involvement Network
Strategic Outcome Groups
Housing
Community Planning (via Community
Planning Officers)

Ward page
GP Practices & PPG’s
Corporate Communications

Libraries
Supermarkets
Community Safety Network
Veterans Organisations

Method
Information cascaded from Location
Mangers via team meetings and emails
• Payslip insert
• Article on Employee Self-Service (ESS)
portal for those not receiving paper slips
• Article in weekly Policy Bulletin
• Arcadia news article
• Global’s – internal staff bulletin
• Up-front – internal staff newsletter
• NHS Grampian - Facebook
Newsletter article and email to all members
News article on front page
Posters put up in the youth café
Emailed by contract managers
Emailed to all networks and members
Emailed to all networks and members
2 x Newsletter articles
• Community Planning Groups
• Rural Area Partnerships
• Development Trusts
• Community pages, blogs, newsletters & ebulletins
• Community Associations
• Community Council Forums
Article
Via practice managers, CHiP officers and
Public Health officers
• Cllr & MSP briefing
• Social Media (Facebook & twitter)
• Heads up
•Trending in Aberdeenshire
• Press release
• Communicate Better
Posters
Posters
Emailed to all members
Emailed information to circulated to networks
and members:
• Councils Armed forces Contact
• Legion local contact
• North East Veterans Community Support
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Organisation supporting LBTG community

Gypsy/Travellers Community

Young Peoples Organising and Campaigning
Group (YPOC) - Looked after children
Local Young Farmers

Manager
• Flyers present on the Sexual Health Team
testing bus at Gay Pride Parade
• 4pillar posting on Facebook page and
flyers/posters in hub
Email information provided to
Gypsy/Traveller Liaison Officer and local
contact to circulate in community. (Dedicated
engagement session offered but no buy in)
Information shared with group (Dedicated
engagement session offered but no buy in)
Information sent to NFUS and Scottish
Association of Young Farmers clubs
(SAYFC)

Appendix B – List of groups presentation delivered to
Garioch - Community Council Forum
Location Managers
Buchan Community Council Forum
Independent Living SOG
Community & Dementia Conference
Buchan Area Committee - Informal
Garioch Area Committee - Informal
Marr Area Committee - Informal

Banff & Buchan Community Council Forum
Formartine Area Committee - Informal
K & M Area Committee
LD Providers Forum - ARC
Formartine Community Council Forum
ADP Forum - North
ADP Forum - Central

Appendix C – Surveys completed for each of the five key priority areas
Key Priority Area
Prevention and Early
Intervention
Reshaping Care
Engagement
Effective Use of
Resources
Tackling Inequalities and
Public Protection
Total

Fully Complete
25

Partial Complete
104

Total submitted
129

51
70
37

92
167
129

143
237
166

37

106

143

220

598

818

Appendix D – List of the groups who inputted using the resource packs
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Area
Aberdeenshire Aberdeenshire Youth Forum

Group

Service User & Carers Reference Group
Quarriers - Carers Strategic Outcomes
Group
AVA - Health & Social Care Forum

Banff &
Buchan

Physical Disability - Strategic Outcomes
Group
New Scots - Workshop
Banff & Buchan - Staff Workshop

Banff & Buchan Area Committee Informal
Older People Forum - Fraserburgh
Carers Support Group - Fraserburgh
Buchan

Buchan Area Committee - Informal
Peterhead Conversation Cafes
Mintlaw Men's Shed
Cruden Bay Community Council
Maud Conversation Café

Formartine

Formartine Area Committee - Workshop

Garioch
Kincardine &
Mearns

Garioch - Area Committee
Kincardine & Mearns Local Planning
Group and the Welfare and Wellbeing
Network
Aberdeenshire South Kincardine &
Mearns - Edenholme/Community
Council/Patient Participation Group
Johnshaven Community Cafe
Marr South - Community Ward Forum

Marr

Marr North - Community Ward Forum
Older Peoples Forum, Men's Shed &
Silver Circle - Alford

Dementia Strategic Outcomes
Group - Workshop
IJB Development Session
Prison - Focus Group
Aabody Matters - Self Advocate
Learning Disability
Aberdeenshire Powerful Voices
Together - Self Advocates
Learning Disabilities
Macduff Coffee Corner/Macduff
Parish & Deveron Walking Group
- Banff & Buchan
Carers Support Group - Banff
GREC/Fraserburgh In Touch Focus Group (English not as a
first language)
New Pitsligo Conversation Café
Carer Support Group - Peterhead
MACBI Mintlaw
Longate Community Group Peterhead
Residents Group - Hatton
(Buchan)
Formartine Local Community
Planning Group
Carers Support Group Stonehaven
Kincardine & Mearns Area
Committee - Workshop

Birse and Ballogie Community
Council
Aboyne Library - Young@Heart
Deesides, Marr Carers & other
community groups
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Appendix E – Response results to the online survey questions
(Note: All percentages shown have been rounded up)
Prevention and Early Intervention
Do you agree with the following statements?
Statement

Strongly Somewhat Neither Agree Somewhat Strongly
Agree
Agree
or Disagree Disagree Disagree

Preventing people from becoming ill
is a good use of our time and
resources?
We can all make small changes to
help us keep fit and healthy
Supporting people to regain and
maintain independence will improve
their confidence and help them
maximise their independence
We should all feel empowered to
have conversations with care
professionals and be involved in
decision making around the type
of support we need to stay active
and healthy
It is everybody’s responsibility to try
and live as healthy live as they
can.

82%

16%

1%

1%

0%

76%

22%

1%

1%

0%

74%

23%

2%

1%

1%

79%

18%

2%

1%

0%

75%

19%

4%

2%

1%

How can we help you to stay active, fit and healthy?
Statement
Ensure information on groups & initiatives which support people to
look after their own health & wellbeing is easily available
Continue to support and develop locally accessible groups within
your community (e.g. walking groups, healthy eating groups, mental
health support groups, etc)
Provide community link workers in GP practices who have the
knowledge of local support options and can signpost you to those
most suited to your needs.
Support for unpaid carers (people who care for a family member or
friend who due to illness, disability, a mental health problem cannot
cope without their support)
Promote positive mental health and wellbeing
Reduce alcohol and drug-related harm
Address a health concern at an early stage to prevent it from
growing into a serious long-term condition

% Answering % Answering
No
Yes
23%

77%

25%

75%

37%

63%

25%
25%
39%

75%
75%
61%

21%

79%
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Reshaping Care
Thinking about support that you or other people may need now or in the future to remain as
independent as possible, please rate each option on a scale of 1 to 5 with 1 being essential and
5 being not important.
Statement

Ability to stay connected to their
community.
Local access to rehabilitation
services, such as Occupational
Therapists, Physiotherapists.
Dieticians, Podiatrists, and Speech
and Language Therapists.
Apps to help manage long term
conditions such as Diabetes or to
monitor blood pressure.
Video Appointments with GPs or
Hospitals (Attend Anywhere).
Better access to information to help
you manage any conditions you
might have, yourself.
Flexible home care.
More support for families of people
who need care and support.
Support to help people and families
make shared decisions about future
care.
Better information and support for
unpaid carers.
Timely adaptations to homes (e.g.
ramps/handrails/shower
adaptations.)
Suitable accommodation and
support within the community.
Better information about
accommodation options.

1
Essential

2
3
4
Very
Important
Fairly
Important
Important

5
Not
Important

53%

35%

10%

2%

0%

63%

30%

5%

2%

1%

22%

31%

29%

12%

6%

19%

20%

35%

17%

9%

41%

32%

20%

6%

2%

54%

27%

14%

2%

2%

52%

31%

14%

2%

0%

42%

33%

20%

6%

0%

55%

26%

16%

3%

0%

50%

38%

8%

3%

1%

51%

34%

13%

2%

0%

43%

33%

18%

5%

1%

Would you be happy to access some support and services where it is appropriate on-line (via a
tablet, smartphone or computer)?
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Statement
Information about health and wellbeing (e.g.
Information on managing diabetes)
Using an App to help manage a condition (e.g.
Diabetes or Chronic Obstructive Pulmonary
Disease)
To find out about local services (e.g. a local
support group for people with diabetes)
To monitor existing conditions (e.g. online
monitoring of blood sugar levels)
Online appointment (to meet with your consultant
to discuss treatment)
Booking healthcare appointments

% Answering % Answering
No
Yes
30%

55%

No answer
given
15%
15%

36%

49%

22%

62%

34%

51%

31%

54%

19%

66%

16%
15%
15%
15%

Do you agree with the following statements?
Statement
Strongly Somewhat Neither Somewhat Strongly
Agree
Agree Agree or Disagree Disagree
Disagree
We need to change the way we support
people in order to meet the growing
72%
21%
5%
2%
1%
demand of our aging population
People are happier if they are cared for in
or as close to home and their community
71%
21%
6%
2%
0%
as possible
In this digital age we need to embrace
new technologies to help us deliver
34%
42%
14%
6%
4%
person centred care
When people need care and support they
are entitled to expect the best possible
82%
14%
3%
1%
0%
advice and services, in a timely way and
in the right place
Working with organisation such as SAMH
and Alzheimer Scotland enable us to
50%
27%
11%
9%
3%
provide support best suited to a person’s
needs and individual circumstances
Supporting people to regain and maintain
independence will improve their
69%
27%
4%
0%
1%
confidence and help them maximise their
independence
We should all feel empowered to have
conversations with care professionals and
78%
21%
2%
0%
0%
be involved in decision making around the
type of care we need
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Engagement
Have you taken part in previous engagement exercises with the Aberdeenshire Health and
Social Care Partnership (e.g. Minor Injury Unit Review or the development of our draft Mental
Health & Wellbeing Strategy?)
Yes
31%

No
60%

Not Sure
10%

If you answered yes, please tell us more about your involvement. Rate your agreement with the
following statements.
Statement
I understood from the outset
what difference my
participation would make
I felt my contribution was
taken seriously
I felt my contribution would
make a difference

Strongly Somewhat
Neither
Somewhat Strongly
Agree
Agree Agree or Disagree Disagree Disagree
17%

46%

29%

6%

3%

23%

34%

29%

6%

9%

11%

31%

40%

11%

6%

How would you prefer to be involved in shaping and making decisions about our services? (Tick
all that apply)
Involvement
On-line surveys
On-line interactive forums
Organised local one-off events on single service issues
Health and Social Care staff attending existing groups to have discussions and
gather views
Local focus groups
Informal drop in-sessions with Partnership staff
Exhibitions and roadshows
Paper survey
In-depth interviews with a cross section of the population
Feeding into a Public Representative network
In depth panels/ processes with practitioners and patients working together
I want to feed back to the professionals who are currently providing services to me

% Yes
60%
24%
36%
38%
43%
31%
27%
13%
20%
15%
29%
19%
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How did you hear about this engagement?
Method
Newsletter e.g. AHSCP Integration News, NHSG, AVA
Staff Intranet e.g. Arcadia or NHS
Information session delivered by Health and Social Care Staff
Email from work colleague
On-line news
Press article
Social media
At a group I attend or am a member of
Other (Please state)
No answer given

%
6%
20%
5%
18%
5%
2%
16%
10%
6%
12%

Do you agree that we should all feel empowered to have conversations with health and social
care professionals and be involved in decision making around the type of support & care we
need.
Strongly
Agree

Somewhat
Agree

86%

Neither
Agree or Disagree

13%

Somewhat
Disagree

1%

Strongly Disagree

0%

0%

Effective Use of Resources
Looking at focusing our resources where they are most needed, please indicate how important
you feel each of the following are:
Statement

Essential

Very
Important
Fairly
Not
Important
Important Important

Focusing resources on people
with the highest level of need

52%

31%

14%

2%

1%

Taking advantage of new
technology to deliver services

30%

31%

25%

12%

2%

54%

29%

13%

4%

1%

50%

26%

20%

4%

1%

Giving people the information and
tools they need to better manage
their own health and wellbeing
Supporting family and unpaid
carers to help you keep well
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Tackling Inequalities and Public Protection
Do you agree with the following statements?
Statement

It is right that the Aberdeenshire
Health and Social Care Partnership
should focus on attempting to reduce
inequalities across our communities
Tackling inequalities will enable
everyone to have equal access to
health and social care services

Strongly Somewhat Neither
Agree
Agree
Agree or
Disagree

Somewhat Strongly
Disagree Disagree

71%

21%

5%

3%

0%

50%

36%

8%

3%

3%

What do you think would help address health inequalities? (Tick all that apply)
Statement
Improve access to supports and services
Improving access to information about welfare advice
Improving access to information about housing
Training for staff to help identify people at risk of health inequalities
Supporting healthy behaviours eg reducing smoking programmes, accessible activity
initiatives
Engaging communities
Investing more in services for vulnerable groups
Continue to support ‘early years’ programmes e.g. Childsmile, Healthy Start Vitamin
Programmes

Yes
70%
65%
53%
73%
63%
66%
65%
56%

Are you aware of the services provided by the health and social care partnership to support and
keep vulnerable adults and children safe from harm (e.g. The role of the Adult Protection
Network, Social workers, and health visitors)?
Yes
82%

No
18%

If you suspected a vulnerable adult or child was at risk of harm would you know what to do?
Yes
83%

No
17%

Do you think the health and social care partnership are doing enough to support vulnerable
adults and children and keep them safe from harm?
Yes
No
Don’t know
32%
21%
47%
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Do you agree with the following statements?
Statement
Strongly Somewhat Neither Somewhat Strongly
Agree
Agree Agree or Disagree Disagree
Disagree
People should help their community as part
of a community sentence rather than spend 34%
42%
12%
7%
4%
a short time in prison
People serving community sentences
should be given support such as help with
addiction or mental health problems, or
66%
26%
5%
2%
1%
numeracy or literacy difficulties, to reduce
the likelihood of them committing more
crime in the future.
Prisons should help prisoners to change
their behaviour, rather than just punish
60%
31%
5%
3%
1%
them.
Prisons should work with other
organisations in the community to help
63%
28%
8%
1%
0%
prisoners fit back into the community.
Are aware of unpaid work projects in their local area done as part of a community sentence?
Yes
40%

No
60%

In order to improve health by preventing and reducing alcohol and drug use, harm and related
deaths? How important do you think the following are?
Statement
1
2 Very
3
4 Fairly
5 Not
Essential Important Important Important Important
Treatment and support services for
57%
26%
12%
5%
0%
those with alcohol or drug problems
Peer support and recovery groups for
45%
38%
10%
6%
0%
those recovering from alcohol & drugs
Health awareness campaigns around
alcohol and drugs in targeted settings
45%
32%
20%
1%
2%
e.g. schools and colleges
Measures to reduce crime and antisocial behaviour and keep our
59%
26%
9%
4%
1%
communities safe
Reducing the supply, availability and
44%
26%
15%
9%
7%
marketing of alcohol or other drugs
Youth work interventions for those
identified as being vulnerable or at risk
of becoming involved in harmful drug or 63%
25%
8%
3%
1%
alcohol use or associated criminal
behaviour
Reducing stigma, discrimination and
54%
25%
15%
3%
3%

Item: 10
Page: 153

Statement

1
2 Very
3
4 Fairly
5 Not
Essential Important Important Important Important

prejudice experienced by those with or
in recovery from alcohol or drug
problems
Appendix F – Capacity in which people completed the online survey

Note: There were 818 online submissions but the 821 figure in the chart is due to some people
choosing more than one option.
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APPENDIX
Aberdeenshire
Health & Social Care
Partnership

Aberdeenshire Health and
Social Care Partnership
Strategic Plan 2020 – 2025
Draft for consultation

Rosehearty

Whitehills
Portsoy

Banff

BANFF AND BUCHAN

Strichen

Aberchirder
Turriff

Huntly

Fraserburgh

Gardenstown

Macduff

FORMARTINE
Insch

Oldmeldrum

GARIOCH

Cruden Bay
Ellon
Newburgh

Inverurie

Newmachar
Port Elphinstone

Alford

Ballater

Peterhead

BUCHAN

Fyvie

Rhynie

MARR

St Fergus

Mintlaw

Maud

Kemnay

ABERDEENSHIRE
Aboyne

Kintore

Blackburn
Westhill

Balmedie

Blackdog

ABERDEEN
CITY

Torphins
Banchory

Portlethen

Drumoak

Newtonhill

Braemar

KINCARDINE
AND
MEARNS

Fettercairn
Laurencekirk

Stonehaven

Inverbervie
Gourdon
Johnshaven

St Cyrus
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If you require this document in another format,
or a telephone interpretation service, or if you
require further information or would like to make comment
on any aspect of this plan please contact:
Aberdeenshire Health and Social Care Partnership
integration@aberdeenshire.gov.uk
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Foreword
We would like to thank you for giving your consideration to our second Strategic plan for the Aberdeenshire
Integration Joint Board. We have done extensive engagement, over the past six months, with many
people, communities and organisations within Aberdeenshire in developing this Strategic Plan and believe
that the document reflects these views and aspirations, whilst maintaining realistic and attainable changes
to the models of Health and Social Care within Aberdeenshire that we will need to make over the next few
years.
There are different ways in which you can view this plan in order to find out what it will mean to you and
your communities including this full strategic plan document, a short animation and a ‘plan on a page’. We
will welcome comments and thoughts from all, please follow the link to our Engagement and Consultation
page to be involved.
The Consultation closes on 4th October 2019. We will then consider all of the feedback we have received
and produce a final version of our Strategic Plan for consideration at the formal Integration Joint Board
meeting on 18th December 2019.
Finally, we hope that you enjoy reading our plan and we look forward to hearing your feedback.
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Introduction
Aberdeenshire Health and Social Care Partnership was established in April 2016 following Scottish
Government legislation to integrate health and social care services. The work of the Partnership is
governed by the Integration Joint Board (IJB) which is comprised of members from both Aberdeenshire
Council and NHS Grampian, as well as those representing the interests of the Third Sector, staff, service
users, and carers.
The first Strategic Plan 2016 – 2019 set out to improve the health
and wellbeing of adults in Aberdeenshire through the design and
delivery of an integrated health and social care service. In 2018 the
Our Vision
Partnership produced five Locality Plans which were developed in
“Building on a person’s
consultation with local communities. The Locality Plans provide a
abilities, we will deliver
framework for how the Partnership intends to improve health and
wellbeing at a local level whilst contributing to the achievement of
high quality personthe overall strategic priorities.
centred care to enhance
This second plan reflects on the progress the Partnership
their independence and
has made and sets out the strategic direction for the next five
wellbeing in their own
years and the key priorities it will focus on. Our vision remains
communities”
unchanged, and our refreshed strategic priorities continue to
reflect and support delivery of the National Health and Wellbeing
Outcomes.

Challenges
In the coming years we will see significant change in the make-up of our population, with an increase
in people living longer with multiple conditions and complex needs who require health and social care
services. This rise in demand will increase pressure on financial resources rendering current models of
service delivery unsustainable.

We need to work
differently

Be more innovative

Whilst providing safe, effective, high quality services
that are appropriate and sustainable for less money

We have shaped this plan to move in a strategic direction that is responsive and flexible to the future
changes.

Working together
When making difficult decisions we commit to using robust data, taking into account the experiences of
people and communities, and include our learning from the programmes and initiatives that have already
been implemented.
The plan celebrates the diverse and vibrant communities in Aberdeenshire that make a valued contribution
to health and wellbeing alongside public, private and voluntary services. By working with partners and
people in our communities we aim to achieve effective and lasting transformation of sustainable health and
social care services. Working with a range of stakeholders we need to look at the most effective ways in
which services can be structured, planned and delivered to better support people.
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Our commitment

We Will
Design care and treatment round the assessed needs
of the person
Provide the best possible advice, care and support in a timely way and in
the right place, irrespective of people’s circumstances
Work closely with individuals and communities to understand their needs,
maximise their talents and resources, support self-reliance,
and build resilience

Aberdeenshire resident’s commitment

We will
Take responsibility for living as healthy a life as we can
Contribute to our own health and wellbeing, make our views known, and
participate positively in our own care
Help to create a thriving resilient community, and utilise community
resources to help us stay healthy and active

6
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About us
Integration of health and social care
The way in which health and social care services are planned and delivered across Scotland has
significantly changed through integration. The IJB is responsible for the integrated planning and delivery of
adult health and social care services. In addition, it also retains responsibility for some aspects of children’s
health services (health visiting and school nursing).
Aberdeenshire Health and Social Care Partnership is one of three in the Grampian area. The others are
Aberdeen City and Moray. The Aberdeenshire Partnership hosts the management of some health services
which are Grampian wide, including; health care services within Her Majesty’s Prison (HMP) & Youth
Offender Institute (YOI) Grampian, forensic custody health care, and Marie Curie nursing services. A full list
of the health and social care services and delegated function is set out in the Integration Scheme including,
but not restricted to:

Adult Social Care Services

•
•
•
•

•
•
•
•
*

Social care services for adults
Care home provision
Home care services
Community mental health services
Care and support for adults with physical
and learning disabilities
Carer support service
Adult support and protection
Alcohol and other drug services
Community based Allied Health
Professions
o Occupational Therapy
o Physiotherapy
o Podiatry
o Speech and Language
o Dietician
Aids and adaptations for homes
Supported accommodation
Health improvement services
Telecare
Criminal Justice
		

•
•
•
•
•

Community Health Services
•

Primary care services

•

General Practices (GPs)

•

Community pharmacists

•

Optometry services

•

Dental services

•

Community hospitals

•

Minor injury units

•

Public health services

•

Health visitors

•

School nurses

•

Vaccination programme

•

Pharmacotherapy services

•

Community link workers

We recognise the Third Sector’s important role in providing a diverse range of preventative and specialist
services. Aberdeenshire Voluntary Action (AVA) provides the Third Sector Interface (TSI) which is the
main conduit between the Third Sector and the Partnership. The Third Sector brings great value through
its flexibility, innovation and the active engagement with communities and individuals in the design and
delivery of services.

