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DECLARATIONS OF INTEREST

You must consider at the earliest stage possible whether you have an interest to
declare in relation to any matter which is to be considered. You should consider
whether reports for meetings raise any issue of declaration of interest. Your
declaration of interest must be made under the standing item on the agenda,
however if you do identify the need for a declaration of interest only when a particular
matter is being discussed then you must declare the interest as soon as you realise
itis necessary. The following wording may be helpful for you in making your
declaration.

| declare an interest in item (x) for the following reasons ...............

For example, | know the applicant/ | am a member of the Board of X /| am
employedby...

and | will therefore withdraw from the meeting room during any discussion and voting
on that item.

OR

| have considered whether | require to declare an interest in item (x) for the following
reasons ............... however, having applied the objective test, | consider that my
interest is so remote /insignificant that it does not require me to remove myself from
consideration of the item.

OR

| declare an interest in item (x) for the following reasons ............... however |
consider that a specific exclusion applies as my interest is as a member of xxxx,
which is
(@) a devolved public body as defined in Schedule 3 to the Act;
(b) a public body established by enactment or in pursuance of statutory
powers or by the authority of statute or a statutory scheme;
(c) a body with whom there is in force an agreement which has been made
in pursuance of Section 19 of the Enterprise and New Towns
(Scotland) Act 1990 by Scottish Enterprise or Highlands and Islands
Enterprise for the discharge by that body of any of the functions of
Scottish Enterprise or, as the case may be, Highlands and Islands
Enterprise; or
(d) a body being a company:-
i. established wholly or mainly for the purpose of providing services to
the Councillor’s local authority; and
ii. which has entered into a contractual arrangement with that local
authority for the supply of goods and/or services to that local authority.

OR

| declare an interest in item (x) for the following reasons...... and although the body is
covered by a specific exclusion, the matter before the Committee is one that is
quasi-judicial / regulatory in nature where the body I am a member of:
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is applying for a licence, a consent or an approval

is making an objection or representation

has a material interest concerning a licence consent or approval

is the subject of a statutory order of a regulatory nature made or proposed to
be made by the local authority.... and | will therefore withdraw from the
meeting room during any discussion and voting on that item.
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Agenda ltem 4
Aberdeen City Health & Social Care Partnership

Risk, Audit and Performance Committee
Minute of Meeting
Tuesday, 22 June 2021
10.00 am Virtual - Remote Meeting
Present: John Tomlinson (Chair); and Luan Grugeon,
Councillor Philip Bell and Councillor John Cooke

Also in attendance; John Forsyth, Derek Jamieson and Alex Stephen.
Apologies: Jessica Anderson and Sandra Macleod.

The agenda, reports and meeting recording associated with this minute
can be found here.

Please note that if any changes are made to this minute at the point of
approval, these will be outlined in the subsequent minute and this
document will not be retrospectively altered.
INTRODUCTION
1. The Chair welcomed all to the meeting.
The Chair intimated that Article 10 - Audited Accounts - HSCP.21.056 and Article 11 -
External Audit Report - HSCP.21.057 had been submitted late however in terms of
Section 12(2) of the Standing Orders these were accepted as matters of urgency.
The Chair advised that these matters would be heard following presentation of Article 5
— Business Planner.

INTIMATION OF DECLARATIONS OF INTEREST

2. The Chair enquired of members if they wished to declare any interests in matter
before the Committee.

There were no declarations.

DETERMINATION OF EXEMPT BUSINESS

3. There was no exempt business.
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RISK, AUDIT AND PERFORMANCE COMMITTEE
22 June 2021

MINUTE OF PREVIOUS MEETING OF 27 APRIL 2021
4, The Committee had before it the minute from its previous meeting.

The Committee resolved :-
to approve the minute as a correct record.

BUSINESS PLANNER
5. The Committee had before it the Business Planner.

Members heard from the Chief Finance Officer/Deputy Chief Officer who provided
context around future reporting.

The Committee resolved : -
to note the business planner.

EXTERNAL AUDIT REPORT - HSCP.21.057 - LATE REPORT

6. The Committee had before it the report from the External Auditor, KPMG which
presented the ‘Annual Audit Report to the Members of Aberdeen Integration Joint
Board and the Controller of Audit for the year ended 31 March 2021°.

The Chair welcomed Michael Wilkie and Matthew Moore of KPMG to the meeting and
invited a summary presentation of the report.

Members heard apologies on late submission of the report which was due to Aberdeen
City UB being one of the first organisations in Scotland to present their accounts, which
when combined with the challenges of new pandemic accounting policies had caused
additional demands on all.

The External Auditors (KPMG) expressed appreciation to the Chief Finance Officer and
his team for the assistance provided