Performance to date
Through the delivery of health and social care services in line with the first strategic plan, and the later
development of our Locality Plans the Partnership has made significant progress in delivering against
the nine National Health and Wellbeing Outcomes. Table 1 highlights key areas where we have made
improvements and progress by working with partners to achieve better outcomes for people.
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Table 1: Progress supporting the delivery of the National Health and Wellbeing Outcomes
National Health and Wellbeing
Outcomes

National
Indicators

Local
Indicators

Examples of areas of
progress

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

N1, N11 & N12 LO1, LO2,
LO3 & LO4

Implementation of successful
healthy lifestyle interventions
as part of the Health
Improvement Delivery Plan

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

N2, N13, N16
& N18

Virtual Community Ward
resulting in many hospital
admissions being avoided
Roll out of training to support
Rehabilitation & Enablement

LO7, LO8 &
LO9

3: People who use health and social
N3, N4, N5,
care services have positive experiences N6 & N17
of those services, and have their dignity
respected

Inspection of 6 care homes
under the new Quality
Framework were measured as
achieving a high standard

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

N7

Improvements to Dementia
post-diagnostic support
Improved performance for
Alcohol Brief Interventions

5: Health and social care services
contribute to reducing health
inequalities

N11

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

N8

7: People using health and social care
services are safe from harm

N9

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

N10

Positive and consistent
results from the iMatter
staff engagement process
which enables views to be
gathered from staff about their
experience working for the
Partnership

9: Resources are used effectively and
efficiently in the provision of health and
social care services

N4, N14, N15,
N19, N20, N21
& N23

Technology Enabled Care Video Consultation & Home &
Mobile Health Monitoring
Primary Care Improvement
Plan – development of new
models of care within the
primary care teams

LO5 & LO6

Link workers within Primary
Care settings in areas with the
highest level of deprivation
Carers offered Adult Carer
Support Plans or Young Carer
Statements as part of the
implementation of the Carers
(Scotland) Act

LO5

Implementation of the Adult
Protection Committees action
plan

*See appendix 1 for local indicator descriptions and follow link for national indicator descriptions
The Partnership continually assess progress and measure performance in line with the National
Performance Framework. Annual Reports are published providing an open account of how well we have
performed, and details on progress we have made, in relation to planning and delivering health and social
care services.
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Health and wellbeing of our population
The population of Aberdeenshire is projected to grow over the next 20 years. The largest increase will be
in those of pensionable age (56.8%) with more than half of this group aged over 75. This compares with a
small increase in people of working age (4.1%).

NRS 2018 Mid year population estimates

Population studies show that in the future people will live longer. The good news for Aberdeenshire is that
average life expectancy for both men and women is higher than that of Scotland and Grampian and this is
coupled with an increase in ‘healthy’ life expectancy.

Life Expectancy

NRS 2017 Mid year population estimates

However, this improvement has not been experienced by all sections of society, resulting in growing health
inequalities. This growth in inequality has resulted in a slowdown in mortality improvements and for the
first time in decades we have seen a stall of average life expectancy since 2014 with depravation and
increasing alcohol and other drug related deaths playing an important part.
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Average life expectancies compared across different areas of deprivation
Male and Female Life Expectancy Differences Across Aberdeenshire,
2015 midpoint (ScotPHO)

79.2

82.4

Aberdeenshire
Average

Aberdeenshire
Average

71.6

83.6

78.0

90.6

Peterhead
Harbour

Banchory
West

Fraserburgh
Harbour
& Broadsea

Banchory
East

Scotpho Estimated Life Expectancy (2015 midpoint)

As a result of the predicted changes in life expectance to our population those providing care and support
are challenged with balancing increasing levels of need with available capacity.
The dependency ratio chart shows the ratio of the population aged under 16 and over 65 (“dependents”) to
the population aged 16-64 years (“working age”). This estimate does not take into account factors such as
employment rates and retirement ages.

Dependency Ratio
2020
Number of
non working
age people
96,444

Number of
working age
people
173,373

For every 18 people working
100 will not be working

2040
Number of
non working
age people
116,616

Number of
working age
people
178,405

For every 15 people working 100
will not be working

NRS 2017 Mid year population estimates

As a result of increased numbers of older people we expect to see a rise in the number of people living
with Dementia. This rise will result in increased demand for housing support, housing adaptations in
addition to specialist dementia care and post diagnostic support. We also anticipate an increase in the
number of people living on their own.

10

Aberdeen Health and Social Care Partnership Strategic Plan 2020 – 2025

Item: 10
Page: 164

Predicted increase
in people living with
Dementia
The prevalence of long-term health conditions is known to increase with age. Whilst some factors
contributing to ill health are responsive to intervention, we expect to have more people living in
Aberdeenshire who need increased levels of care.
Within the Aberdeenshire population we are seeing growing numbers of people of all ages with long term
conditions such as diabetes, COPD (Chronic Obstructive Pulmonary Disease), heart disease and anxiety.

Disease/condition prevalence in Primary Care (GP Records) - 2018/19
COPD

1.9

STROKE ITA

2

CANCER
CHRONIC KIDNEY DISEASE
HEART DISEASE
DIABETES
DEPRESSION
ASTHMA

2.5
3.6
3.9
5.1
5.3
6.4

HIGH BLOOD PRESSURE

14.5
Rate per 100 people in Aberdeenshire
Chronic Obstructive Pulmonary Disease (COPD), Transient ischemic attack (TIA)
Data Source: ISD Primary Care Information Dashboard for Disease Prevalence 2018/2019

ISD Primary Care Information Dashboard for Disease Prevalence 2018/2019

Increasingly, people are living with more than one long term condition and their care can be more
complex. Those in the most deprived areas of Aberdeenshire are more likely to live with multiple longterm conditions than those in the least deprived. These health inequalities are evident in the variation in
average life expectancy across Aberdeenshire communities.
National frameworks and guidance are in place which supports the Partnership in reducing inequalities.
The introduction of the Fairer Scotland Duty by Scottish Government aims to ensure Partnerships are as
effective as they can be in tackling socio-economic disadvantage and reducing inequalities. This requires
targeting resources to reflect the needs of areas with historically high levels of deprivation and poorer
health outcomes. Additionally the Partnership will ensure its work is in line with Scotland’s National Action
Plan for Human Rights, supporting the vision that ‘everyone is able to live with human dignity’.
In light of these predicted changes in our population we will see increasing demand for services and
increasing pressure on limited resources. These challenges must be managed in a way which enables us
to continue to improving services and outcomes for the people who use are service.
We need to make better use of our workforce and the resources we have by working more effectively
together. If we do not change, we will not be able to continue to deliver the high quality services the people
of the Aberdeenshire expect
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National context for this strategic plan
Nationally the strategic and policy context in relation to health and social care continues to evolve with
developments being driven by economic, social and technological changes and advances. National
legislation, frameworks and strategies are developed and exist to provide guidance for Partnerships.
At a local level our strategies, action plans and policies are guided by these national developments and
guidance.

National Policy & Legislation

Good Practice Guidance and Frameworks

Community Care & Health (Scotland) Care Act 2022
Social Work (Scotland) Act 1968

The Parliament and End of Life Strategic Framework
for Action

Welfare Reform Act 2012

Realising Realistic Medicine

Social Care (self-directed support) (Scotland) Act 2013

National Primary Care Vision

Public Bodies (Joint Working) (Scotland) Act 2014

A Fairer Healthier Scotland: A Framework for Action

Children and Young People (Scotland) Act 2014

Health and Social Care Standards

Community Empowerment (Scotland) Act 2015

Getting it Right for Every Child (GIRFEC)

Carers (Scotland) Act 2016
The 2018 General Medical Services Contract in
Scotland

National Strategies

Local Plans and Strategies

A National Clinical Strategy for Scotland

Grampian Clinical Strategy
Local Outcomes Improvement Plan
Local Community Plans
Children’s Services Strategy
Local Housing Strategies
Rapid Housing Transition Plans
Primary Care Improvement Plan
HSCP Locality Plans
HSCP Learning Disability Strategy
HSCP Mental Health Strategy
HSCP Adult Carers Strategy
HSCP Dementia Strategy
Aberdeenshire Autism Strategy

Social Services in Scotland: A shared vision and
strategy
Making Care Better - A strategy for supporting better
care in Scotland
Health and Social Care Delivery Plan
A Public Health Strategy for Scotland
Rights, respect and recovery: alcohol and drug
treatment strategy

Some future demands will not always be visible at a given point, and implementation of new legislation and
duties for the Partnership may have cost implications which are unforeseen. The Partnership will continue
to transform services and make difficult decisions when needed, whilst focusing on providing the best
outcomes for the people in our communities.
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Working Together
The Health and Social Care Partnership must take account of plans and strategies from other services
within Aberdeenshire. Partnership working is of utmost importance to make the best use of our local
resources for the benefit of people living and working in our communities.
The Partnership works closely with NHS Grampian and Aberdeenshire Council to ensure plans are aligned
at a strategic level, for example linking our own health and social care strategic plans to the NHS Grampian
Clinical Strategy and Aberdeenshire Council’s Local Outcomes Improvement Plan.

Health and
Social Care
Strategic Plan

Local
NHS Clinical
Strategy

Outcomes
Improvement
Plan

All Public Bodies, including Health & Social Care Partnerships, are required by the Scottish Government to
reduce greenhouse gas emissions, adapt to a changing climate and promote sustainable development.
This responsibility sits primarily with Aberdeenshire Council and NHS Grampian and the Partnership
adheres to the policies of these two organisations. The Partnership has agreed to their share of the carbon
reduction target by; reducing business miles, flexible working policies, reducing waste, improving planning
of staff journeys, and promoting a behavioural change to staff regarding energy efficiency.

Health and social care standards
The new health and social care standards were published by the Scottish Government in June 2017. They
seek to provide better outcomes for everyone and to ensure that individuals are treated with respect and
dignity and that the basic human rights we are all entitled to are upheld. The new standards are relevant
across all health and social care provision. The new standards are;
1. I experience high quality care and support that is right for me.
2. I am fully involved in all decisions about my care and support.
3. I have confidence in the people who support and care for me.
4. I have confidence in the organisation providing my care and support.
5. I experience a high quality environment if the organisation provides the premises
The Care Inspectorate and Health Improvement Scotland will inspect against the new standards and will
expect Partnerships to evidence they are providing a personalised service to support the unique needs
and wishes of each individual service user. The introduction of Self-Directed Support encouraged care to
be provided in a way which is focused on meeting outcomes and this approach is supported by the new
standards.
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Strategic context
The Partnerships strategic focus is to deliver more integrated care organised around the individual needs
of people. Aberdeenshire covers a wide geographical area characterised by diverse localities and in
response to this we have developed Locality Plans which, at a local level, identify what is important to
individuals and communities and shape the services in their area based on those needs.
The diagram below shows how we have developed our understanding of health and social care needs in
Aberdeenshire;
Analysis of national
and local data and
statistics

Knowledge and
experience of staff
working within the
community

Health and
Social Care
needs

Views from partners
across health and
social care

Priorities identified in
Locality Plans

Consultation and
engagement with
people who use
services

Using this information, coupled with the priorities identified in our Locality Plans and linking in with the
national outcomes, we have identified five strategic priorities;
Prevention and Early Intervention
Reshaping Care
Engagement
Effective use of Resources
Tackling Inequalities and Public Protection
To deliver these priorities the Partnership has four Programme Boards which will drive forward the strategic
and operational service change required to deliver models of care fit for the future. Each of the Programme
Boards has a particular focus and encompasses a range of diverse and inter-dependent changes. The
Programme Boards are;
• Enabling Health and Wellbeing
• Reshaping Care
• Safe, Effective, Sustainable
• Engagement
The four Programme Boards provide a strategic focus linking service design and delivery to our strategic
priorities and the priorities identified within our local service development plans and strategies.
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The diagram above represents this relationship between the programme boards and the priorities and also
identifies the important links with other plans and strategies including our, Medium Term Finance Strategy,
Workforce Development Plan and Engagement and Participation Strategy.
In developing this plan and delivering our on our Strategic Priorities the Partnership reaffirms its
commitment to and seeks to demonstrate evidence of ‘Best Value’. This is a formal duty placed on all
public sector organisations to ensure ‘good governance and effective management of resources, with a
focus on improvement, to deliver the best possible outcomes for the public’.
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Development of the plan
We have a long tradition of engaging with the people in our communities, and this plan has been informed
using the feedback we received from previous engagement as well as specific engagement which was
carried out in order to develop this plan. The strategic plan engagement included our partners, staff and the
people who live in our communities.
Engagement is one of the Partnerships five priorities and this evidences the importance we place on
involving people on an ongoing basis in the planning and delivery of services and support we deliver.

Engagement to inform the plan
The Strategic Planning Group developed a programme of engagement with a range of activities and
approaches to enable as many people as possible to be easily involved and share their views. The
approach and evaluation of the engagement was informed by VOiCE, the National Standards for
Community Engagement, and the Scottish Health Councils Participation Toolkit.
A number of options were made available for people to provide their views either through online resources
or through face to face engagement workshops. An online platform was developed providing short videos
explaining our key priority areas and online surveys to capture people’s views. These surveys could be
completed by individuals and/or groups. In addition to this resource packs were available online to enable
existing community groups to have open discussions about what was important to them, some groups
carried out session themselves, and many others where facilitated by Partnership & AVA staff.

Outcomes
Engagement Workshops

Online Survey

Number of fully completed
online survey submissions*

Across 41 groups
and organisations

598

437
Number of partially
completed online survey
submissions*

220

183

Number of people who
participated in
engagement exercises
Number of people who
received presentation of
information only

*total number of submissions
covering the various online surveys
The information from the engagement was analysed and themed and the information provided was used in
the development of this strategic plan. The following table provides full details of the engagement.
The engagement will be used not just to inform this strategic plan but also in development of other future
plans, strategies and guidance including;
• The Participation and Engagement Strategy
• Mainstreaming equalities and setting equality outcomes
• Locality Planning
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The graphic below details some of the feedback we received with regards to each of the strategic priorities.

Priorities

Prevention
& Early
Intervention

We asked

What you
said

Reshaping Care

Engagement

Effective Use of
Resources

Tackling
Inequalities
& Public
Protection

What do you think we should focus on for each priority

More
information and
education on
healthy food
choices

Easier, faster
access to health
professionals/GP

Free or low cost
Gym membership

Create
awareness,
provide
awareness

More people on
the ground helping
with signposting
and providing
information to what
is available

Signpost
effectively to local
organisations
who can provide
support

Housing options
which provide
different models
of care in one
complex

Tackle
loneliness

All care
providers will
have the time
and resources to
provide effective
care

More carers to
provide care at
home

Valuing our
opinion

More carers
to support
individuals in
their own homes

People are
engaged because
the partnership
has fed back and
delivered

Appropriate,
affordable
transport

Act on what we
say

Provide
information about
the function and
structure of the
partnership

All professionals
know how to talk
and listen to me

Better education
and empowerment
for families and
communities to
manage their own
health needs

Money/
resources would
be saved by
seeing the right
person at the right
time

Improve quality
& increase
number of
staff deployed
in hands on
services

Improved
transport links to
enable people
without own
transport to get
to work/access
services

We need
to work in
partnership to
encourage social
responsibility

More out of
hours health
and social
care support
will reduce
restrictions
on supporting
people

Recognition of
remote and rural
requirements
A higher ratio
of staff in more
deprived areas

This strategic plan explains the priority areas the Partnership intends to focus on, our commitments within
each area, and at a high level how we will deliver and measure improved outcomes for local people. It
aims to build on the learning from previous years, existing good practice and equitable partnership working
to overcome the challenges ahead and celebrate the opportunities.
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Overview of engagement results
(Additional page for draft Strategic Plan 2020 - 2025 consultation version only)
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Our strategic priorities
Our strategic priorities have been developed in response to the wealth of information available to us
regarding what is important to our communities, how our demography is expected to change over time and
how Aberdeenshire is currently performing in relation to health and social care indicators.
The information in the table below gives an example of some of the rationale behind the identification of
these priorities.
What we know

Priority

25% of adults in Aberdeenshire have a life limiting
long-term condition (2013-2016)
67% of people in Aberdeenshire are overweight or
obese (2013-2016)
The average life expectancy in Aberdeenshire is up to
17 years less in deprived areas (2015)

Prevention & Early Intervention

3 in 9 men and 5 in 10 women in Aberdeenshire do
not meet the recommended daily activity levels
(2013-2016)
Expected 57% increase in pensionable age by 2026
8% of the total population are aged over 75 years
(2017)
46% of the health and social care workforce are aged
over 50 years old (2018)
14% of children in Aberdeenshire live in poverty after
housing costs (2018)
180 adult protection referrals in Aberdeenshire (20172018)
The Partnership provides 11 community hospitals, 8
care homes, 6 very sheltered housing complexes and
35 GP Practices. (2019)

Reshaping care

Engagement

Tackling Inequalities and Public
Protection

Effective use of Resources

2018/2019 budget for the partnership is £320.7m
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What you told us is important
People are empowered to self-manage and self-care
More support for carers

Priority

Prevention & Early Intervention

Roll out of digital health options to support remote and
rural locations
Multi-disciplinary teams working together to provide
person centred care

Reshaping Care

It can be a struggle to get a GP appointment
People need to know what is available in their local
community
Care staff should be respected and valued

Engagement

The role of the Partnership is not understood
Transport can be a barrier to accessing services,
particularly for people living in rural locations

Tackling Inequalities and Public
Protection

We need to focus resources to support people before
their needs escalate
We need to ensure there are enough resources for all
whilst ensuring those most in need are supported.
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Prevention and Early Intervention
Given the significant and rising costs associated with ill-health and the delivery of health and social care
services, there is both a public and economic benefit in improving health in Aberdeenshire. One way to
achieve this is placing a strong emphasis on prevention and early intervention. Communities and the local
environment play an important role in promoting good health and providing opportunities to be active, to be
involved and to connect with others.
By working towards achieving better outcomes for people, the Partnership will focus on prevention and
early intervention through its local ‘condition specific’ strategies and plans, and in line with national plans,
examples include:
• The Primary Care Improvement Plan (PCIP) – this provides a framework through which we will
address the operational challenges linked to the demands on GP’s and support new models of care
fit for the future.
• Aberdeenshire’s Health Improvement Delivery Plan (HIDP) – focuses on seven priorities which will
improve the health of the population, reduce health inequalities and move service provision towards
prevention and early intervention.

Where we are now

40% of our disease
burden in Scotland is
associated with 5 key health
and lifestyle behaviours:
smoking, alcohol, diet,
weight and low physical
activity

93% of adults confirmed
they are able to look after
their health very well or
quite well (2018)

of affordable new
build homes will be
suitable for people with
‘particular need’ each year

924 care packages in
Aberdeenshire were
active for people living
with Dementia who were
eligible for support
services 2018

People need to be
better educated in
order to make the
right choices about
their own health.

We need to be able
to access support
and services before
something becomes
more serious.

Greater and easier
access to GP’s and
general health care
is important.

15%

You told us

Be good to see
promotion and help
for people of all
ages to access
fitness programmes.

What outcomes will we achieve
Through the redesign of how we deliver primary care we will seek to ensure that people get the right
advice and support to maintain their independence and minimise the occasions when they need to engage
with services. We want to avoid, where possible, people waiting until a point of crisis in their life before
they seek support. Our strengthened focus on prevention and early intervention will promote good, positive
physical and mental health and wellbeing for all people across all ages and client groups.
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How will we achieve these outcomes?
The table below identifies the key areas of work which will help us to achieve the outcomes for Prevention
and Early Intervention.
Enabler

Area of activity

Outcome

Primary Care provision

The Primary Care Improvement Plan
(PCIP) will shape how we deliver
the new 2018 GMS contract. It aims
to improve services for patients
by ensuring that the workload for
GPs and other professionals is
manageable and delivering high
quality care.
Focus is on 6 priority areas:
• Vaccination Transformation
Programme
• Pharmacotherapy Services
• Community Treatment and Care
Services
• Urgent Care
• Additional Professional Roles
• Community Link Workers

A flexible skilled workforce which
maximises the contribution of all
members of the primary care multidisciplinary team.

The ambition of the Health
Improvement Delivery Plan (HIDP)
is that local people are able to look
after and improve their own health
and wellbeing and live in good health
for longer, it will achieve this by
delivering seven priorities:
• ensuring every child has a good
start in life
• encouraging healthy weight, diet
and activity
• reducing smoking
• encouraging low risk alcohol
consumption
• improving mental health and
wellbeing
• minimising the impact of poverty
and inequality
• making health improvement
everyone’s business

Reduce avoidable hospital
admissions through supporting
people to improve lifestyle and
address health inequalities for
those living in the most deprived
communities.
Improved health across the
population through partnership
working to progress deliver of HIDP
priorities.
Reduce public spending pressures
by reducing the length of time people
spend in ill health and by reducing
demands for services.

Health Improvements
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Sustainable provision of high quality
care.
GPs realising their future role as
Expert Medical Generalists focusing
on complex care and providing
clinical leadership.
Individuals will be empowered to selfcare/self-manage.
Reduced inequalities in health by
working with local communities
to ensure services are based on
identified needs.
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Enabler

Area of activity

Outcome

Dementia whole system
approach

A Dementia Strategy will be
developed through engagement with
people living with Dementia, carers,
commissioned services and relevant
staff.
This will consider how and where
support is delivered to best meet
need.

More people will have an increased
say and control over their Dementia
diagnosis.
Increased number of people with
earlier access to good quality,
person-centred post-diagnostic
support.
More people with Dementia are
enabled to live well and safely at
home or in a homely setting for as
long as they and their family wish.
Increased number of people get
timely access to good quality
palliative and end of life care.
Input from family carers will be
encouraged and facilitated, and
carers’ own needs recognised and
addressed.
People with Dementia will have the
right to good quality, dignified, safe
and therapeutic treatment across all
care settings.

Independent Living

Work to meet both the National
Housing Outcomes and the Local
Housing Strategy Priorities focus
on the development of homes that
meet people’s needs and support
independent living.
Through a range of supported
accommodation options to the
availability of home adaptations those
with a particular need will have the
right to the practical assistance and
support required to participate in
society and to live an ordinary life.

Enabling people with an identified
particular need to have access to
appropriate affordable housing and
support to allow them to sustain
and improve their health to live as
independently as possible.
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Reshaping care
Reshaping care is about how we deliver services in a way which contributes to the delivery of the Scottish
Government’s “Reshaping Care for Older People; A Programme for Change”. This strategy sets the
direction in developing support for older people which is fit for the future.
The focus of this priority is centred around a number of key services
• Mainstream Homecare
• Technology enabled care
• Virtual community ward
• Rehabilitation and enablement
• Homely setting (accommodation with support)

Where we are now

5,128 people in
Aberdeenshire supported
by the responder service
enabling them to stay at
home (2018 – 2019)

907 new users of

telecare in Aberdeenshire
(2018 – 2019)

421 hospital admissions
across Aberdeenshire
avoided due to the
operation of the Virtual
Community Ward
(2018 – 2019)

9.8% average
percentage of referrals in
Aberdeenshire going
down the rehabilitation
and enablement pathway
(2018 – 2019)

You told us

Need appropriate
planning and care in
place for people to
be discharged from
hospital.

We need access to
the right service, at
the right time, in the
environment we
have chosen.

Getting care can
feel like a fight.
Those who shout
the loudest get what
they need.

I would welcome
being able to have a
consultation online
or a phone call
instead of having to
go and see the Dr

What outcomes will we achieve
We have made great progress to date and over the life of this next strategic plan the Partnership will
continue to explore how we deliver services in a way which supports people to be as independent as
possible whilst remaining either at home or in a homely setting for as long as possible. We understand the
unique challenges of an ageing population and recognise the importance of the way we need to adapt and
change how we deliver services now in order to make them sustainable for the future.
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How will we achieve these outcomes?
The table below identifies the key areas of work which will help us to achieve the outcomes of re-shaping
care.
Enabler

Areas of activity

Outcome

Mainstream Homecare

We will focus the internal home
care service on 4 key themes
1. Enablement – 6 week intensive
intervention
2. Rapid Response - providing
a 24 hour responder service for
planned and unplanned need
3. Complex cases, end of life and
palliative care
4. Hard to reach, remote and
rural areas

Focusing the internal homecare
service on these key areas
should help to ensure care
is available when required in
order to prevent unnecessary
admissions to hospital and
support people to return home.

Technology enabled care

We are in the process of
implementing a number of digital
initiatives;
• Home and Mobile Health
Monitoring (HMHM)
• Video Consulting
• Telecare

Increased use of digital
technology will enable people
to access specialist support and
advice without the need to travel,
making health and social care
services more accessible to all.
HMHM will support people to take
control by monitoring existing
health conditions and may
reduce the need for primary and
secondary care interventions.

Virtual Community Ward (VCW)

The VCW continues to make
use of multi-disciplinary teams to
work together to make the best
use of local resources to support
people to remain at home. The
model is currently in place in
28 of Aberdeenshire’s 35 GP
practices.

Increased use of the VCW will
reduce the number of avoidable
admissions to hospital and
encourage services to work
more closely together to tailor
packages of care that are centred
around the unique needs of an
individual.

Rehabilitation and enablement

The objective is for all new
referrals to care management
to be directed first through the
rehabilitation and enablement
pathway.

The rehabilitation and
enablement pathway will support
people to recover and regain
their abilities following a period
of illness, injury or increase
in frailty. This will help people
to stay at home longer with
increased independence and less
requirement for care at home
support.

Rationalising our own provision
will then provide opportunities for
private providers to grow which
should improve availability and
choice of care at home for people
living in our communities.
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Enabler

Areas of activity

Outcome

Homely setting

Aberdeenshire offers a number
of accommodation options for
people who have particular
housing needs because of a longterm condition or frailty. Work is in
progress to evaluate our current
model of support with the aim
of achieving the most efficient
model, with the appropriate mix
of options, for our population.
This work will be carried out in
partnership with Aberdeenshire
Council’s Housing Service and
the Third Sector

This joint up approach will
ensure we have a variety of
accommodation options and
supports available which enable
people to have choice over how
their needs are met. This will
include;
• accessible homes to rent
• assistance to adapt the home
environment
• provision of housing with
appropriate levels of support

In addition to these programmes of work, a number of additional projects have been established which aim
to:
• prevent delayed discharge
• improve integrated working for our multidisciplinary core teams
• develop management systems to support integrated working
• extend the application of a “risk assessed care” approach to moving and handling support
These projects will further enhance our ability to provide the right service at the right time to prevent
admission, facilitate discharge and ensure equitable access to care when it is needed.
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Engagement
Sustainable change requires effective communication and involvement with the people who live and work
in Aberdeenshire. By engaging and listening to communities, staff and partners we can find out what
matters to them and work together to design and deliver services. When services are shaped by listening
to and involving people in the process it has been found to result in improved outcomes.

Where we are now

84% of Aberdeenshire

staff reported that they
understood how their role
contributes to the goals of
the organisation

The Partnership has a
legal responsibility to
involve people in the
future delivery of services

3,710

completed ‘Public
View Questionnaires’ as
part of the initial
Aberdeenshire Minor
Injury Unit review

270+ people in

Aberdeenshire
participated in public
events providing their
views on mental health
services

You told us

People need to be
more informed
about the function
and structure of the
partnership.

Engagement via
social media and
online platforms has
improved over the
last 3 years.

Happy to engage,
but would like
feedback about
what is happening
and what is not, and
why.

Actually listen to us,
the users, and act
on what we say.

What outcomes will we achieve
Through delivering this priority the Partnership will strengthen its relationships with the public, service users
and the wider community to actively involve people in all aspects of health and social care service planning
and delivery as well as decisions about their own health and care.
We will:
• Build on existing, long-standing relationships, partnerships and local networks, as well as inspiring
new participation.
• Develop ongoing and sustained dialogue with key stakeholders.
• Learn from practice and develop and refine our approaches.
This way of working encourages real partnerships which mean listening to what people say they need and
what would make a difference.
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How will we achieve these outcomes?
The table below identifies the key areas of work which will help us to achieve the outcomes under our
engagement priority.
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Enabler

Area of activity

Outcome

Improvements to
Participation and
Engagement

Work began with partners on the development
of a Participation and Engagement strategy in
2019. The engagement activities carried out for
the Partnership’s strategic plan provided valuable
information which will inform the strategy.
The strategy will be published in 2020 and
provides a framework for how the Partnership
involves people in the design and delivery of
services.

The strategy will support and embed
a culture of ongoing engagement
which ensures service planning,
decision-making and delivery are
informed and shaped by involvement
of the people who access our
services, our staff, local communities
and partners.
The strategy will lead to a consistent
and inclusive approach to
involvement at all levels.

Workforce planning

A robust workforce planning cycle based on
national guidance and utilising ‘six steps’
workforce planning tool is in place.
Using the tool establishes a systematic
approach, ensures closer integration between all
staff providing care, and identifies education and
training requirements.
The plan will consider not just the health and
social care partnership but be extended to
consider the Third Sector.

Good workforce planning will
ensure a fully trained and respected
workforce who feel involved and
confident in their abilities to do their
job.
Workforce planning decisions taken
will be sustainable and realistic.

Support
Third Sector
organisations to
increase community
capacity

The Third Sector is a valued and equal partner
within the Partnership, and this relationship can
be further strengthened and joint resources
maximised to ensure we provide the services
and support people want and need.
Improvements required:
• Raise awareness of the range of Third Sector
organisations, the services they can provide
and how these services can be accessed by the
public.
• Develop a long term and sustainable method of
communication and engagement with the Third
Sector linking with locality planning.
* Develop consistent and appropriate
representation from Third Sector in strategic
planning and commissioning.

A strong and sustainable
relationship between Third Sector
and Partnership staff.
The added value of the Third Sector
knowledge, skills and experience
recognised by all partners.
Service design, and commissioning
and delivery of services to be
influenced and informed by the
Third Sector.
The Third Sector will be fully
involved in service planning.

Locality Planning

The Plans place a strong emphasis on
empowering local communities in identifying
and driving forward local priorities based on
local need. The plans were developed with
the involvement of partners and stakeholders
and inform local service delivery and decisionmaking.

Empowered and involved
communities.
Delivery of services locally shaped
by the people living within the
community.
Raised awareness of the services
delivered.
Local priorities are being addressed
and meet the needs of the locality.
Stronger and more collaborative
partnership working
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Effective use of Resources
As we plan for our future, we need to make difficult decisions about where to invest and where to reduce
or withdraw spending whilst always focusing on person centred care. We need to understand how we can
manage the resources we have and what we will need in the future to meet the increasing demand for
health and social care services.
The developments below will shape how we use the resources available to us over the next 5 years and
into the future;
• Investment in mental health support
• Supported accommodation review
• Support for unpaid carers
• Changes to day care provision

Where we are now

1 in 6 people in

Scotland will experience
a mental health problem
at some point in their life
(2019)

6% increase in the

number of people in
Aberdeenshire with a
learning disability in the
next 10 years

£5,693,118

£139bn saved across
the UK through unpaid
carers (2015)

Aberdeenshire
Partnership’s annual
spend on mental health
out of area placements
(2018 – 2019)

Need increased
investment in
mental health
services.

Focusing on
prevention now will
make savings in the
long term.

You told us

Money needs to be
spent on service
delivery.

We need more
effective coping
strategies such as
carer support and
respite.

What outcomes will we achieve
Effective use of resources will ultimately ensure that we use the resources we have in the right way to
ensure people receive the support they need at the right time and in the right place to meet their individual
needs. With ever reducing budgets and increased demand for services we need to make some difficult
decisions about our priorities and ensure that we can continue to care for the most vulnerable people in our
society.
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How will we achieve these outcomes?
The table below identifies the key areas of work which will help us to achieve the outcomes of effective use of resources.
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Enabler

Area of Activity

Outcome

Investment in mental
health support

Through Action 15 (National Mental Health
Strategy Action 15) the Scottish Government
is providing additional funding to increase
the number of mental health workers across
Scotland. In Aberdeenshire this will include;
* Increased opportunities to engage with staff
who can provide low level and preventative
metal health support
* Professional support available for people out
of hours and in times of crisis
* Improved availability of peer support

Using the funding from Scottish
Government the Partnership will improve
availability of preventative, ongoing and
crisis support for people with mental
health conditions.
This additional support will improve
wellbeing and may help reduce the
associated negative outcomes of poor
mental health. This may help prevent
some instances of problem alcohol
or other drug use, suicide, and the
manifestation of some physical health
conditions.

Supported
accommodation review

We are reviewing our accommodation with
support for people with learning disabilities
and other additional needs. This includes
looking at capacity to analyse supply against
demand and the models of care that are
offered within these premises.

The purpose of these reviews is
to identify what models and types
of support we need to meet the
accommodation needs of our local
population.
Having to move out of area to find
accommodation that meets their needs
can be disruptive and isolating for
people and can also be very expensive.
Therefore, the Partnership will explore
what can be done to meet any gaps in
provision and enable more people to
stay within Aberdeenshire.

Support for unpaid
carers

Unpaid carers have a hugely important role
in our society. The care they provide can help
people to remain at home and reduce their
need for health and social care services.
All carers are offered an Adult Carer Support
Plan or a Young Carers Statement. These
assessments identify the impact of someone’s
caring role. This may then identify areas
where support for the carer would help that
person to continue in their caring role.

Support for carers has a positive impact
on the health and wellbeing of the carer
as well as that of the people they care for.
If we support unpaid carers to continue
to care this will help to manage the
demand for health and social care
services. This means the resources
we have can enable more people to be
supported.

Changes to day care
provision

The IDEA project looked at providing day
services in a different way for people with
learning disabilities and other additional
support needs. The focus was to make use
of community resources and identifying
opportunities for people to be part of and
contribute to their local communities rather
than use of traditional building based day care
services.
IDEA has been working well in Central
Aberdeenshire and over the next 5 years
this will be rolled out in North and South
Aberdeenshire.

The IDEA project has two main
outcomes. The first is that people
using the service are more connected
with their community and have more
choice of activities to get involved in.
Financially the reduction in the use
of building’s based services has cost
savings for the Partnership.
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Tackling Inequalities and Public Protection
Health inequality is when a person’s ability to live a longer, healthier life is limited by circumstances largely
beyond their control. People from minority communities or with protected characteristics (including religion,
belief, race or disability) in particular may experience health inequalities due to their inability to access
services.
There is a commitment from the Partnership to ensure everyone in Aberdeenshire is safe and protected
from harm. Public Protection includes but is not limited to;
• Protecting vulnerable adults from abuse or neglect
• Response to domestic violence
• Community Justice
• Support for children at risk of harm
The Partnership will tackle health inequalities and public protection through;
• Protecting adults & ensuring equality for people with mental health problems
• Improving access to social care provision at HMP Grampian
• Delivering equitable health and social care provision for people in the criminal justice system
• Support for people at risk of becoming homeless

Where we are now

1,270 referrals to

Aberdeenshire’s
housing support service
from people
unintentionally
homeless
or ateducation
risk of
Provide
homelessness.
around healthy
(2016 – 2017)

eating, this is a
society wide issue.

£542,000 spent at

HMP Grampian on
agency
intimate/personal care
People(2018
want– to
feel
workers
2019)

reassured that they
are living in a safe
community.

You told us

People have preconceived ideas
towards prisoners.

People want to feel
reassured that they
are living in a safe
community.

120 adult protection

Health,
social
care,
referrals
across
Aberdeenshire
police, fire &(2017 –
2018)
ambulance
need to
work to together to
ensure vulnerable
people receive fast
care from the
correct person.

Low availability of
housing for people
being released from
prison.

3x higher death rates in
the UK of people in

Provide
support
and
contact
with the
criminal
education
to (2019)
justice system
community groups
on their role they
have to play in
public protection.

Health, social care,
police, fire &
ambulance need to
work to together to
ensure vulnerable
people receive fast
care from the
correct person.
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What outcomes will we achieve
Ensuring the people of Aberdeenshire are protected and have equitable access to health and social care
services and housing support will have a number of benefits;
• People feel safe in their communities
• Reduction in avoidable health conditions
• Reduction in offending and reoffending
• Reduction in homelessness
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How will we achieve these outcomes?
The table below identifies the key areas of work which will help us to achieve the outcomes for Tackling
Inequalities and Public Protection.
Enabler

Area of Activity

Outcome

Protecting
adults and
ensuring
equality for
people with
mental health
problems

A review of the Mental Health (Care and
Treatment) (Scotland ) Act 2003 will improve
the rights and protections of people with a
mental health problem and remove barriers to
those caring for their health and welfare.

In Aberdeenshire the Adult Support
and Protection Network will ensure the
recommendations from this review are
implemented.
This will result in fair and equitable
treatment for people with mental health
problems and in particular ensure that
mental health incapacity and adult
support and protection legislation
reflects people’s social, economic and
cultural rights.

Improving
access to social
care provision
at HMP
Grampian

The Partnership is exploring a test of change
to extend the integrated health and social care
team to include provision of holistic support to
prisoners who are held at HMP Grampian.
The team will more accurately assess prisoner
need and be able to meet the needs of
prisoners at pre-admission stage, during the
completion of their custodial sentence and
post-sentence/release into the community.

This approach will enable the
Partnership to better understand
the social care needs of our prison
population to inform future service
delivery.
The health and social care team will
provide continuity of care for prisoners
and ensure they have access to the
same health and social care services as
people living in the community.

Delivering
The Partnership needs to reduce the health
equitable health inequalities of people in contact with the
and social care criminal justice system through
provision for
• Improving access to health and social
people in the
care services
criminal justice
system
• Reducing stigma
• Supporting self-management

Support for
people at risk
of becoming
homeless

In line with the Local Housing Strategy
and the Rapid Rehousing Transition Plans
Aberdeenshire is part of a consortium which
will builds on the support offered by the
Housing First Scheme. There is a commitment
to provide 120 Housing First tenancies within
Aberdeen City and Aberdeenshire by March
2021.
These homes will benefit people who are
unintentionally homeless – many of whom are
disadvantaged due to a mental health problem
or drug or alcohol dependency.

People in the criminal justice system
tend to experience poorer health than
people not in the system.
By reducing stigma and breaking
barriers to accessing services we can
improve the health and wellbeing of
people in the criminal justice system.
This will reduce any avoidable
requirements on health and social care
services and reduce the occurrence of
avoidable health conditions.
A warm and accessible home is an
important factor in enabling people to
maintain their health and wellbeing.
This commitment will increase the
availability of housing for people who
may otherwise become homeless
avoid negate the poor health and
wellbeing outcomes associated with
homelessness.
This is a joint approach with Aberdeen
City, Aberdeen Cyrenians, Aberdeen
Foyer and Turning Point Scotland and
therefore there is the added benefit of
encouraging partnership working and
information sharing.
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Measuring Performance
We measure our performance on a regular basis to help us understand where we are doing well and
where we need to improve. This is one way in which we regularly monitor and review our services and is
an essential part of continuous improvement. Measuring performance help us to effectively manage our
services to ensure that we are providing the people of Aberdeenshire with high quality health and social
care.
Our strategic priorities are closely aligned with the nine National Health and Wellbeing Outcomes set
by the Scottish Government. These provide the framework for how we can improve the quality and
experience of services for individuals, families and carers, and what difference we can achieve through
delivering integrated health and social care services.

Performance Framework
Our performance framework is the way we measure, analyse and report progress. The framework includes
performance indicators that help us measure our progress towards the national health and wellbeing
outcomes and our local priorities.
During 2017/18 we began a review of our performance framework. The purpose of the review was to
ensure that performance reporting supports the Integrated Joint Board in decision-making, governance
and scrutiny, and informs local service planning and delivery. A significant amount of discussion has taken
place with staff across the partnership as part of the review, with the aim of supporting participation and
ownership in the process. We recognise that the review of our performance framework will be ongoing and
a developmental process, reflecting good practice and continued learning/improvement.

National Performance Indicators
The Scottish Government set 23 performance indicators that measure progress towards the nine national
health and wellbeing outcomes for adults (see appendix 2). In addition, the Ministerial Group for Health
and Community Care (MSG) developed a set of six indicators to monitor the effectiveness of health and
social care integration. They are:
• Unplanned admissions
• Unplanned bed days
• A&E attendances
• Last six months of life
• Balance of care

Local performance indicators
Our local performance indicators help us measure and understand how we are performing in key areas
across health and social care. Our local indicators have been given challenging targets to meet. Where
our performance against any targets falls outside target tolerances these are identified and improvement
actions agreed.

Performance reporting cycle
Our reporting cycle ensures that we regularly report our performance to a range of internal and external
stakeholders. It includes:
• Regular performance reporting at meetings of the Chief Executives of NHS Grampian and
Aberdeenshire Council with our Chief Officer.
• Quarterly reporting to our Senior Management Team and Integrated Joint Board
• Annual Performance Reporting for the Scottish Government.
• Performance monitoring at the appropriate programme board for our four programmes of work.
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The Partnership’s Financial Plan
The Partnership set out its objectives and priorities for the future delivery of integrated health and social
care services through the first strategic plan, commissioning plan and this second strategic plan. A key
driver is to respond to our changing demography. By 2035, it is forecast that the number of people aged
over 65 will have increased by 65%. The resulting increase in demand on health and social care services
is well known, placing an increasingly unsustainable pressure on resources and current models of service
delivery. Put in context, we expect a year on year increase in costs of at least 1.7%, or around £5million
per annum.
The financial plan is set out within a Medium Term Financial Strategy (MTFS) which in turn is a coherent
and integral part of the Partnership’s strategic plan. This is deliberate so that the financial resources are
not seen as separate to the plans and outcomes of the Partnership, but are recognised as resources to be
considered, prioritised and deployed to enable the delivery of the strategic plan.
At a strategic level, the five year planning horizon within the MTFS supports the expected twenty year view
which shows year on year increases as mentioned above and is depicted in the graph below:

Financial Scenarios for 20 years
(Not new pressures)

400
350
300
250
200

2018
Expected

2023
Flat Cash

2028
Reduce

2033
Increase

Whilst the financial expectation of the Partnership is not to receive an extra £5 million per year of
funding, it is equally unrealistic to expect £5 million to be removed from the budget each year without a
significant impact on service delivery. Therefore, the integration of health and social care services across
Aberdeenshire with NHS Grampian and Aberdeenshire Council as partners is critical as this partnership is
strong, mature and respectful of the demographic circumstances being faced and being forecast.
The Partnership is changing and is playing its part in mitigating rising costs within a rising population with
the Virtual Community Ward, Community Hospitals and the use of technology being three real examples of
this change in practice.
The 2019-20 budget agreed by the IJB at its meeting on 20 March 2019 is funded by contributions from
Aberdeenshire Council of £111.683 million and NHS Grampian £180.449 million. Within this funding
there is £2.097 million for transformational activity. On top of this there is £28.524 million for the set aside
budget.
The set aside budget is an amount of money allocated to all Partnerships to meet the cost of unscheduled
care or emergency admissions to large hospitals. Most of this budget relates to services provided to
Aberdeenshire residents at either Aberdeen Royal Infirmary or Royal Cornhill Hospital. Whilst the
Integrated Joint Board has planning responsibility for the use of this resource, operational budget still
remains with NHS Grampian.
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The IJB also receives funding during the year for a range of Scottish Government priorities. Significant
allocations are for schemes like the Primary Care Improvement Fund (which supports implementation of
the new national contract for GPs) and Action 15 Mental Health funding (which will increase the number of
community based mental health workers). Both of these schemes are crucial in developing ways in which
services are being redesigned and improved to meet demographic and workforce challenges.
An indication of how resources are committed is shown below:

Budget 2019 - 20

Primary Care
(inc prescribing) 26%

Community Care and
Health Services 58%

Set Aside 8%

Mental Health Services
5%
Management &
Support 3%
Change
Programme 1%
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Medium Term Financial Strategy
The Medium Term Financial Strategy aims to set out a forecast position for the lifetime of this strategy
and beyond to inform and enable the process of prioritising resource and delivering sustainable financial
balance. The MTFS will continue to be refined over the life of the Strategic Plan to reflect updated
Commissioning Plans and the aspiration to shift care and the associated resources away from residential
and hospital based care towards a greater focus on prevention, self-management and community based
care.
The approach will be driven by four operational themes:
1. Self- management- helping people to take responsibility for, and have control over their own health
and wellbeing
2. Realistic medicine – enabling more personalised, shared decision making with people about their
care and treatment, reducing potential harm and waste and focusing on the real value of any
healthcare intervention
3. Enablement – supporting people to regain and maintain independence, thereby improving their
confidence and helping them to achieve to the maximum of their abilities
4. Technology and digital innovation – supporting people to live more independently through new and
different approaches to the use of digital technology.

Helping people to take responsibility
for, and have control over, their own
health and wellbeing

Collective decision
making with patients
about their care and
treatment, focused
on the value and
appropriateness of any
intervention

Supporting people to
maintain independence
and achieve to the
maximum of their
abilities

Supporting people to live more
independently through new digital
technologies

The MTFS contributes to the context for this different environment and what needs to happen to support
and enable individuals, communities, staff and partners to move forwards. The MTFS supports the need
for change; allows the people of Aberdeenshire to understand what services they will have access to and,
as a result of this, what services they will require less of. This will evidence how, in a sustainable way, the
partnership will continue to deliver high quality, appropriate care within the resources available.
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Commissioning
To support this plan and provide the detail of how we will deliver on our priorities we will publish a
Commissioning Plan at regular intervals over the course of this strategic plan. This will set out the how the
Partnership considers the current and future needs of our population, and links investment to our priorities.
The commissioning plan considers the options available to the Partnership and plans the nature, range
and quality of future services required and works alongside the strategic plan to put these in place.
In order to develop the plan, we will work with people who use services, carers, providers and communities
to think innovatively about what services are needed for the future, how they should be provided and who
they should be provided by. This may mean a shift in resources to disinvestment in current provision to
reinvest in other areas.
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Appendices
Appendix 1 - Performance Indicators
Aberdeenshire HSCP Local Indicators
LO1

Percentage of clients receiving alcohol treatment within 3 weeks of referral

LO2

Percentage of clients receiving drug treatment within 3 weeks of referral

LO3

Smoking cessation in 40% most deprived areas after 12 weeks

LO4

Number of Alcohol Brief Interventions being delivered

LO5

Number of adult protection referrals

LO6

Percentage of unpaid work orders instructed within seven days

LO7

Rate of emergency occupied bed days per 1,000 population over 65s

LO8

Emergency Admission rate per 1,000 population over 65s

LO9

Number of people over 65 years admitted as an emergency in the previous 12 months per 1,000
population

LO10 Number of bed days occupied by delayed discharges per year
LO11 Number of delayed discharges
LO12 ED attendance rates per year per 1,000 population
LO13 Percentage of people seen within 4 hours within community hospital Minor Injury Units

Priority

Local Indicator

National Indicator

Prevention and Early Intervention

LO1, LO2, LO3 & LO4

NI-1, NI-8, N1-11 & NI-12

Reshaping Care

LO7, LO8 & LO9

NI-2, NI-3, NI-12, NI-13, NI14, NI-15, NI-16, NI-18,NI19, NI-20, NI-21, N1-22 &
NI-23

Engagement

NI-3, NI-4, NI-5, NI-6, NI-10,
NI-14, NI-15, NI-17, NI-19,
NI-22 & NI-23

Effective Use of Resources

LO10, LO11, LO12 & LO13

NI-4, NI-7,NI-12, NI-13, NI14, NI-15, NI-16, NI-19, NI20, NI-22 & NI-23

Tackling Inequalities and Public Protection

LO5 & LO6

NI-9, NI-11, NI-12, NI-13,
NI-15, NI-16 &NI-20
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Appendix 2 - Data sources and links to useful documents
Data sources used for the facts in this strategic plan
Working and pensionable age predictions from population estimates from Scottish Health Survey October
2017 (2013-2016 results)
Information on Long Term conditions from National Records of Scotland Census 2011
Population age statistics from the National Records of Scotland Population Estimates (Mid year 2017)
Rural population information from National Records of Scotland Datazone populations (Mid year 2016)
Mortality data from Scottish Public Health Observatory Profiles
Workforce data from NHS Grampian Workforce Team SWISS Repository & ISD vacancy returns from
services
MIU and VCW data from NHS Grampian Health Intelligence quarterly returns
Community hospital data from Grampian Health Intelligence (2016/17 & 2017/18)
Obesity and Activity figures from Scottish Health Survey local results (2014-2015)
Lifestyles in Aberdeenshire (Scottish Health survey 2013 – 2016)
Aberdeenshire Health and Social Care Partnership workforce plan (2018)

National Sources
(to be added)

Local Sources
(to be added)
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REPORT TO ABERDEENSHIRE INTEGRATION JOINT BOARD – 28th AUGUST
2019
DRAFT ABERDEENSHIRE LEARNING DISABILITY STRATEGY 2019-2023

1

Recommendation
It is recommended that the Integration Joint Board (IJB):1.1 Approve the Draft of the Aberdeenshire Learning Disability Strategy
(Be All You Can Be) 2019-2023 for public consultation; and
1.2 To note and acknowledge the high level of engagement with people
with learning disabilities in Aberdeenshire.

2
2.1

Risk
IJB 1 - Sufficiency of resources. The strategic focus is on ensuring that
people with learning disabilities feel well, included, valued and supported and
that people are supported to maintain and improve their own health and
wellbeing.

2.2

IJB 2 - Health and Social Care policy. The strategy has strong links with both
national and local priorities, taking account of current and future strategic
direction.

2.3

IJB 6 - Public communication and engagement. A wide range of
organisations, groups and individuals have been involved in the development
of the strategy, ensuring effective public communication and engagement.

2.4

IJB 8 – Working with partner organisations. The strategy has been developed
in partnership with a range of stakeholders, including third sector
organisations.

2.5

IJB 10 – Service standards. The development of a performance management
framework will ensure that services are delivered to required standards.

3

Background

Development of the strategy commenced in October 2018, with Aberdeenshire’s
Learning Disability Strategic Outcomes group providing oversight. Service
user engagement was identified as an integral part of the development
process and informed the shaping of the strategic direction.
3.2

A project team consisting of colleagues from Aberdeenshire Health and Social
Care Partnership (AHSCP) and third sector partners was tasked with
developing an engagement approach.
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3.3

The aims of the engagement process were to:
•
•
•

Identify the priorities of people with learning disabilities.
Find out what resources exist to support people with learning
disabilities.
Provide an opportunity for ongoing public engagement and
involvement.

3.4

Engagement sessions took place across Aberdeenshire in October,
November and December 2018, to seek people’s views on current learning
disability support and services.

3.5

The public events were complemented by a number of focussed sessions with
a wide range of internal and external committees, teams, organisations and
groups including:
•
•
•
•
•
•

Aberdeenshire IJB.
Aberdeenshire Area Committees.
Third Sector organisations
Established Groups; Day Services, Service User Forums etc
2 Self advocacy groups.
AHSCP teams.

3.6

The format of the engagement was developed with support from speech and
language therapy. Various communication tools were used to help facilitate
conversations and help people feel more comfortable – for example, there
were cards people could point at that say “slow down” or “please repeat”. A
session was piloted and it became evident that what worked best was a
relaxed conversation. There was also an online survey available to complete.
Altogether, almost 250 people participated in the engagement process.

3.7

The local strategy is closely linked to the strategic outcomes identified in
Scotland’s Learning Disability Strategy ‘The Keys to Life’ 2013-2023:
•
•
•
•

3.8

A Healthy life.
Active Citizenship.
Choice and Control.
Independence.

The strategy fully supports the work being undertaken by each of the
H&SCP’s Programme Boards.

3.9 A number of other local strategies have close links, including the Mental
Health & Wellbeing Strategy and Aberdeenshire’s Sport and Physical Activity
and Culture Strategies.
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3.10 Based on the engagement events, as well as national and local priorities, the
following strategic priorities have been identified:
1. People with learning disabilities will feel well, both in terms of having
the highest attainable standard of physical health while also
maintaining good mental health.
2. People with learning disabilities will feel involved, in terms of being
fully participating members of their community through accessing local
resources, contributing to the workforce and engaging in social
activities.
3. People with learning disabilities will feel valued – by ensuring that each
person is treated fairly and respectfully in every aspect of their life.
4. People with learning disabilities will feel supported, in terms of having
accommodation that suits their needs, having choice and control over
their own lives and ensuring the care they receive is of the highest
quality.
3.11 Each priority will be linked to an action plan. A performance management
framework will be developed to ensure we are able to monitor, review and
report on progress.
3.12 We will use existing indicators where possible to measure performance and
establish new ones where there are gaps. Many indicators will be new, so
year one will be focussed on establishing a performance management
framework and setting a baseline position.
3.13 A fully accessible ‘easy read’ version of the Strategy will be available to be
used for public consultation with our learning disability community.
3.14 Proposed timeline for next steps (TBC):
• Public consultation – To be completed October 2019
• Action planning, resource allocation (including funding) and performance
management framework development – To be completed end of December
2019
• Strategy launch – It is anticipated that the strategy will be launched
December 2019
4. Monitoring
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The Chief Officer, along with the Chief Finance Officer and the Legal Monitoring
Officer within Business Services of the Council have been
consulted in the
preparation of this report.
5

Equalities, Staffing and Financial Implications

5.1

An equality impact assessment is currently being undertaken and will be
available when the final version of the strategy is submitted to IJB for
approval.

Mark Simpson
Partnership Manager (North)
Aberdeenshire Health and Social Care Partnership
Report prepared by Matt Carle, Strategic Development Officer
July 2019
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APPENDIX

The Big Plan - Learning Disability
Strategy
Be all you can be
2019 - 2023
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Aberdeenshire is home to lots of
people with learning disabilities.

A Learning disability is a lifelong
condition that affects people’s
development.

People with learning disabilities may
need help to:
• Understand Information
• Learn skills
• Cope independently.

We want to make life better for
people with learning disabilities in
Aberdeenshire.
2
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We want Aberdeenshire to be a
happier, healthier place for people
with learning disabilities.

In Scotland, there is a national
strategy for people with learning
disabilities.
A strategy is a plan of work.

The national strategy is called the
‘Keys to Life’.

We have developed a local strategy
for people with learning disabilities.
Our strategy is called The Big Plan.

3
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We have asked lots of people what
they think should be in our big plan.

These are the 4 important things in
our big plan:

• Feeling Well
• Feeling Involved
• Feeling Valued
• Feeling Supported

4
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Feeling Well

We want people with learning
disabilities to be well and healthy.

We want people with learning
disabilities to have good mental
health.

We want to help people with learning
disabilities to get the treatment they
need in health services.

5
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Feeling Involved

We want people with learning
disabilities to be involved in local
groups and activities.

We want people with learning
disabilities to be involved with the
local workforce.

We want people with learning
disabilities to have friendships and
relationships.

6
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Feeling Valued

We want people with learning
disabilities to be treated with dignity
and respect.

We want people with learning
disabilities to have a say about
things that affect their life.

We will make sure we have a range
of ways for people with learning
disabilities to make their voice
heard.

7
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Feeling Supported

We want people with learning
disabilities to live where they want
and feel safe.

We want people with learning
disabilities to have the right support.

We want the carers of people with
learning disabilities to feel supported.

8

Item: 11
Page: 206

More information on our big plan
Across our learning disability services, we want to encourage, motivate and support people with
learning disabilities to ‘be all they can be’. This is a philosophy that is embedded into the heart of
this plan, to ensure that the personal outcomes of all people with learning disabilities living in
Aberdeenshire are realised.

In 2013 the Scottish Government published a national strategy aimed at improving the quality of
life of people with learning disabilities. Progress has certainly been made in the past five years and
we believe that Aberdeenshire is a great place for people with learning disabilities to live.
However, we recognise there is still a need to seek further improvements to the lives of people
with a learning disability and the development and implementation of a local strategy (the big
plan) will help to achieve this.

We must explore what barriers still exist for people and then work together to break these down
wherever possible. To do this, we have adopted a grassroots approach using a simple formula:
directly asking people with a learning disability to tell us what does and doesn’t work for them in
their daily lives. This information has been used as the basis for the commitments made within this
plan and shapes what we endeavor to do. Ultimately, we want Aberdeenshire to be a happier,
healthier and more inclusive place for people with learning disabilities.

It is estimated that around 40% of people with learning disabilities also suffer from poor mental
health, a much higher rate than the general population. We are therefore committed to ensuring
that this strategy maintains close links with the Partnership’s ‘Adult Mental Health & Wellbeing
Strategy 2019-2024’ and works together to achieve positive outcomes through the respective
action plans.

We acknowledge that we live in a time where demand is increasing and that the challenge is to
meet this demand with the resources available to us. Therefore, progress that we make must be
informed by this reality. However, in Aberdeenshire we are truly passionate about effecting
positive change and believe that this can be achieved by fully utilising existing resources, creative
thinking and working closer with our established multidisciplinary networks.

9
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Setting the scene

The Keys to Life:
The national strategy set by the
Scottish Government has four
strategic outcomes. These outcomes
relate to the United Nations
Convention on the Rights of People
with Disabilities.

Aberdeenshire HSCP has developed
four distinct programmes of work to
drive forward the operational service
change required to deliver models of
care fit for the future.

The 'be all you can be' strategic
themes have been shaped by these
overarching directives, with each
having a particular focus on a key
area, whilst encompassing a range of
diverse and inter-dependent issues.

The Keys to Life Strategic The Aberdeenshire
Outcomes
Work Programmes

A Healthy Life

HSCP

Enabling health and wellbeing

The ‘Be all you can be’
Strategic Themes

Feeling Well

Active Citizenship

Facilitating shared ownership
and engagement

Feeling Involved

Choice and Control

Safe, Effective and
Sustainable

Feeling Valued

Independence

Reshaping Care

Feeling Supported

10
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Engagement
Successful delivery of the big plan requires engagement with, and positive input from, a wide
range of partners, including people with learning disabilities, family carers, advocacy groups,
health and social care professionals and service providers.
Face-to-face engagement sessions were held with people with learning disabilities across all six
localities in Aberdeenshire at the end of 2018. The aim of each session was to hear and learn of
people’s experiences first hand and ascertain views on various topics. These sessions
were hosted through a variety of established groups, including day services, supported work
placements, social clubs and service user forums. Over 120 adults with learning disabilities
participated in these sessions.
Additionally, more feedback was received through an online survey which was available for
anyone with a vested interest to complete, and by the closing date it had collected 129 responses.

What is important to you?

Having holidays

Family

The staff who
support me

Being rich

Spending time on
my own

Having time to
speak to staff who
support me

Friends

Sleeping

Getting married
Keeping healthy

Me – I am
important

Seeing friends

Getting out in the
community

Public facilities
when I am out
11
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Feeling Well – A wee bit more

Feeling Well

In Aberdeenshire, we want people with learning disabilities to feel well – both in terms of having
the highest attainable standard of physical health and maintaining good mental health.

What people with learning disabilities told us:
Accessing health services can be a frightening experience

•

“Waiting rooms are really scary

for some people. In general, there is a fear of having to go

and we have to wait a long time

to appointments at the GP surgery or the dentist. Helpful

for appointments”

attributes of health staff were having flexibility around

•

“I hate when the doctors are

appointments, calm demeanours and being

running late – it can get really

knowledgeable around learning disabilities.

stressful when I have to wait. I
would rather get a phone
consultation”

Some people spoke about feeling undervalued because
some medical staff would speak to their carer or family

•

he speaks to my carer.”

member, rather than them. One person had been
prescribed antibiotics for a chest infection without a

•

physical examination. Some people said that they do not
always understand what the doctor has said to them.

“The GP never speaks to me,
“The learning disability nurse is
a great service”

•

“I have to take medication daily

Others explained that they have little knowledge

but nobody tells me what it is

surrounding the medication they take or some of the

for”

treatment they are prescribed. One person explained that

•

“When I was in hospital a care

she did not know what phototherapy was until she arrived

manager came to speak to me,

at her first hospital appointment for this treatment.

but then I never saw them
again”

12
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There were many people who spoke about having a

•

“I like my Doctor, he

negative hospital experience. One person said that he

understands me!”

found the hospitals very scary, especially in comparison to •

“I find my visits from the

the friendly environment of the children’s hospital. The

physiotherapist quite confusing

role of the learning disability liaison nurse based at

– they never give me much

Aberdeen Royal Infirmary was referenced by several

information”

people as a valuable and helpful resource. It was however
highlighted that this specialist support is not available in
the evenings or at the weekend. It was also suggested
that there should be more education on learning
disabilities needs for mainstream hospital staff.

What we are going to do:
In Aberdeenshire, we want to ensure that accessing health services is a helpful and supportive
experience. We want to improve the support given to people with learning disabilities in primary
care settings to promote a positive experience. Furthermore, we wish to focus on supporting
people to prepare for health appointments or hospital visits so they can better understand what to
expect and help alleviate some anxieties. We want to make sure people are treated respectfully
and fairly, where information around health conditions and required treatments are explained in a
manageable and accessible way. We would like to increase the number of home visits offered to
people in the community.

Feeling Well – Service Spotlight
Focusing on key areas such as: Communication, Care facilitation/Co-ordination, Clinical care
and Championing the needs of people with a learning disability, the Acute Learning Disability
Nurse Advisor is pivotal to ensuring positive outcomes and a person-centred approach to
care when people require to access services for outpatient and hospital admissions. The
ability to coordinate admissions and provide advice increases and supports equal
opportunities in accessing healthcare and addresses many of the health inequality agendas
that people with a learning disability often face.
Recognition of the importance and value of the role not only by colleagues but by families,
carers and people with a learning disability are highlighted with the following feedback:
‘I’ve spent quite a bit of time with the Acute Learning Disability Nurse Advisor the past few
days which I feel has been beneficial in supporting the current admission and ensuring a
person-centred approach to care: communication has been key’

13
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Strategic Outcomes:
We will ensure that people with learning disabilities in Aberdeenshire:
•

are well and healthy.

•

have good mental health.

•

have equal access to and treatment in health services.

14

Item: 11
Page: 212

Feeling Involved – A wee bit more

Feeling Involved

In Aberdeenshire, we want people with learning disabilities to feel involved – in terms of being fully
participating members in all aspects of their community through accessing local resources,
contributing to the workforce and engaging in social activities.

What people with learning disabilities told us:
The people of Aberdeenshire are very fond of the local

•

“I don’t go to church every

community that they are a part of. There are many local

Sunday because there isn’t

facilities that are well used, such as community centres,

always staff to support me.”

libraries and shops. At nearly every engagement session,

•

cocktails”

the consensus of the group was that there should be more
options for things to do in their area. A lot of towns host a

“I like nights out and I like

•

“I wish I could go to a party

social night aimed at people with learning disabilities, which

every weekend – like my

runs one night a week. For many, this was the only night

sister does”

they socialised in a week and this wasn’t enough. Most

•

“I have to plan to see my

people rely on the support of someone else to get out and

friends in advance with my

about. It was mentioned many times that some resources

support staff – I could

are still not accessible to those with physical disabilities.

never just say I will be

This can either be because of access to a property or

round in half an hour”

because toilet facilities are not fully accessible. It was also

•

expressed that it was difficult to make new friends or
relationships out with work placements or day services.

“I go to a social group in
Aboyne and I love it there”

•

“People like us get to
volunteer, but if it’s a paid
job it’s goodbye”

15
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Employment was a huge topic of conversation across most

•

“I feel like employers could

groups and it was universally agreed that obtaining

do more during interviews

employment was very difficult for people with learning

to make you feel better”

disabilities. This was based on several factors across the

•

“I spent nine years in a day

employment spectrum; from application forms being

centre but I have finally

complicated and confusing, to a stressful interview process

broken the barriers – I

with little allowances being made and where employment

wanted to embrace the

has been achieved, a lack of ‘on the job support’ leading to

change”

work placement breakdowns. It was highlighted that job

•

“I live in the middle of

centres are not valued by people with learning disabilities

nowhere and there is no

as many find the thought of going to one too daunting.

public transport”
•

“I have three different jobs

A lot of the issues highlighted under this theme, and indeed

during the week and I am

across the three others, link to issues surrounding

busy at the weekend – I

transport. With Aberdeenshire being geographically

like being busy”

widespread with many remote and rural settlements,
transport links are in some places non-existent. It was said
that it can often be easier to get into Aberdeen City than it
is to get to a neighbouring town. The general experience of
people with learning disabilities using buses is not positive
as buses regularly run late, break down often and operate
at limited times. These all pose problems for people with
disabilities, particularly those who are anxious. The best
option for most people were taxis, however these can be
extremely costly.

What we are going to do:
In Aberdeenshire we want to enable people with learning disabilities to enjoy the facilities and
activities that are available locally, in partnership with local groups and service providers. We will
continue to develop our existing assets and focus on the availability of community resources, not
only in terms of physical access but that public toilet facilities are more accessible. We want to
review how leisure activities are commissioned and look at more flexible ways of promoting social
connections.
16
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We recognise that an ambition for many people with learning disabilities in Aberdeenshire is to
gain employment. We will work closer with our local job centres and create better links with local
employers. Aberdeenshire Council and NHS Grampian have many employment opportunities and
we will look at how we can streamline our own employment process to make applying for
vacancies more appealing for everyone. This would hopefully in turn inspire other local employers
to follow suit. We will also look at how Aberdeenshire’s employability service works with people
with learning disabilities, as it was highlighted that there is a long wait for work compounded by a
lack of work placement.
We will continue with the principles of the IDEA project, whilst also responding on a locality basis
with services that meet the needs of our population. We will review attendance at our day service
buildings to ensure that where possible, people are integrated into their local communities.
Building based services will only be used by those who would benefit most from this style of
service.

Inspire...By Charity Shop & Workshop is Inspire’s flagship social enterprise model, based in
Huntly & Stonehaven, combining an employability-focussed daily support service for people
with learning disabilities and additional support needs, including autism, in Aberdeenshire, with
the fundraising potential of a charity shop.
The enterprise provides a unique opportunity for attendees – who are largely referred by the
local authority - to develop their skillset in the operation of a retail outlet, as well as gaining
further competencies. This skills development involves work-based activities such as the
collection of goods to sell, preparation of the goods for resale, pricing, cleaning, stock taking,
customer service and handling monetary transactions.
Providing person-centred support to those who attend, Inspire...By empowers life choices by
fostering employability skills, with the ultimate aim of further community integration.

Strategic Outcomes:
We will ensure that people with learning disabilities in Aberdeenshire:
•

participate fully in meaningful activities in their local community.

•

make valued contribution to the local workforce.

•

have friendships and relationships.

17
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Feeling Valued – A wee bit more

Feeling Valued

In Aberdeenshire, we want people with learning disabilities to feel valued – by ensuring that each
person is treated fairly and respectfully in every aspect of their life. We want to ensure that we
listen to individuals and make every effort to ensure everyone has a voice that is heard.

What people with learning disabilities told us:
The people of Aberdeenshire wish to be treated as equals by

•

“I would like to live on my

everyone they encounter. However, many people shared

own, but my family say I

experiences of not having the necessary support to fulfil their

am not allowed”

wishes. One person said that they would like to marry their

•

“I hate review meetings

girlfriend but felt that nobody would help him to make this

and would rather not have

happen. Another person explained that they had to go to

one, especially when

Edinburgh to be assessed on their ability to take driving

everything is okay”

lessons and were told they can have their lessons, but only in

•

“Everything is decided at

an automatic car. Unfortunately, there are no learning

meetings when you are

schools in the area with automatic cars.

not there and I just hate
that”

When discussing feeling important and being listened to,

•

“Independent advocacy is

many people felt that this was not always happening. One

really important in having

gentleman explained that his key worker where he lived was

my voice heard”

changed without consulting him; and even more upsetting for

•

him was that he found this out from his housemate.

“I am not good at making
decisions and rely on the
help of my family”

In terms of professional support, some people said that their
social worker has changed several times in a short period of

•

“I just don’t ever feel
listened to”
18
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time which is unhelpful. Difficulties communicating with

•

“My care manager made

professionals was mentioned on several occasions. Others

decisions about my life

said they didn’t know who their social worker was. Some

and didn’t listen to me”

people didn’t get regular review meetings to discuss their

•

“I have not had a seizure

care and support, whilst others said they didn’t like going to

for five years and would

review meetings. When unhappy, people tended to say they

like to spend time on my

felt confident speaking to a family member or support worker

own”

– who often can help them.

What we are going to do:
In Aberdeenshire, we will endeavour to ensure that people with learning disabilities feel they are
treated as equal citizens. We will ensure that every person knows the professionals that are
working with them and how they can be contacted. Any review meeting held should be a positive
and helpful experience for all involved and therefore we must look at how these are planned and
implemented with people. There are many tools that can be utilised to ensure those with
communication problems are empowered to give their views. We will therefore ensure core staff
are adequately trained and have access to a suite of resources. We will also explore how we
better document the efforts staff make to ensure people with learning disabilities’ views are sought
and how these views have been considered when making decisions about their life. The
engagement sessions to develop this plan have been well received and we will ensure that similar
sessions are completed each year of the big plan’s timeframe.
Feeling Valued – Service Spotlight
ARC Scotland facilitates two self-advocates groups for people with learning disabilities in
Aberdeenshire. The self-advocates group which covers North Aberdeenshire is called
‘Aberdeenshire Involvement Network’ and the newer group which covers Central and South
Aberdeenshire is known as ‘A’body Matters”
People with learning disabilities come together to meet every 2-3 months from across
Aberdeenshire. They represent their own views and the views of other groups and forums they
belong to. Aberdeenshire Involvement Network has played a key part in training staff on the
Keep Safe Scheme.
The groups have links with people within Aberdeenshire’s Health and Social Care Partnership
as well as with the Learning Disability Providers Forum.
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Strategic Outcomes:
We will ensure that people with learning disabilities in Aberdeenshire:
•

are equal citizens and are treated with dignity and respect.

•

make decisions about their own life.

•

will have a range of ways to make their voice heard

20
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Feeling Supported – A wee bit more

Feeling Supported

What people with learning disabilities told us:
In Aberdeenshire, we want people with learning disabilities to feel supported – in terms of having
accommodation that suits their needs, giving people choice and control over their own lives and
ensuring that the care they receive is of the highest quality.
Accommodation was a hot discussion point and yielded
many different response and opinions. The one clear

•

been waiting for a long time”

observation is that Aberdeenshire requires more
accommodation options for people with learning

“I want my own flat and have

•

“I want to move out, but my

disabilities to truly be able to pick where they lived. Some

mum and dad don’t want me

people expressed an interest in moving out of their family

to”

home but that there was nowhere available for them.

•

“I don’t want to live on my

Similarly, others explained that they currently lived with

own - I have never thought

their peers in a group setting and would prefer to live

about living on my own”

alone. However, a proportionate amount of people held

•

I visited St James’s Court in

the opinion that staying with another person would be

Inverurie and loved it there!

their preferred option and that they wouldn’t like to ever

Especially how close it is to

live alone. One person expressed that they couldn’t truly

the local community.

choose where they lived, as they had to wait for options to

•

not a disabled house”

become available. Being told they will have to wait a long
time to be able to move out of their parent’s house made
one person feel like a second-class citizen.

“I want a proper home and

•

“I don’t want placed with
older people”
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In terms of care and support, people with learning

•

“My community alarm is

disabilities want to be supported by people who are fun,

important to me, it makes me

friendly and dedicated to their role. It is extremely

feel safe”

important that support staff understand what a learning

•

“The support I get from my

disability is and how it can affect people. Support provided

PA is much better than the

should be flexible and not always so regimented – some

support I get from my

people would like more often if their carer could sit down

parents, it makes me feel

with them and have a relaxed conversation over a cup of

more independent”

coffee. Some people detailed having a conflicting opinion

•

“My support workers are

between what they want for themselves and what their

often late which is annoying

family carers think is best. People gave examples of not

– it takes two minutes to call

being able to explore certain options because their mum

me”

or dad didn’t agree it was right for them. However, more

•

commonly, it was very clear that people with learning
disabilities value their family very much and want to

“Care staff are nae to be too
nippit and strict!”

•

ensure that those around them are healthy and happy.

“Sometimes I just want
someone to sit and speak
with me”

•

“I want to make sure my
mum and dad are okay”

What we are going to do:
Aberdeenshire is committed to giving people with learning disabilities choice and control about
where they live, who they live with and the support they receive. People with learning disabilities
want to lead lives that are fully integrated into their communities. We will publish a Market Position
Statement that will identify the type, location and service style of accommodation that we require
to meet the needs of our population of adults with learning disabilities. This will enable us to plan
with service provider and housing agencies and other Aberdeenshire Council Services to meet
these requirements.

People with learning disabilities, unsurprisingly, state that they want to be supported by kind,
experienced and passionate care staff. To help achieve this, we will work with commissioned
services to ensure that staff have relevant training and feel confident in their knowledge and
abilities. We also recognise that those supporting people with learning disabilities must regulate
their own values, belief systems and experiences so as to not impact negatively on their
22
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judgement when supporting people, especially in relation to individuals making decisions or taking
risks. We must also try and ensure this same philosophy is promoted by health and social care
practitioners to informal carers.

We want to build on our existing use of digital technology that contribute to people with learning
disabilities feeling more reassured and independent within their homes, such as community
alarms. Improved access to services, supporting self-management, maximising independence and
reducing inequalities will be some of the principles underpinning our consideration of the digital
and technology enabled solutions we adopt.

We recognise the high level of support and commitment given by many informal carers in
Aberdeenshire to people with learning disabilities, which greatly helps not only to sustain care
packages but in fact, enhance them. With the recent implementation of the Carers (Scotland) Act
2016, we are aware that we need to support carers in a more effective way than before. Within the
learning disability community of Aberdeenshire, we are committed to improving the health and
wellbeing of unpaid carers by fulfilling the duties as laid out in the Act.

Feeling Supported – Service Spotlight
In 2015, St. James’s Court was opened in Inverurie. This 24-unit extra-care housing offers
adults with learning disabilities their own self-contained flat with access to communal facilities,
and a flexible staffing model that promotes independent living. Most tenants moved from five
small group home settings. This is proving an effective model of support that gives the
opportunity for people to have greater choice and become more independent.
A resident’s view from St James’s Court: “I was a wee bit scared at first about moving into my
own flat but now I like my flat because it is warm and comfortable, and I have my own space.
I am happier now as I can mix with my friends and join in activities when I want to or just sit
and do things like drawing or watching DVDs in my flat. I see my family every week and have
a meal together which is good.”

Strategic Outcomes:
We will ensure that people with learning disabilities in Aberdeenshire:
•

live where they want and feel safe.

•

receive support when needed from skilled support staff.

•

have carers who feel supported and have fulfilled lives.
23
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The Big Plan – What is next?
We need an action plan to decide what we
will do to make things better for people
with learning disabilities in Aberdeenshire.

We will call this action plan the big list.

We need everyone to help us with the big
list.

We will work together to make things
better over the next 4 years.

24
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If you require this document in another format, or if you
require further information or would like to make comment
on any aspect of this plan please contact:
Aberdeenshire Health and Social Care Partnership
integration@aberdeenshire.gov.uk
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REPORT TO ABERDEENSHIRE INTEGRATION JOINT BOARD – 28th
AUGUST 2019
UPDATE FROM THE ENABLING HEALTH AND WELLBEING PROGRAMME
BOARD
1

Recommendations
It is recommended that the Integration Joint Board (IJB):
1.1
1.2
1.3
1.4

Consider progress to date of the Enabling Health & Wellbeing
Programme Board;
Acknowledge progress towards meeting the associated strategic
priorities;
Acknowledge implementation of a number of projects are in the early
stages; and
Agree to receive future reports, including further analysis of
performance information.

2

Risk

2.1

IJB Risk 1: Sufficiency of Resources – There is a risk the resources available
to the Integration Joint Board (IJB) are not sufficient to meet the ongoing
health and wellbeing needs of the Aberdeenshire population.

2.2

IJB Risk 6 – Working effectively with partner organisations.

2.3

IJB Risk 4: Service Capacity/Business Transformation – The Enabling Health
and Wellbeing programme aims to develop services which are fit for the
future, both in terms of financial resources and available workforce. Without
this programme of work there is a risk resources will not be sufficient to meet
the increasing demand.

3

Background

3.1

The Enabling Health and wellbeing programme group was formed in 2019.
The strategic aim of the programme board is to achieve the best health and
wellbeing outcomes for the people of Aberdeenshire with a specific focus on
Early Intervention, Prevention and Primary care. These priorities are directly
linked to the existing and future Strategic plan for Aberdeenshire Health &
Social Care Partnership (H&SCP) as well as the Aberdeenshire HSCP
Medium term financial strategy. Realistic medicine is considered an ethos
underpinning all practice within the programme.1

3.2

The programme board brings together the leads for specific projects which are
working towards this overall aim in order to share knowledge and skills,
manage interdependencies and provide assurance of the progress and

1

https://www.nhsinform.scot/care-support-and-rights/nhs-services/using-the-nhs/realistic-medicine

1
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governance of these projects. The purpose of the programme board
approach will be to ensure that each project has a set of defined outcomes
(examples provided under each project) and that the progress towards these
outcomes is reviewed and monitored. Additional to this the aim is to develop
outcomes for the overall plan to which each project will play its part in
delivering.
The current projects are:

Diagram 1 – Projects currently underpinning the programme board

4

Anticipatory Care Planning (EH1)

4.1

Anticipatory Care Planning (ACP) is a person-centred, proactive, “thinking
ahead” approach. It is a dynamic record, developed over time through
evolving conversation, collaborative working, and shared decision-making.
An individual’s ACP is developed with them and their carers with input
from health and social care services. It sets out exactly what is to happen
in the event of a ‘crisis,’ in and out of hours.

4.2

It is estimated that 5-6% of the population have the complexity of need
where their care outcomes could potentially benefit from an ACP. It is
recognised that it is important that individuals should be identified or selfidentify to enable their wishes re future care are captured, identifying
resources within their families and friends, in addition to health and care
services to enable this.

4.3

There is increasing evidence that appropriate access to community
services and good anticipatory care, supported by the development of a
Key Information Summary (KIS) that contains the right information, can
reduce the risk of hospital admission by 30-50%.

2
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4.4

Work has been ongoing for several years to encourage the use of ACPs,
but this has been slow and the effectiveness of plans inconsistent. This
has led to difficulties for other services accessing the information out of
hours, as information is often incomplete, difficult to access, or out of date.

4.5

In June 2019, Cluster Leads for Formartine and Garioch were identified to
take part in a new piece of work aimed at refining the ACP process with
the use of KIS. This work is in its infancy at present, but the hope would
be to work alongside Moray and City where possible to create a universal
approach across Grampian. As part of this work, the group applied to join
Healthcare Improvement Scotland’s (ihub) Living and Dying Well with
Frailty Collaborative; groups will be advised on the 16th August 2019 if
they have been successful in their application.
The aim of the
collaborative is to improve earlier identification, anticipatory care planning,
and shared decision-making, and support a multidisciplinary approach so
that people living with frailty get the support they need, at the right time, at
the right place. It is recognised that the aims of the collaborative fits well
with our own priorities.
Example of outcomes –
•
•

Demonstrate an increase in the number of completed ACPs
and KIS.
Relaunch with reviewed process.

5

Health Improvement Delivery Plan (EH2)

5.1

The Health Improvement Delivery Plan for 2019-20 sets out actions for a
healthier Aberdeenshire. Our ambition is that local people are able to look
after and improve their own health and wellbeing and live in good health for
longer.

5.2

Aberdeenshire has the 5th highest life expectancy for men and 10th highest life
expectancy for women compared to all 32 local authorities in Scotland2.
Scotland’s overall health however is poor when considered in the UK and
European context. In addition to this, Scotland’s life expectancy has in recent
years shown signs of stalling. This is most acute in deprived areas. This acts
as a ‘warning light’ and indicates the public’s health is no longer improving. A
main cause for concern is that socio-economic factors play a bigger role in
how long you live than it did before.

5.3

People’s lifestyles affect their health and quality of life. People often choose
more than one unhealthy behaviour simultaneously. This matters because
co-occurrence makes a difference in terms of life expectancy and quality of
life. 3

2
3

https://www.nrscotland.gov.uk/files//statistics/life-expectancy-areas-in-scotland/15-17/life-expectancy-15-17-publication.pdf
https://www.kingsfund.org.uk/sites/default/files/2018-03/Tackling%20multiple%20unhealthy%20risk%20factors%20%20full%20report.pdf

3

Item: 12
Page: 226

5.4

71% of Scottish adults reported at least one unhealthy behaviour and 31%
had multiple unhealthy behaviours. People living in the most deprived areas
were twice as likely to have two or more unhealthy behaviours as those living
in the least deprived areas. Men and women who reported two or more
unhealthy behaviours were more likely to have a long-term condition.4

5.5

Some of the most common long-term conditions are preventable, their onset
delayed or progression slowed down through healthy lifestyle and selfmanagement. Treatment and care for people with long-term conditions is
estimated to take up around £7 in every £10 of total health and social care
expenditure.5

5.6

The Health Improvement delivery plan aims to tackle these issues by taking a
whole-system approach to improving health and wellbeing with a targeted
focus on;
•
•
•
•
•
•
•
•

ensuring every child has a good start in life
encouraging healthy weight, diet and activity
reducing smoking
reducing harm from drugs and alcohol
improving mental health and wellbeing
minimising the impact of poverty and inequality
making health improvement everyone’s business
Our communities are inclusive and support people to live well

|Example of outcomes –
•

Agreed discrete set of indicators to be developed against
the nationally agreed public health priorities.

6

Community Hospital (EH3)

6.1

The Community Hospitals project is newly established with the purpose of
developing a consistent strategy for community hospitals. This is required to
ensure a clear direction for the future model of Community hospitals. The
project and subsequent strategy will have a specific focus on:
•
•

4

5

Ensuring resources are utilised effectively and to their maximum
potential.
Providing appropriate governance and accountability for each of the
Community Hospitals.

https://www.gov.scot/publications/scottish-health-survey-2016-volume-1-main-report/pages/54/
https://www.gov.uk/government/publications/long-term-conditions-compendium-of-information-third-edition

4
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•
•
•

Ensuring appropriate budgets are in place for each Community
Hospital and that there is effective use of budgets.
Ensuring sustainability by modernising the GP contract for medical
input to the Community Hospitals.
Ensuring there are clear linkages between this project and other
projects that relate to Community Hospitals so that there is no
duplication of effort.

Examples of outcomes –
•

•

To ensure all Community Hospitals are delivering high quality, safe
and sustainable services that are fit for the future needs of our
residents of Aberdeenshire. For this to be achieved, a Community
Hospital strategy will need to be developed and implemented to
provide clear direction for all the Aberdeenshire Community
Hospitals.
To ensure there is appropriate governance and accountability for
each of Community Hospitals within Aberdeenshire that they are
achieving what is set out in the strategy.

•
7

Primary Care (EH4)

7.1

The primary care improvement plan for Aberdeenshire has been established
to implement Scotland’s new GP contract. This will move responsibility for
some services to the Health and Social Care Partnership and away from
Independent Contractors. The Scottish Government have negotiated and are
implementing the changes.

7.2

For years there has been increasing problems across Scotland with GP
recruitment and sustainability. Increasing numbers of General Practice
Independent Contractors and struggling to sustain services and the number of
Practices and whole-time equivalent GPs are falling. NHSG is responsible for
providing Primary Care services with the responsibility devolved to the
HSCP/IJB.

7.3

The six key workstreams that the HSCP must deliver on are:
1)
2)
3)
4)
5)
6)

7.4

Vaccination Service
Pharmacotherapy
Community Treatment Centres
Urgent Care
Additional Professionals
Link Workers

In some streams, the whole of a service should move to the HSCP
(vaccination, pharmacotherapy, community treatment, link workers) and in
others the HSCP is required to employ staff to support work (4 and 5). The
5
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GPs will continue to provide clinical leadership for the services. Short Life
working groups have been established for each workstream, with Clinical
Leads involved in each group.
7.5

The Aberdeenshire HSCP are now instructed to deliver the contract within a
three-year period, the first year being 2018/2019. Funding in support of the
contract sits with the HSCP to deliver the primary care improvement plan.
Example of outcomes•
•

Delivery of the outcomes of the Primary Care Improvement
Plan and deliver a more sustainable multi-disciplinary
Primary Care Service by developing the six workstreams.
Ensuring sustainable future services for patients where
Practices are identified using the Primary Care
sustainability tool.

8

Dementia (EH5)

8.1

In March 2019 the IJB considered a report on the delivery of Post-Diagnostic
support in Aberdeenshire and the development of the next Aberdeenshire
dementia strategy. These two elements have been incorporated as projects
within the programme board.

8.2

The development of a preferred pathway for dementia post-diagnostic support
in Aberdeenshire is underway. At present this support is delivered by mental
health nurses and link workers employed by Alzheimer Scotland on a grant
basis. The current grant agreement goes up to end of March 2020. An initial
stakeholder workshop took place in June and further workshops are planned.
The IJB will be updated further on this in Autumn 2019. The target for having
the pathway agreed and implemented is March 2020.

8.3

The engagement period for the development of the next Aberdeenshire
dementia strategy is currently in progress. Phase one of this engagement
was with people living with dementia and carers. A series of events and
engagement sessions have taken place with people living with dementia,
carers and some professionals using the ‘village storytelling’ model. These
have been well received and provided valuable insights. In addition, a survey
ran to 9th August. Analysis of this feedback is underway.

8.4

The second phase of engagement is with professionals from health and social
care and the third sector. This will involve several targeted workshops
incorporating the feedback from the initial events and survey as well as a visit
from Tommy Whitelaw, Dementia Campaigner.

8.5

The aim is to have the draft strategy available for consultation in winter 2019
with a view to this being completed March 2020.

6

Item: 12
Page: 229

Examples of outcomes•

Development of Aberdeenshire dementia strategy and
preferred pathway for dementia post-diagnostic support in
Aberdeenshire.

9

End of Life Care (EH6)

9.1

Moray IJB have recently led on the strategic review process for palliative and
end of life care on behalf of the three IJBs/Acute Sector. Grampian’s
approach has been to take a cross-system, whole pathway focus to maximise
opportunities and ensure best possible outcomes for the population now and
in the future whilst ensuring effective and efficient use of available resources.
This has taken the format of three workshops with wide engagement from
various stakeholders and teams involved in the delivery of palliative and end
of life care, the last of which was undertaken in at the start of July 2019.

9.2

The draft strategic plan is out for consultation until the 23rd September 2019,
with a final plan due by end of October 2019.6 It is envisaged that the
Grampian Strategic Plan will then guide the work of the partnership going
forward.

9.3

A review of the Marie Curie service is in the early stages following a workshop
held with relevant stakeholders, including representatives from Marie Curie, in
May 2019. At the workshop it was acknowledged that there is a need to
consider the wider out of hours service provision, including Aberdeenshire
Responders for Care at Home (ARCH) and GMEDS in order to understand
how a future service may look to meet the identified demand.
Examples of outcomes •
•
•

All relevant staff trained in palliative and end of life care.
More individuals being supported to die in their preferred
place of death.
Reduction in the number of avoidable hospital admissions.

10

Supported Self-Management for Long Term Conditions (EH7)

10.1

“Self-Management refers to a way of living and working that means people
living with long term conditions feel more in control of their own health and
wellbeing”.7 It is one of four key operational themes in the HSCP Medium

6

http://www.nhsgrampian.org/nhsgrampian/InvolvingYou.jsp;jsessionid=CFB0287A550527906D62B7D315802
28B?pContentID=10241&p_applic=CCC&p_service=Content.show&
7
HSC Alliance Scotland - Self Management).

7
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Term Financial Strategy and one of four priority themes in NHS Grampian
Clinical Strategy 2016 -2021.
10.2

A Grampian-wide group (Grampian Supported Self-Management
Transformational Programme Board) has been established to promote access
to equitable supported self-management across Grampian. It brings together
partners from NHS Grampian, the three Health & Social Care Partnerships,
and the Third Sector.

10.3

A range of activities have been undertaken to date to support selfmanagement In Aberdeenshire. These include:
•

House of care

•

Making every opportunity count

•

Good conversations: Personal outcomes approach

•

Physical activity

•

Development of peer support

Diagram 2 - The House of Care8

10.4

The ‘House of Care’ is a framework which enables people living with long
term conditions to have a conversation with practitioners which focuses on
their needs and priorities and facilitates joint decision making, goal setting and
care planning. Grampian is one of six partners in Scotland’s House of Care
programme in collaboration with the Health and Care Alliance Scotland. The
Programme advocates implementation of House of Care to facilitate transition
in Primary Care from the Quality Outcomes Framework approach to the more
personalised care and support of realistic medicine.

10.5

House of Care has been implemented by Huntly, Macduff, and Cruden &
Hatton GP Practices, with Banchory Practice scheduled to go live this year.
Applications for a third cohort of practices for 2019/20 are being considered.

8

https://www.alliance-scotland.org.uk/health-and-social-care-integration/house-of-care/#expanded
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10.6

‘Making every opportunity count’ is an approach which encourages
practitioners to engage in conversations with those they support about
behaviours which may impact their health and to provide brief advice and
signposting to promote behaviour change.9 This might include: smoking,
healthy eating, healthy weight, being physically active, and alcohol intake,
money and housing issues.

10.7

Approximately 800 practitioners in Aberdeenshire (including Health, Social
Care and Third Sector) have participated in face to face Making Every
Opportunity Count training. E-learning modules are available on employee
development platforms and supporting information hosted on hi-net
Grampian.10

10.8

Physical activity includes Health Walks, Mapping, Chair-based exercises and
phase IV Cardiac Rehabilitation Classes.

10.9

As part of this work ‘Paths for All’ have developed a network of health walks
across Aberdeenshire.11 Grant funding from the Smarter Choices Smarter
Places Open Fund and the Walking for Health Fund has been secured by
Paths for All to improve short everyday journeys and increase new walkers
respectively. This work will be overseen by Live Life Aberdeenshire.

10.10 In addition to the above a network of conversation cafes have developed
across Aberdeenshire to develop a culture of peer support and this continues
to grow.
10.11 It is evident that real progress has been made in developing supported selfmanagement in Aberdeenshire. There is now a need to evaluate what has
been achieved to date and identify opportunities and priorities for further
development. The Supported Self-Management for Long Term Conditions
project will undertake this evaluation, recommend priority actions and develop
an action plan for the period 2019 – 2021. The intended outcomes of the
project are:
•
•
•
•

People will have equitable access to support for self-management.
People will be confident in their ability to manage their long term
conditions.
Support and services will maximise opportunities to build confidence and
ability for self-management.
Our systems will support and build opportunities for self-management.

10.12 The Grampian Supported Self-Management Transformational Programme
Board has developed a draft action plan for 2019/20 and local actions which
contribute to the Grampian-wide outcomes will be incorporated into the
Aberdeenshire Plan.
9

https://www.hphsgrampian.scot.nhs.uk/view/meoc
https://www.hi-netgrampian.org/people-networks/public-health-directorate/health-inequalities/making-everyopportunity-count/
11
https://www.pathsforall.org.uk/
10

9
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Examples of outcomes –
•
•
•

Continued implementation of House of Care across
Aberdeenshire Practices.
Continued roll out of Making Every Opportunity Count
training.
Continued development of conversation cafes across
Aberdeenshire to develop a culture of peer support.

11

Attend Anywhere (NHS Near me) Video Consultation (EH8)

11.1

The Attend Anywhere video consulting platform supports the Scottish
Government’s commitment in the national Digital Health and Care Strategy to
“spread the use of video consultations direct from people’s homes and mobile
devices to allow greater and more convenient access to both routine and
specialist support”. NHS Grampian is supporting and promoting the adoption
of patient-facing video consultation using Attend Anywhere, under the
branding of NHS Near Me, which has been made available to Scottish Health
Boards to use. Aberdeenshire H&SCP successfully bid for £115,076 in
Scottish Government funding to scale up the adoption of Attend Anywhere,
with a principal focus on general practice, as well as some targeted testing in
multi-disciplinary core teams, and to support HMP Grampian healthcare
appointments.

11.2

The Aberdeenshire Attend Anywhere project aims to:

•
•
•

11.3
•
•
•

Increase the use of Attend Anywhere video consultations by services,
practitioner, and patients for suitable circumstances.
Reduce the need to travel to healthcare appointments by patients and staff.
Increase choice and flexibility in how and where consultations can be
delivered.
Key objectives for the use of Attend Anywhere within general practice are to:
Raise public awareness of the availability and applicability of video
consultations for GP appointments.
Generate public appetite and requests for GP appointments using video
consulting.
Secure adoption and use of video consulting by GPs for patient consults – a
target of adoption by 50% of GP practices has been set, however it is hoped
10

Item: 12
Page: 233

•

that the vast majority of GP practices will agree to adopt and offer the video
consultation option to their patients.
Use the project learnings to identify those general practice service pathways
and consult types most suited to video consultation.
Examples of outcomes •
•
•

Delivered the roll out of IT kit (webcams etc) to GP practices.
The development of guidance and training for GP practice staff.
The development of a public promotional and communication
campaign scheduled to commence in autumn 2019.

12

BP Monitoring in General Practice using Florence Home & Mobile Health
Monitoring (EH10)

12.1

Under the stewardship of Aberdeenshire HSCP, funding of £138,674 has
been secured from the Scottish Government to scale up blood pressure (BP)
monitoring using the Florence text messaging system in general practices in
Grampian, as part of a national scale up programme.

12.2

Implementation of the Florence system in Grampian for home BP monitoring
was originally approved with Scottish Government funding for implementation
during 2018-2019, however the project was postponed pending resolution of
information governance concerns raised by NHS Grampian and which have
been progressed by the Scottish Government under a ‘once for Scotland’
approach. NHS Grampian is currently one of only two Scottish Health Boards
not using Florence. With the release of a final version of national information
government guidance promised in the near future, implementation of the
Grampian project is now planned across financial years 2019-2020 and 20202021.

12.3

The project aims (pan Grampian) as set out in the funding bid were to:

12.4

•

Increase the use of Florence HMHM for BP monitoring to 50% of GP
practices in Grampian by March 2021.

•

Benefit 3,250 patients.

•

Release 3,250 face to face general practice appointments.

•

Release 1,147 hours of clinical staff time.

Given the delay in commencement of implementation, these targets will be
reviewed and adjusted as necessary in due course. In participating practices,
Florence will be offered in suitable circumstances to patients as an additional
and alternative option to existing BP monitoring. The project will be evaluated
on conclusion to inform any longer-term commitment in Grampian to this form
of home monitoring.
11
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Examples of outcomes –
•
•
•
•

13

Increase the use of Florence HMHM for BP monitoring to 50% of GP
practices in Grampian by March 2021.
Benefit 3,250 patients.
Release 3,250 face to face general practice appointments.
Release 1,147 hours of clinical staff time.

Performance

13.1 In relation to the various projects under the Enabling Health and wellbeing
Programme, performance indicators have been identified, or are in the
process of being identified, as a way to track and report progress with each
area of work. The intention of this approach is to enable the programme
group to monitor progress across all individual projects with the intention of
measuring the progress of the overall programme of work and identifying and
responding to any unintended consequences.
13.2 The measures for each project will link directly to the priorities identified with
Aberdeenshire’s Strategic Plan and within the Aberdeenshire Commissioning
plan.
14

Equalities, Staffing and Financial Implications

14.1

The Chief Officer, along with the Chief Finance Officer and the Legal
Monitoring Officer within Business Services of the Council have been
consulted in the preparation of this report and their comments have been
incorporated within the report.

14.2

Work is ongoing to align the aims of the projects with the medium-term
finance strategy.

14.3 An equalities impact assessment is not required as there are no policy
changes being recommended as part of this report, which is for information
only on progress made to date with the Enabling Health and Wellbeing
programme of work.
Angie Wood
Partnership Manager
Aberdeenshire Health and Social Care Partnership
Report prepared by

Amy Richert & Linda Bonner
Strategic Development Officers

12
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Appendix 1 – Project leads
ID
EH1
EH2
EH3
EH4
EH5
EH6
EH7
EH8
EH9

Project
Anticipatory Care Planning
Health Improvement Delivery Plan
Community Hospital
Primary Care
Dementia
End of Life Care
Long Term Conditions
Attend Anywhere
Florence Home and health monitoring

Project Leads
Linda Bonner
Kim Penman
Ali McGruther / Jill Matthew
Angie Wood / Chris Allan
Amy Richert
Linda Bonner & Jill Matthew
Kim Penman / Shona Strachan
Erika Skinner
Erika Skinner
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REPORT TO ABERDEENSHIRE INTEGRATION JOINT BOARD – 28th
August 2019
REPORT ON PROGRESS OF THE STRATEGIC PLANNING GROUP

1

Recommendation
It is recommended that the IJB: 1.1 Acknowledge work done to date by the Strategic Planning Group;
1.2 Approve the 2019-20 workplan for the Strategic Planning Group; and
1.3 Request six- monthly updates from the Strategic Planning Group.

2

Risk

2.1

IJB 1 – Sufficiency of resources. There is a risk the resources available to the
Integration Joint Board (IJB) are not enough to maintain provision of health
and social care services if adequate planning for future provision does not
take place.
IJB 2 – Health and Social Care Policy. There is a risk that by failing to properly
plan for future commissioning of services, the IJB will not be aligned to
national policy and will not deliver against its strategic priorities.
IJB 4 – Service capacity / Business transformation. The Strategic Planning
Group has a responsibility through legislation to ensure that the strategic plan
is developed and implemented. This responsibility includes alignment with the
medium-term finance strategy.
IJB 6 – Public communication and engagement. There is a risk that the
Strategic Plan will not accurately reflect the views of the people of
Aberdeenshire if appropriate and effective engagement is not undertaken.
IJB 8 – working with partner organisations. Risk of failure to deliver standards
of care expected by the people of Aberdeenshire in the right place at the right
time – There is a risk of failing to modernise services to improve outcomes.

3

Background

3.1

The Public Bodies (Joint Working) (Scotland) Act 2014 and subsequent
national guidance required all Integration Joint Boards (IJB) to set up a
Strategic Planning Group. The role of the Strategic Planning Group is to
develop and finalise the strategic plan and to continue to review progress,
measured against the statutory outcomes for health and wellbeing and
associated indicators. The Strategic Planning Group was formed in a shadow
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capacity and had its inaugural meeting in September 2014. The group
worked collaboratively to develop, influence and edit the Health and Social
Care Partnership Strategic Plan 2016-2019 to meet the statutory timescale for
implementation by 1st April 2016. Work has continued beyond this date to
meet the additional requirements and priority timescales. This has included
development of the Commissioning (Implementation and Change) Plans for
2016/17 and 2017/19. The Strategic Planning Group has received end of
year reports on progress with the Commissioning Plans and their contribution
towards delivery of the Partnership’s priorities.
3.2

The Strategic Planning Group has had a pivotal role regarding review of the
current strategic plan and development of the Strategic Plan for 2020-2025.
The Strategic Planning Group has approved the format of the new strategic
plan and the timescales for engagement, preparation of the draft, consultation
and submission to the IJB for approval. The Strategic Planning Group has
received regular updates on progress with each stage of development of the
new strategic plan. Strategic Planning Group members have been involved in
facilitating engagement sessions and have contributed to the content of the
new strategic plan. The Strategic Planning Group will also have a role in
development of the Commissioning Plan that will accompany the new
strategic plan.

3.3

The Strategic Planning group currently provides a reporting structure for the
six strategic outcomes groups developing and delivering care group strategies
for the following:
•

Mental Health and Wellbeing

•

Learning Disability

•

Autism

•

Carers

•

Dementia

•

Physical Disability including sensory impairment

The Independent Living Strategic Outcomes Group which is led by housing
colleagues also reports to the Strategic Planning Group on a regular basis as
does the Alcohol and Drugs Partnership
3.4

Regarding membership, the Strategic Planning Group includes staff members
nominated by the Local Authority and the Health Board. In addition, the
Strategic Planning Group should include representatives of groups prescribed
by the Scottish Ministers in regulations as having an interest. These are
noted in Appendix 1 along with the list of current membership of the Strategic
Planning Group. To date, the Strategic Planning Group has not involved
either public or carer representatives and this is going to be addressed
alongside the work being undertaken to recruit an additional public
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representative and new carer representatives to the IJB. Although the
Strategic Planning Group has wide ranging membership, attendance on a
regular basis is generally by a core group of members and it is important that
a refresh of membership and of the Terms of Reference for the Strategic
Planning Group is undertaken periodically.
3.5

To assist the Strategic Planning Group to focus on the priorities, a draft work
plan has been developed covering 2019/2020. While the main responsibilities
for the Strategic Planning group this year are the development of the 5-year
Strategic Plan and the Commissioning Plan, there are other responsibilities
and areas of work that the group would want to focus on. A copy of the work
plan is attached as Appendix 2 for approval by the IJB.

3.6

The Chief Officer, along with the Chief Finance Officer and the Legal
Monitoring Officer within Business Services of the Council have been
consulted in the preparation of this report and their comments have been
incorporated within the report.

4

Equalities, Staffing and Financial Implications

4.1

An equality impact assessment is not required because this report is an
update of the work undertaken by the Strategic Planning Group. An Equality
Impact Assess will accompany the draft of the new Strategic Plan. There are
no financial or staffing implications from this report. The new Strategic Plan
and Commissioning Plan will detail the resources required to deliver on the
priorities. The Partnership’s Workforce Plan identifies the staffing available
within health and social care to deliver the Strategic Plan.

Mike Ogg
Partnership Manager (Strategy and Business Services)
Aberdeenshire Health and Social Care Partnership
Report prepared by Sheena McIntosh, Strategy and Commissioning Manager
6th August 2019.
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Appendix 1
Strategic Planning group representation prescribed by the Scottish Ministers as
having and interest:
•
•
•
•
•
•
•
•
•
•
•
•

Users of health care
Carers of users of health care
Commercial providers of health care
Non – commercial providers of health care
Health professionals (as defined by the Act)
Social care professionals (as defined by the Act)
Users of social care
Carers of users of social care
Commercial providers of social care
Non- commercial providers of social care
Non- commercial providers of social housing
Third sector bodies carrying out activities related to health or social care

Name
Alexander Macleod
Alison McGruther
Dr Chris Allan
Daniel Shaw
Dawn Mitchell
Fiona Stephen
Fiona Lovie
Gary Mortimer
Inez Kirk
Jane Fletcher
Jennifer Gibb
Jennifer Stewart
Jill Matthew
Jo Raine-Mitchell
Kathryn Kinnear
Kathy Davidson
Kim Penman
Laura Thom
Lesley Mackenzie
Lindsey Flockhart
Martin McKay
Mike Ogg - CHAIR
Moyra Duncan

Strategic Planning Group Membership
Designation
Housing Manager (Strategy)
Location Manager – Turriff/Oldmeldrum
Clinical Lead
Chief Executive Officer for Aberdeenshire Voluntary
Action
Head of School at RGU
Mental Health & Learning Disability Manager
Location Manager – Huntly & Alford
Director of Acute
Joint Trade Union Secretary for UNISON
Head of NHS Grampian Mental Health & Learning
Disability Services
Associate Nurse Director
Particular Needs Officer
Location Manager - Garioch (Inverurie)
Marketing and Communications Officer
Assistant HR Manager
Business Services Manager
Health and Wellbeing Lead
Mental Health and Learning Disabilities Manager
(South)
Banff Location Manager
Lead Social Worker
Full time Partnership Representative/UNISON steward
Head of Service, Strategy & Business Services
Primary Care Manager – Banff
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Neil Hendry

Rhoda Hulme
Sandra Ross
Sheena McIntosh
Shona Strachan
Dr Tara Shivaji
Wayne Gault
Wendy Probert

Operational Lead Nurse /
Associate Lecturer of The Robert Gordon University
Aberdeen
Stonehaven Location Manager
IJB Business Partner - Aberdeenshire Council Finance
Strategy and Commissioning Manager
AHP Lead
Consultant in Public Health
ADP Lead Officer
Strategic Development Officer
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Chief Officer
Aberdeenshire Health & Social Care Partnership

Appendix 2

Name:
Document:
Date Updated:

Strategic Planning Group (SPG)
2019/2020 Workplan
20/8/2019

ITEM

LEAD

Year-end Review of 2017-2019 Mike Ogg
Commissioning and
Implementation Plan
Development of the Health and Mike Ogg
Social Care Partnership
Strategic Plan 2020-2025
Development of the
Commissioning Plan

PRIORITY

Very High
Priority

Very High
Priority

COMMENTARY

15/5/2019

Noted progress made towards the 2017-2019
Commissioning and Implementation Plan and the
strategic priorities from the Strategic Plan

18/12/2019

Sheena McIntosh
Very High
Priority

Development of an
Engagement and Participation
Strategy for the H&SC
Partnership

DUE DATE

Kim Penman

18/12/2019

Ongoing


High

Timescales approved for engagement,
preparation of the draft Strategic Plan and
consultation leading to approval by IJB on 18th
December 2019
Timescale for the Commissioning Plan to be
determined. Commissioning Plan to link the
Strategic Plan to the Programme Boards and
commissioning requirements linked to MTFS and
procurement activity
Framework for the Engagement and Participation
Strategy approved by the SPG. Strategy will be
further developed through feedback from
Strategic Plan engagement

PROGRESS
UPDATE

Provision of governance /
reporting arrangements for the
Strategic Outcomes groups

Mike Ogg

Ongoing
➔ Medium
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Rolling programme developed for monitoring of
work undertaken by the 7 Strategic Outcomes
Groups and the ADP. Currently, the Strategic
Planning groups have responsibility for
development of the care group specific strategies
that sit beneath the HSCP overarching strategic
plan. Work is being undertaken to determine how
these groups can be developed to deliver the
priorities from the Programme Boards

Page 1 of 2

Chief Officer
Aberdeenshire Health & Social Care Partnership

ITEM

LEAD

Six- monthly reporting on
progress from the Strategic
Planning group to the IJB

Mike Ogg

Review of Terms of Reference
and membership of the
Strategic Planning group. To
include recruitment of public
and carer representatives and
IJB representation

Mike Ogg

PRIORITY

DUE DATE

COMMENTARY



Six monthly
reporting from
August 2019

Initial report to be submitted to the IJB in
August. Subsequent reports will detail how
progress is being achieved against the new
strategic plan. Focus will be more on
outcomes rather than the performance
measures that are already reported to IJB.
Learning from the Ministerial Steering Group
for Health and Social Care Outcomes
Mapping exercise to be shared with the SPG
and good practice taken forward.

August
onwards

Initial work has been done to review Terms of
Reference and membership. SPG has wide
ranging membership however only a minority
attend on a regular basis. Membership to be
widened to include Fire and Rescue service and
Police Scotland. Work progressing on
recruitment of public and carer representatives.



High

High

PROGRESS
UPDATE

Development sessions to be
introduced as part of the SPG
Agenda

Sheena McIntosh

Sharing of learning and good
practice with neighbouring
Strategic Planning groups

Mike Ogg

PRIORITY KEY
Priority Options to be selected from:

➔ Medium

October
onwards

October development session will focus on the
learning regarding strategic planning and
commissioning from strategic inspections of
Health and Social Care Partnerships.

➔ Medium

October
onwards

Contact to be made with the Chairs of the
neighbouring Strategic Planning Groups and
discussion to be held on sharing of good
practice

PROGRESS UPDATE KEY
Progress update to be selected from:

Very High - statutory or essential
to the operation of the IJB, High
High

Complete

➔

Medium - relevant to planning



Low - of interest but not an area
of risk if not progressed

Some slippage re: timescale or
minor challenges in delivery
Major slippage on timescale or
major challenges in delivery
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On track
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REPORT TO ABERDEENSHIRE INTEGRATION JOINT BOARD – 28 AUGUST
2019
UPDATE FROM PETERHEAD PROJECT BOARD

1

Recommendation
It is recommended that the Integration Joint Board (IJB);
1.1

Consider the recommendations from the Peterhead Project Board
(appendix 1);

1.2

Agree that these recommendations proceed to further patient,
service user, carer, staff and public engagement;

1.3

Agree to receive a further report in early course; and

1.4

Instruct the Chief Officer to share this report with the Asset
Management Group of NHS Grampian.

2

Risk

2.1

1589 – Risk of failure to deliver standards of care to the people of
Aberdeenshire in the right place at the right time, 1990 - Sufficiency and
affordability of resource, 1591 – Workforce capacity.

2.2

There is a risk of services being delivered in a sub-standard environment, unfit
for the delivery of modern health and social care.

3

Background

3.1

In late 2018 the Integration Joint Board considered a detailed report on the
future provision of Aberdeenshire Health & Social Care Partnership (AHSCP)
services from the Ugie Hospital site and agreed the recommendation that a
more holistic approach be taken to look at future property needs across
Peterhead, including linking in with the Peterhead Masterplan. A specific
Project Board was set up with the following remit;
•

Identify future property needs and alternatives for Health and Social Care
delivery in Peterhead.

•

Represent the Health and Social Care Partnership within the wider Master
Plan Project Group for Peterhead.

•

Project Manage the planning and delivery of the North Care Village capital
project.
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•

Build on the work of the Ugie Steering Group and bring specific
recommendations to the Integration Joint Board on options to redesign
services and/or provide improved local accommodation for services
currently provided at Ugie.

•

Facilitate ongoing community engagement on these matters.

•

Regularly report to the Integration Joint Board with recommendations and
for advice.

4

Peterhead Care Village

4.1

Within Aberdeenshire Council’s Capital Plan there is provision for investment in
a North Care Village at Peterhead. This is the third such planned capital
investment, Edenholme in Stonehaven and Bennachie View in Inverurie both
having been built and now fully operational. The proposal was originally agreed
by the Council’s Social Work and Housing Committee in 2014.

4.2

The Project Board is satisfied that the detailed business case can still be
confidently made. Although work on the overall Care Homes Strategy and
Market Position Statement is not yet complete, there is ample evidence to
demonstrate increased demand for care home places in the area.

4.3

The Care Village is set to include;
-

A 60 bed care home
A community ‘hub’ for day service provision
8 supported accommodation bungalows (or flats)

4.4

The Project Group has gone back to consider whether the Ugie site might be a
possibility for the new Care Village but the limitations became apparent. In
order to accommodate everything within specification there would be a
requirement to go beyond two floors, making emergency evacuation more
complex and also losing the benefits of the ‘village feel’ across the site and
natural neighbouring community interactions. The site at Kinmundy therefore
has clear advantages. It is also now confirmed as the preferred site for the new
Peterhead Community Campus, creating even better opportunities for
intergenerational partnerships. A site sketch of the proposed layout is
contained at Appendix 2.

4.5

The care home is proposed to be 60 en suite rooms across 3 wings. These will
be managed as 4 ‘households’ of 15. The proposed design is very similar to
that of Edenholme and Bennachie View, which works well from our experience,
with some minor learning and adjustments accordingly. The communal lobby
area can be used as a communal / community space without impacting on the
privacy or security of the home, allowing residents to interact as they desire.
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Examples of proposed activities include pop up café/shop, Live Life
Aberdeenshire events, move to movement exercise, community events and
multipurpose space for hairdresser / chiropody etc. The whole care home will
be designed and furnished in line with good practice guidance for dementia
friendly spaces. Smart technology will play a significant part in maximising
independence and managing risk.
4.6

The Project Board strongly suggests that the Care Village should be a place of
learning, working with the Social Work Employability Team in particular, offering
work placements and apprenticeships.

4.7

It is proposed that when the new care home is built the HSCP should vacate
Grangepark Care Home, Peterhead, allowing the Council to potentially dispose
of this as a Capital asset.

4.8

The proposed community hub for day services is also accessed from the main
lobby. This space is likely to be mainly used by people with learning disabilities,
ultimately replacing Willowbank Day Centre which is in poor physical condition
and also now too large given the move to mainstream community provision
under the IDEA (Inclusive Day Services – Enabling Aberdeenshire) principles.
The hub will provide a safe, comfortable, touch down space where people can
be supported.

4.9

The bungalows (or flats depending on further discussions with housing
colleagues and service users) will operate as ‘supported living’, prioritising
people with learning disabilities. This will replace several small scale residential
facilities where the environment no longer meets regulatory requirements.

4.10 Total Aberdeenshire Council assets for potential disposal are therefore
Grangepark Care Home, Willowbank Day Service, and at least two small group
homes. Decisions on future disposal on any council property assets will follow
established Council processes and be taken to the relevant Council Committee.
5

Services Provided from Ugie Hospital Site

5.1

The services still provided from the Ugie Hospital site include;
-

5.2

14 inpatient rehab beds (Ravenscraig Ward)
1 outpatient clinic space
Staff office accommodation

Members will recall from previous reports that the physical environment at Ugie
is well below the optimum expected for a modern day healthcare facility.
Furthermore, it is very difficult to make a business case for capital investment
at Ugie given that local alternatives exist.
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5.3

The Project Board proposes consolidating inpatient services on a single site at
Peterhead Community Hospital, within Summers Ward. Bed occupancy within
Summers has been low for a number of years and so there is comfortable space
for this. Both Ravenscraig and Summers Ward have had staffing challenges in
recent years and bringing the two teams together would increase resilience.
Summers Ward already has very significant experience of providing rehab care
so learning needs would be minimal. GP input would be more accessible (next
door) and no need to transport patients to diagnostic services such as X Ray or
for IV treatments. This proposal also avoids breaking up the Ravenscraig staff
team across different sites, one of the concerns from the previous public and
staff engagement. It should be noted that NHS Grampian has a no compulsory
redundancy policy. The proposal also keeps the service local to Peterhead,
again a priority identified by the community from previous engagement.

5.4

Acknowledging that not all rehab care requires to be inpatient, and in line with
our strategic priority to look after people at home or in a homely environment
wherever possible, the Project Board also recommends that ‘interim care’ beds
are supported in a local care home. There is significant learning from South
Aberdeenshire to guide good practice in this area, with very positive outcomes.
The development of the Chivas Wing at Ythanvale Care Home in Ellon may
also offer an alternative for Ugie patients from the Ellon area.

5.5

The Project Board is satisfied that alternative and better quality office
accommodation can be found within other council or NHS Grampian buildings
for the staff still based at Ugie. Most of these staff cover North Aberdeenshire
as a whole which increases the options.

5.6

Finding alternative space to hold clinics is probably the most significant
challenge. The new Care Village creates an opportunity for a Chiropody space
in the longer term, but the Project Board will explore further with NHS Grampian
property colleagues what space can be freed up at Peterhead Community
hospital by means of a Records Management Project to digitalise some paper
records, look at implementing ‘worksmart’ principles and reviewing alternative
options for any non-clinical staff. The board is confident that some combination
of these will allow a solution.

5.7

It is acknowledged that there is understandable local interest in what would
happen to the Ugie site if services do move elsewhere but this is obviously
beyond the scope of the IJB and would fall to NHS Grampian to determine in
line with their Asset Management Strategy. The Ugie site is one of two sites
identified in the Local Development Plan with potential for a future replacement
Health Centre, but it should be stressed that the existing site does have
limitations in terms of size and there is no commitment or capital yet identified
for such a development.
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6

Equalities, Staffing and Financial Implications

6.1

A full equality impact assessment will be carried out as part of the further
engagement exercise.

6.2

The Chief Officer, along with the Chief Finance Officer and the Legal
Monitoring Officer within Business Services of the Council have been
consulted in the preparation of this report and their comments have been
incorporated within the report

Mark Simpson
Partnership Manager (North)
Aberdeenshire Health and Social Care Partnership
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Appendix 1
Summary of recommendations from Peterhead Project Board;
It is recommended that the IJB agree;

1.

That the Stage 1 Outline Business Case for the North Care Village be
finalised for presentation to full council

2.

The preferred site for the Care Village be Kinmundy

3.

That work continues to identify additional clinic space at Peterhead
Community Hospital (records management exercise and implementing work
smart principles)

4.

The inpatient service provided within Ravenscraig Ward is relocated to
Summers Wards at Peterhead Community Hospital

5.

That alternative office accommodation is found for staff based at Ugie Hospital

6.

That the Chief Officer share these recommendations with the Asset
Management Group of NHS Grampian

7.

That patient, service user, staff and public engagement take place on these
proposals.

APPENDIX 2
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REPORT TO ABERDEENSHIRE INTEGRATION JOINT BOARD (IJB) – 28
AUGUST 2019
PLANNING FOR WINTER 2019/20
1

Recommendation
It is recommended that the IJB:1.1 Acknowledge the increased pressure upon services during winter;
1.2 Endorse the overall approach adopted by the Aberdeenshire
Health and Social Care Partnership (HSCP) in planning for winter
and preparing to manage seasonal pressures; and
1.3 Agree to receive a further report on the HSCP’s response to
seasonal challenges in six months.

2

Risk

2.1

This report relates to IJB Risk 1, 2 and 8.
IJB 1 – Sufficiency of resources
IJB 2 – Health and social care policy
IJB 8 – Working with partner organisations

2.2

IJB 1 - The winter plan sets out the most effective use of Aberdeenshire
resources within the larger Grampian health and social care system and
seeks to create a coordinated and efficient approach to winter surges in
demand.

2.3

IJB 2 - Each NHS Board and health and social care partnership is required to
produce an annual winter plan. Without an Aberdeenshire Health & Social
Care Partnership winter plan there would be a lack of adherence with national
direction.

2.4

IJB 8 - Without a comprehensive winter plan which reflects
Aberdeenshire’s position within a larger health and social care system
there is a risk that sectors will not fully align resources in the best interests
of patients and service users.

3

Background

3.1

Preparedness for winter is essential to ensure we maximise the health and
social care arrangements for our Aberdeenshire population. As in previous
years, we have been part of a cohesive approach to planning for winter
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through working with all relevant stakeholders, including the acute sector of
NHS Grampian and our adjoining HSCPs (Aberdeen City and Moray).
3.5

The Aberdeenshire winter plan reflects the whole of our health and social
care system and the contribution that all professions have on the ‘flow’ of
the system.

3.6

The winter plan augments the existing AHSCP Business Continuity Plan,
which will be initiated to ensure services are maintained in the event of a
surge in seasonal pressures. For example, a large scale loss of staff due to
adverse weather conditions or pandemic influenza.

3.7

Winter planning has been added to the AHSCP Risk Register to ensure risks
associated with seasonal pressures are monitored regularly and managed
effectively.

4

Key Areas of Action

4.1

The Winter Plan is based on the existing processes and ways of working
which are in operation across the local health and care system throughout the
year.
The plan is focussed around the following areas:
•

Daily Communication and Escalation Processes – participation at the
Daily Cross System Huddle; continued collaborative working between
the Aberdeen Royal Infirmary (ARI) Hub and community teams.

•

Risk Management – whole system risk-based decision making;
participation in tabletop exercises; arrangements for escalating status
to a “significant incident”; arrangements for providing Daily Situation
Reports.

•

Performance Information and Anticipating Demand – arrangements for
gathering capacity and demand information; understanding patterns of
demand across Aberdeenshire inpatient facilities.

•

Unscheduled Care Demand and Capacity – prepare for the demands
of winter with enough staff to deliver safe and effective care across
community and hospital/residential settings.

•

Plans for Pre, Post and During the Christmas Period – sufficient staff in
place throughout festive period; appropriate admission and discharge
arrangements throughout festive period.
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•

Adverse Weather – all staff have access to weather warnings to ensure
safe travel arrangements; targeting available resources at those in
most need and at greatest risk.

•

Vaccination and Self-Care – encouraging increased uptake of influenza
vaccinations; increasing use of digital tools to increase selfmanagement.

•

Stakeholder Communication – staff are fully informed of the
Aberdeenshire H&SCP Winter Action Plan; briefing Elected Members,
area committees, community councils and third sector to create greater
awareness of getting ready for winter, including links to NHS Grampian
‘Know Who To Turn To’ information.

4.2

Additional action planned for this year includes closer working between the
Discharge Hub at Aberdeen Royal Infirmary and community-based care
managers to enhance the discharge and transfer arrangements of patients
from hospital.

4.3

For the second year, Infrastructure Services colleagues will continue to
increase community resilience through the Snow Warden Scheme. This will
support local groups to clear snow and spread grit at an early stage to
minimise the worst effects and reduce the hazard. This involves the provision
of training, equipment, and protective clothing to groups of residents.

4.4

In the event of severe weather conditions, there will be joint working with
roads and infrastructure departments to enable staff to access vulnerable
people at home and ensure they can get to work in hospitals, care homes,
clinics, and other key facilities.

4.5

Front-line health and social care staff and infrastructure services staff involved
with the winter gritting programme will be encouraged to access the flu
vaccination. This will help maintain staffing levels throughout the winter
period to ensure service continuity across both health & social care and
infrastructure services.

4

Equalities, Staffing and Financial Implications

4.1

There are no direct staffing or financial implications contained within this
report. However, services delivered through Delayed Discharge and Virtual
Community Ward funding are referred to within the Aberdeenshire Winter
Plan.

4.2

An equality impact assessment is not required as the report has no
differential impact on people with protected characteristics.
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4.3

The Chief Officer, along with the Chief Finance Officer and the Legal
Monitoring Officer within Business Services of the Council have been
consulted in the preparation of this report and their comments have been
incorporated within the report.

Iain Ramsay
Partnership Manager
Aberdeenshire Health and Social Care Partnership
Report prepared by
Iain Ramsay, Health& Social Care Partnership Manager (South)
13 August 2019
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REPORT TO ABERDEENSHIRE INTEGRATION JOINT BOARD – 28 AUGUST
2019
HMP&YOI Grampian – Inspection Findings and Action Plan
1

Recommendations
It is recommended that the Integration Joint Board (IJB):
1.1

Acknowledge the work already undertaken around the findings of
the recent inspection and subsequent action plan; and

1.2

Ask that the Clinical and Adult Social Care Governance
Committee monitor and support ongoing implementation of the
Action Plan.

2

Purpose

2.1

To provide an update to the Integration Joint Board on the findings of the
inspection carried out at HMP and YOI Grampian in February 2019 and
outline progress in implementing the action plan.

3

Background

3.1

HMPYOI Grampian was inspected in February 2019, one of four prisons in
Scotland to be jointly assessed by HM Inspectorate of Prisons for Scotland
(HMIPS) and Healthcare Improvement Scotland (HIS) against the new and
enhanced national standards.

3.2

HMIPS and HIS have jointly reported on Standard 9: Health and Wellbeing
Standard – “the prison takes all reasonable steps to ensure the health and
wellbeing of all prisoners”.

3.3

HMP & YOI Grampian was one of the first prisons to be inspected using this
framework and therefore there was no opportunity to compare previous
inspections and recommendations. Standard 9 includes a self-evaluation tool
and sets out a framework on the delivery of health care services within a
prison setting. Aberdeenshire Health and Social Care Partnership (AHSCP)
are now required to submit this self-evaluation on an annual basis.

3.4

The inspection team identified a number of areas of good practice during the
inspection and commented on the progress made since the previous
inspection in 2015 and the follow up inspection in 2018. The inspectors were
pleased to see the progress made by the Grampian Health and Wellbeing
Programme Board and in particular the improvements and developments
around the Mental Health and Substance Misuse Workstreams. They did
however highlight that a number of challenges remain around the delivery of
the health care service and this was reflected in the overall rating.
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3.5

The full inspection report was published on 11 July 2019: the link is attached
below.
https://www.prisonsinspectoratescotland.gov.uk/publications/report-fullinspection-hmp-yoi-grampian-4-15-february-2019?page=18

4

Findings of Inspection and Action Plan

4.1

An Action Plan was developed following the findings of the inspection
(Appendix 1) addressing the key areas highlighted by the inspection team.
Several short life working groups have been set up to look at specific actions,
especially where a joint approach is required with the Scottish Prison Service
to address them. The areas identified as a particular priority by the inspection
team are detailed below:
•

Late Admissions – As part of the admission process to HMP & YOI
Grampian all prisoners receive a health screening. Inspectors raised
concern that those prisoners who arrive after the nursing team go off shift
at 9:15pm are not screened until the following morning when the nursing
team come back on shift. This happens very infrequently and usually
when a prisoner is being transferred from the islands. Immediate plans
were put in place to ensure that this screening is covered whilst we put a
longer-term solution in place. It is hoped to make use of Attend Anywhere
and undertake a virtual assessment using colleagues based at either
Kittybrewster Custody Suite or the Minor Injury Unit at Peterhead
Community Hospital. It should be noted that risk of self-harm is always
screened by SPS officers on admission and any identified action
immediately taken in line with long established procedures.

•

Recruitment and Retention of Staff – Recruitment of staff continues to
be a significant issue as it is across NHS Grampian. Following feedback
from inspectors we now have written risk assessments and escalation
plans in place for when staffing levels fall to a level that impacts on
service delivery. We are currently looking again at the overall staffing
complement and skills mix to ensure that we have the correct staff mix to
provide a safe, effective, quality service.

•

Administration of Medications – Inspectors raised concern about the
administration times for some medications, particularly night-time
medications, which were being dispensed as early as late afternoon to fit
with the prison regime, this issue has been addressed with the SPS. A
medicine management group has been set up to oversee all issues
related to medicine management within the prison and staff are currently
trialling a number of initiatives such as methamesure and increasing the
use of in possession drugs to allow staff to make more effective use of
their time during medication rounds. We are also currently scoping out
the potential for a pharmacy post to be based within the prison.

•

Long Term Conditions – Inspectors noted that prisoners with long term
conditions had adequately been proactively reviewed to prevent
exacerbations in their condition and to promote self-care / management.
Staff have worked on a register of all prisoners with a long term condition
with the help of colleagues from primary care and have put a review
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system in place so that those prisoners with long term conditions are
reviewed by a nurse-led service in line with what would happen within a
community GP practice.

5

Equalities, Staffing and Financial Implications

5.1

There are no staffing or financial implications resulting from this report.

5.2

An equality impact assessment is not required as this report is to provide
information on the recent inspection and work around the action plan.

Mark Simpson
Partnership Manager (North)
Aberdeenshire Health and Social Care Partnership
Report prepared by Corinne Millar, Location Manager.
Enclosed Papers: Action Plan
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HMIP Inspection Report Feb 2019 – Action Plan @ July 2019
APPENDIX 1
HMIPS Report – Recommendation 89 +91
Area for Improvement

Lead/Work streams

The partnership should
take action to address
the delay in mental
health support for
people who are subject
to ‘Talk to Me’

Mental Health Strategy
Group

The partnership and SPS
should work to ensure
that there is a robust
process in place to
ensure that those
prisoners arriving late
into the prison receive a
formal health screening
assessment.

Corinne Millar – Location
Manager

Withdrawal status of
prisoners not addressed
at admission
assessment.

Lynn Cameron – Health
Care Manager

Lynn Cameron - Health
Care Manager
Erika Skinner – Project
Manager
Elaine Dingwall- clinical
manager

Update on progress
and completed actions
Those prisoners
assessed as being at
risk of suicide are
reviewed by an
appropriately trained
member of staff, a care
plan put in place and
referrals made for
further mental health
input

Outstanding Actions

Timescale

Standard 9 Link

Look at timescales and
role of the proposed
Action 15 workers in
relation to this
assessment

Review September
2019

Standard 9.12 –
‘everyone at risk of selfharm or suicide receives
safe, effective and
person-centred
treatment and support
with their wellbeing
throughout their stay in
prison, on transfer and
on release

Establish the screening
that is undertaken by
the SPS on admission
and what would be
required of nursing
team off duty

Scope out the use of a
virtual assessment
with nursing staff
based in the Minor
Injury Unit’s in
Fraserburgh and
Peterhead. Further
discussion to be held
with Erika Skinner on
how we could use
technology more
effectively specifically
for this purpose and
more generally within

Review Sept 2019

Standard 9.1 – an
assessment of the
individual’s immediate
health and wellbeing is
undertaken as part of
the admission process to
inform care planning

Interim arrangements
put in place to allow
the screening to be
undertaken by a
trained member of
staff
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Attend Anywhere is
available in the prison
and staff will have
trained to use this.
Key trainer has been
recruited for 1 day per
week to train other
staff and to lead the
use of attend anywhere
within the prison.
Discussion with Lorna
Watt and Moyra
Duncan around the
feasibility of workers
based within the
custody suites
undertaking this
assessment virtually
but agreed not to
proceed and look at
Action 15 workers who
will be based more
locally undertaking this
assessment in case
medication is needed.
Meeting held with staff
on 23rd July 2019 with
staff, HR and staff side
to agree process by
which a staff member

the prison
environment
Design an assessment
for withdrawal to be
used at admission.
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will stay on for a later
shift to undertake
assessments. Agreed
that this would be a
temporary measure for
6 months until a longer
term sustainable
solution is found. The
outcome of this
meeting was that off
duty is planned for
September 2019
including the late late
shift. If staff have any
issues these have to be
raised with the HC
manager OR Clinical
manager.

HMIPS – Recommendation 90
Area for Improvement

Lead/Workstreams

The partnership should
consider how mental
health services both in
the prison and
community could be
better linked with case
management and
release processes

Lynn Cameron - Health
Centre Manager
Mental Health Strategy
Group

Update on progress
and completed actions
Multi-disciplinary
meetings are set up to
review patients
holistically and ensure
all health and care
needs are met - July
2019

Outstanding Actions

Timescale

Standard 9 Link

Working group
comprising of
professionals from
social work and prison
healthcare set up to
look at transitions
from prison to
community - first

December 2019

Standard 9.12 –
‘everyone at risk of selfharm or suicide receives
safe, effective and
person-centred
treatment and support
with their wellbeing
throughout their stay in
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meeting scheduled for
12 September 2019

prison, on transfer and
on release

HMIPS – Recommendation 92
Area for Improvement

Lead/Work streams

SPS and HMP YOI
Grampian Management
should ensure that
prisoners are taken to
their appointments
timeously

Lynn Cameron – Health
Care Manager
SPS
Workstream - Health and
Wellbeing Strategy
Group

Update on progress
and completed actions
Monthly meetings held
with health care
manager and SPS
manager to discuss
issues

Outstanding Actions

Timescale

Work towards having
2/3 members of SPS
staff based in the
health centre on a
permanent basis.

Ongoing

Outstanding Actions

Timescale

Non attendance audit
ongoing

Ongoing

Standard 9 Link

Standard 9.4 – ‘All
stakeholders
demonstrate
commitment to
addressing the health
inequalities of prisoners’

Process to escalate to
senior manager if there
is a reduced number of
SPS staff allocated to
health centre duties
developed.

HMIPS – Recommendation 93
Area for Improvement

Lead/Work streams

The partnership and SPS
must work together to
ensure that they are
accurately recording
data on the number of
missed appointments,
reasons for them, and
the impact it has on
delivery of healthcare

Lynn Cameron – Health
Centre Manager
SPS
Workstream - Health and
Wellbeing Strategy
Group

Update on progress
and completed actions
Appointment cards
given to prisoner

Appointment audit of
all clinics in place.

Standard 9 Link

Standard 9.4 - ‘All
stakeholders
demonstrate
commitment to
addressing the health
inequalities of prisoners’
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HMIPS – Recommendation 94
Area for Improvement
The partnership must
ensure that sufficient
trained and competent
staff are available to
undertake core duties
in the health centre,
including venepuncture
and Blood-borne virus
testing.

Lead/Workstreams
Corinne Millar –
Location Manager
Lynn Cameron –
Health Care
Manager
Public Health
Workstream Health and
Wellbeing Strategy
Group

Recruitment and
Retention of Staff

The health care team is
consistently struggling
to manage and
maintain a consistent
workforce even with
the use of bank/agency
nurses. They are
regularly working
below agreed staffing
levels and although this
has been escalated (we
were told in the past to

Update on progress
and completed actions
Meeting held on
21/6/19 to look at how
testing could be carried
out on the hall

Outstanding Actions

Timescale

Training plan being
developed for all staff.

November 2019

BBV Testing was
offered to all prisoners
between 24/6/19 and
28/6/19

Continuity Plan
Completed.

Away day held with
primary care staff to
plan training and care.
Allocation of lead
nurses for each long
term conditions

Lynn to update Mark
Simpson re the staffing
risk for inclusion in the
AH&SCP risk register
and NHSG wide
register.

Lynn is going to
check with Perth
prison to see how
their pharmacy team
work.
Currently there is no
system within the
service to identify
long term conditions
to enable care to be
provided and staff –
a skill gaps analysis
has been carried out
and a training
programme
established. NES bus
was on site at HMP

Standard 9 Link
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the head of nursing
within Aberdeenshire
IJB and the director of
Nursing with NHS
Grampian), the issues
in relation to staffing
are not logged on a risk
register (with the IJB or
NHS) and there was not
a contingency
plan/escalation plan in
place for when staffing
is below agreed levels.
Business continuity
plans should be drawn
up for times when
staffing levels are
either at a minimum or
fall below the
minimum
.The partnership must
assess and manage
risks associated with
the use of a significant
number of bank and
agency staff whilst
maintaining staff and
patient safety.
A general lack of
leadership among the
nursing team was

Moyra and Lynn to
establish the optimum
skill mix of the team,
looking at different
disciplines to enhance
the team.
Business continuity plan
drawn up.
Vacancies put to
recruitment as soon as
they are identified.

Six sandpiper bags
(one for each hall)
have been delivered
and training is being
arranged and SPS
want to be involved
in this too).
SBAR written to
request prima rate of
pay to help
recruitment and
retention of staff.

YOI where a number
of nurses attended
as well as SPS staff.

17/5/19 3 vacancies
have closed this
week, 1-PC 2
Applicants. 1 MH- 1
applicant. 2 HCSW
many applicants.
Psychological
therapist post has
gone to be more
widely advertised
through
psychological
journals etc.
21/6/19 Current
vacancies 1 x band 5
Mental Health- being
advertised widely.
Band 5 x 1 primary
care.
Temporary SMS
BAND 6 X1
Contingency plan
written and shared
with senior team.
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identified. With less
senior staff expected to
make clinical decisions
without support from
senior colleagues.

Band 2 vacancies all
filled.

Team leads and nurse
clinical

HMIPS – Recommendation 95
Area for Improvement

Lead/Workstreams

The partnership must
ensure that health
promotion information
displayed for prisoners
around the prison
includes information on
how to access condoms,
naloxone training and
the risks of taking drugs

Elaine Dingwall – Senior
Charge Nurse
Public Health
Work stream - Health
and Wellbeing Group
Action Plan and
Substance Misuse
Strategy Group

Update on progress
and completed actions
HCSW allocated to
monitor and replace
the leaflets available in
the halls and health
centre
Discussed use of health
line with SPS and they
will work toward
getting the line added
to the prison line
Audit the number of
condoms distributed by
health care staff.

Outstanding Actions

Timescale

Develop joint working
with various
departments (fife
college, media unit,
family centre and
health hub etc) on
health related projects

November 2019

Using the public health
calendar to plan
information sessions.
Weekly broadcasts via
media unit from health

Standard 9 Link

Standard 9 – ‘Health
improvement, health
prevention and health
promotion information
and activities are
available for everyone’

Ongoing

Ongoing
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Health Care news has
been developed and is
currently delivered
2monthly.
Substance Misuse Lead
to ensure naloxone
training is provided to
all prisoners that
require this

team on health
promotion topics
Audit the number’s
completing naloxone
training and how many
prisoners exit the
prison with naloxone

ongoing

HMIPS – Recommendation 96
Area for Improvement

Lead/Workstreams

The partnership should
develop joint working
and information sharing
protocols

Corinne Millar - Location
Manager
Lynn Cameron – Health
Care Manager
Janice Rollo – Clinical
Governance
SPS
Work stream - Health
and Wellbeing Strategy
Group

Update on progress
and completed actions
Information sharing
document developed in
2013 but out of date.
Requested advice on
this from NHS
Grampian- awaiting
guidance

Outstanding Actions

Timescale

Review all information
sharing protocols

October 2019

Consider in relation to
the Test of Change
Integrated Health and
Social Care Project

Standard 9 Link
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HMIPS – Recommendation 97
Area for Improvement

Lead/Workstreams

The partnership should
review the mental
health referral process
ensuring that there is
transparency on how
long patients will need
to wait for assessments

Work stream – Mental
Health Strategy Group
Lynn Cameron- Health
Care Manager
Donna Jepson- mental
Health nurse lead

Update on progress
and completed actions
Process changed so
that all referrals with
regards to mental
Health see the GP in
the first instance then
tier 3 and 4 are
referred to the mental
health team. Process
started on the 29th July.
All prisoners and SPS
staff informed of the
change.

Outstanding Actions

Timescale

Standard 9 Link

Patients to be
informed of the length
of wait for mental
health appointments.
Psychologists, nurses
and Dr.

Review August
2019

Standard 9.5 –
‘’Everyone with a mental
Health condition has
access to treatment
equitable to that
available in the
community and is
supported with their
wellbeing throughout
their stay in prison, on
transfer and release’’
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HMIPS-Recommendation 98
Area for Improvement

Lead/Workstreams

The partnership must
ensure that patients
with long-term physical
healthcare needs are
reliably identified, the
appropriate care
packages are put in
place which are
discussed and agreed
with the patient and
documented in their
record

Corinne Millar – Location
Manager
Lynn Cameron - Health
Care Manager
Work stream - Health
and Wellbeing Strategy
Group

Update on progress
and completed actions
Establish chronic
disease registers on
spreadsheets for
accurate lists and recall
purposes. Define
coding list to add read
codes (SCIMP) on the
vision clinical system
Those with Long-term
conditions are
identified and coded on
vision and nurses have
undergone training to
use database and
review those with long
term conditions
Primary Care Away Day
held to review all
aspects of treatment
for long term
conditions
Primary Care Clinics
held everyday by
specialist nurses
currently

Outstanding Actions

Timescale

Review process around
the population of
registers

Ongoing. Review
Progress in 3
months

Ensuring that all care
plans and packages are
reviewed and that the
prisoner is part of that
process
Evaluating data around
long term conditions
Staff training in
specialities ongoing.
Once training
completed nurses will
be given shadowing
opportunities
Set up multidisciplinary meetings
to review all aspects of
care

Standard 9 Link

Standard 9.6 – ‘Everyone
with a long term health
condition has access to
treatment equitable to
that available in the
community and is
supported with their
wellbeing throughout
their stay in prison, on
transfer and release
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Request to GP to
highlight any long term
conditions on
admission and look at
system for all new
diagnosis to be
captured via admission
sheets /GP
attendances/Doc man
workflow
Care Plan training
completed with all staff
– August 2019

HMIPS – Recommendation 99
Area for Improvement

Lead/Workstreams

The partnership must
ensure that patients
who have test results
outside accepted
parameters are referred
to an appropriate
member of the
healthcare team to
ensure any corrective
actions are taken. This
information must be

Corinne Millar - Location
manager
Lynn CameronHealth Care Manager
Work stream - Health
and Wellbeing Strategy
Group

Update on progress
and completed actions

Outstanding Actions

Timescale

Administration team
record date 2 weeks
after an appointment
has been attended to
remind GP to look for
results.

August 2019review

Standard 9 Link
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recorded in the patient
record

HMIPS - Recommendation 100
Area for Improvement

Lead/Workstreams

The partnership must
review how the
pharmacy service in
HMP YOI Grampian is
delivered to ensure that
the service is managed
and delivered safely
and effectively

Corinne Millar – Location
Manager
Lynn Cameron - Health
Care Manager
Elaine Neil – Lead
Pharmacist
Work stream – Medicine
Management Group

Update on progress
and completed actions
Disclosure references
completed to allow us
to proceed to the
application process for
a Controlled Drug
Licence
Medicine Management
group set up to review
all issues relating to
pharmacy within the
prison
SBAR completed on the
need for pharmacy
staff to be fully trained.
NMC registered and
HCSW given training by

Outstanding Actions

Timescale

Standard 9 Link

Healthcare Manager
and Pharmacist Lead to
complete application
for Controlled Drug
Licence

Ongoing. Issues
discussed at
Medicine
Management
Group which
meets monthly

Standard 9.8 – ‘there is a
comprehensive medical
and pharmacy service
delivered by the service

Scope out introduction
of pharmacy staff to
the prison health care
team – costings
already completed
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lead pharmacists to
update their skills and
ensure all nurse aware
of legal and
professional
requirements of
practice

HMIPS – Recommendation 101
Area for Improvement

Lead/Workstreams

The partnership must
ensure that medication
is administered as
prescribed to minimise
the risk of harm to
patients. This includes
ensuring that doses are
not taken too close
together or out with the
time of day they are
prescribed

Lynn Cameron – Health
Care Manager
Elaine Neil – Lead
Pharmacist
SPS
Work stream – Medicine
Management Group

Update on progress
and completed actions
Discussion with SPS
colleagues on changing
the time of the
afternoon drug round –
agreement to this

Outstanding Actions

Timescale

Standard 9 Link

Roll out of in
procession drugs
staring in the female
wing – July/August
2019

Ongoing reviewed at
Medicine
Management
Group which
meets monthly

Standard 9.8 – ‘There is
a comprehensive
medical and pharmacy
service delivered by the
service.

Agreement to have
more in procession
drugs rather than
supervised

Mental Health Team
reviewing whether
they can administer
some medications via
injection monthly
opposed to daily
tablets.

SOP drafted for use of
in procession drugs
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Methameasure
introduced and being
rolled out across the
prison establishment
and SOP drafted –
completed May 2019

Review of medications
to see what needs to
be kept in the
pharmacy
Review of pregabalin
and gabapentin being
undertaken- all
patients to reviewed
by the medicines
group and decision
made if these drugs
are required.
Work closely with
Lloyds pharmacy with
regard to the increased
number of in
possession medicines.

HMIPS – Recommendation 102
Area for Improvement

Lead/Workstreams

The partnership must
ensure that all staff
involved in the
administration of
controlled medicines
check the patient
identity, drug dose and
amount to be

Corinne Millar- Location
manager
Lynn Cameron - Health
Care Manager
Review of medicines
management Group

Update on progress
and completed actions
Supervised medications
are reviewed in line
with relevant
legislation and
professional guidance

Outstanding Actions

Timescale

Methameasure
introduced and being
rolled out across the
prison establishment
and SOP drafted –
completed May 2019

Ongoing review of
medicines
management
Group meeting
monthly.

Standard 9 Link

Standard 9.8 - ‘There is
a comprehensive
medical and pharmacy
service delivered y the
service’
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administered to
minimise any errors.
CD Licence must be
acquired and applied
for at appropriate
times.
The in stock
medications were
limited and did not
cover a basic range of
health care needs.

Excessive wastage of
medications and no
mechanism to monitor
and record waste

Due to lack of medicine
management leads to
multiple orders being
put in.

One patient could have
medicines supplied in
multiple ways, weekly
or monthly.
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The staff responsible for
ordering and managing
drugs do not hold a
pharmacy qualification.
Limited pharmacy
monitoring and
medication
optimisation took place.
Routine spot checks of
in possession
medications.

HMIPS – Recommendation 103
Area for Improvement

Lead/Workstreams

The partnership must
ensure that all care plan
documentation for
pregnant women
focussed on outcomes
and incorporates the
women’s personal
strengths and wishes

Lynn Cameron - Health
Care Manager

Update on progress
and completed actions
All pregnant women
are allocated a named
consultant and
community midwife
who completes an
action plan which is
updated weekly
A multi disciplinary
team is involved in the
care planning for
women and all care

Outstanding Actions

Timescale
Review December
2019

Standard 9 Link

Standard 9.10 – ‘All
pregnant women, and
those caring for babies
and young children,
receive care and support
equitable to that
available in the
community and are
supported with their
wellbeing throughout
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plans are completed
through discussion with
the women.

their stay in prison, on
transfer and on release

HMIPS – Recommendation 104
Area for Improvement

Lead/Work streams

The partnership must
develop policy to
manage patients who
require palliative or end
of life care

Lynn Cameron – Health
Care Manager

Update on progress
and completed actions
End of Life and
Palliative Care training
provided to all health
care staff – completed
March 2019
Care Plan Training
completed - July 2019

Outstanding Actions

Timescale

Develop a policy to
manage patients who
require end of life or
palliative care

December 2019

Standard 9 Link

Standard 9.11 –
Everyone with palliative
care or end of life care
needs can access
treatment and support
equitable to that in the
community, and is
supported throughout
their stay in prison, on
transfer and on release’

Look at outcomes from
Test of Change Project
around integrated
Health and Social Care
and share any learning

HMIPS – Recommendation 105
Area for Improvement

Lead/Work streams

The partnership must
ensure that all staff
managing complaints
receive appropriate
training to ensure that
complaints are correctly
managed

Lynn Cameron – Health
Care Manager

Update on progress
and completed actions
All complaints are
recorded on datix
The health care
manager deals with all
complaints
Datix’s are a standing
item on the agenda to
look at what learning

Outstanding Actions

Timescale

Training to be
arranged for band 6’s
for handling
complaints and band
5’s for providing
feedback to patients.

Ongoing – review
October 2019

Standard 9 Link

Standard 9.13 – ‘All
feedback, comments and
complaints are managed
according to the
respective local NHS
board policy. All
complaints are recorded
and responded to in a
timely manner

Item: 16
Page: 275

can be taken from
them
Staff dealing with
complaints are trained
in datix and complaint
handling
Introduction of Named
Nurse within the health
care team to work
toward early resolution
of complaints

HMIPS – Recommendation 106
Area for Improvement

Lead/Workstreams

The partnership must
Elaine Dingwall – Senior
ensure that hand
Charge Nurse
hygiene audits are
regularly undertaken by Neil Hendry –
an appropriately
Operational Lead Nurse
trained member of
staff, and that actions
are taken to address
any non-compliances
noted
HMIPS - Recommendation 107

Update on progress
and completed actions
2 members of staff
trained in skin and
hand hygiene audits
and audits commended
in both

Outstanding Actions

Timescale

Introduce the care
audit tool for the
health centre.- August
2019

Ongoing

Audit results to be
recorded on NHS
Grampian systems

Standard 9 Link

Standard 9.15 – the
prison implements
national standards and
guidance, and local
board policies for
infection prevention and
control
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Area for Improvement

Lead/Workstreams

The partnership must
ensure that the
development and
provision of infection
control guidance and
tools are prioritised
within the prison to
minimise risks to
patients and staff

Elaine Dingwall – Senior
Charge Nurse
Neil Hendry – Operation
Lead Nurse
NHSG Infection Control
Team

Update on progress
and completed actions
Working with Infection
Control Team to look at
infection control issues
in the prison

Outstanding Actions

Timescale

Develop up-to-date
guidance for staff on
how HNSG policies
apply to the prison
setting

Ongoing

Outstanding Actions

Timescale

Develop training plan
in order to ensure all
staff are trained in
appropriate skills

November 2019

Standard 9 Link

Standard 9.15 – the
prison implements
national standards and
guidance, and local
board policies for
infection prevention and
control

Staff undertake yearly
e-learning
Quality Assurance
Environmental Audit
undertaken in January
2019 and will be
undertaken every 6
months

HMIPS – Recommendation 108
Area for Improvement

Lead/workstream

The partnership must
ensure that all staff are
competent to
undertake roles, and
that there is a regular
assessment of staff
competences to
maintain patient and
staff safety

Corinne Millar - Location
Manager
Lynn Cameron – Health
Care Manager

Update on progress
and completed actions
Since the health care
manager came into
post in September
2019 all staff have had
an appraisal completed
All staff using the new
electronic training
system TURAS

Management to run
TURAS report on
training

Standard 9 Link

Standard 9.16 – the
prison healthcare
leadership team is
proactive in workforce
planning and
management. Staff feel
supported to deliver
safe, effective, and
person-centred care
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Review Core Skills that
staff should have whilst
working in the health
centre
Review of training to
ensure that all staff
have the necessary
training and skills to
undertake their job

Staff to be provided
with opportunities to
shadow community
based nursing staff to
develop skills
Training plan being
developed for all staff.

Enable staff to
undertake training in
specialist areas such as
dementia, minor
injuries, BBV,
venepuncture, cardiac,
asthma etc
NES bus and nurse
consultant provided
training around
emergency care,
sandpiper bag etc
HMIPS – Recommendation 109
Area for Improvement

Lead/workstream

The partnership must
ensure that clinical
supervision is offered to
all clinical staff and that
these staff are

Corinne Millar - Location
Manager
Lynn Cameron - Health
Care Manager

Update on progress
and completed actions
All staff having approx
6 monthly 1:1

Outstanding Actions

Develop model for
reflective practice
sessions with
Proposal discussed with psychology colleagues
Consultant Clinical

Timescale

Standard 9 Link

December 2019
Standard 9.16 – the
prison healthcare
leadership team is
proactive in workforce
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encouraged to take up
this supervision. This
will ensure that staff
are supported in their
reflections of actions
they have taken, and
have the opportunity to
discuss their decisionmaking, especially in
more stressful or
complicated situations

Lynda Todd – Consultant
Clinical Psychologist
Neil Hendry –
Operational Lead Nurse

Psychologist around a
psychotherapy sessions
at the prison to
undertake reflective
practice sessions with
staff

planning and
management. Staff feel
supported to deliver
safe, effective, and
person-centred care

HMIPS – Recommendation 110
Area for Improvement

Lead

The partnership must
ensure that training for
healthcare managers
within HMP YOI
Grampian is prioritised.
This will ensure that
healthcare managers
are given the skills to
effectively manage
healthcare services in
the prison, promote
confidence and
resilience in the
management team, and
provide assurance to
the board

Corinne Millar – Location
Manager
Lynn Cameron- Health
Care Manager

Update on progress
and completed actions
Band 7 completed
middle management
course and will be
undertaking leadership
course through RGU in
September.
Band 6 nurses
undertaking
management courses
A Band 6 nurse is
allocated to lead a shift
and attend handovers

Outstanding Actions

Timescale

Link in with review of
work being undertaken
around the Minor
Injury Review in
relation to staff
competencies and
training to look for any
crossovers

November 2019

Band 6’s have been
booked on
management courses
apart from primary care
due to sickness
currently.

Standard 9 Link

Standard 9.16 – the
prison healthcare
leadership team is
proactive in workforce
planning and
management. Staff feel
supported to deliver
safe, effective, and
person-centred care
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A general lack of
Leadership among the
nursing team was
identified. With less
senior staff expected to
make clinical decisions
without support from
the senior colleagues.
Team leads and clinical
nurse manager have
completed leadership
and management
training.
Staff competencies were
not regularly assessed
and clinical supervision
was not offered to all
staff.

Regular assessment of
competence to
maintain staff and
patient safety.
Partnership to ensure
that health care
managers receive
training, that all
managers will be given
skills to manage health

Staff competencies to
be observed by being
shadowed by their
Team Lead and a plan
made around training to be reviewed every 3
months
Following staff having
completed their annual
review will be
reallocated to the band
6 nurses on Turas.
Staff competencies to
be observed by being
shadowed by their team
manager.
Following shadowing a
plan will be made for
each member of staff
on the training they
require to undertake.
This will be reviewed
every three months.

Band 7 is undertaking a
leadership course
through RGU and has
undertake the middle
management course.
Band 6 nurses have
been present at all
handovers and this is
allocated on off duty.
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care and promote
resilience in the
management team.
HMIPS – Recommendation 111
Area for Improvement

Lead/workstream

The partnership must
assess and manage the
risks associated with
the use of the
significant number of
bank/agency staff
whilst maintaining staff
and patient safety

Corinne Millar – Location
Manager
Lynn Cameron – Health
Care Manager
Neil Hendry – Operation
Lead Nurse

Update on progress
and completed actions
Staffing Risk included
on risk registers for
AHSCP and NHSG –
completed July 2019
Business Continuity
Plans in place for when
staffing levels fall
below the minimum
level required to
provide a safe service,
looking at prioritisation
and escalation route.
Where agency staff are
being used they are
staff who regularly
work within the prison
to allow consistency
SBAR submitted to
senior management to
consider the
introduction of a prima
award for the
recruitment and
retention of staff.

Outstanding Actions

Timescale

Further work to be
done on establishing
the optimum skill mix
of the team, looking at
different disciplines
and roles within the
healthcare team,
including a pharmacy
team
Currently 2 vacancies
not filled and also
awaiting a newly
qualified nurse in
September.

September 2019

We are taking our first
student nurses on
placement from RGU
in the autumn
Training plan is being
developed for all staff.
Sandpiper bag training
is still to be
undertaken by all staff.

Standard 9 Link

Standard 9.16 – the
prison healthcare
leadership team is
proactive in workforce
planning and
management. Staff feel
supported to deliver
safe, effective, and
person-centred care
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Meeting with finance
on 2nd July to look at
budget and costings of
introducing a further
Band 7/Advanced
Nurse Practitioner Post
and a pharmacy team

Exploration of SU and
mental health nurses
in joint posts.

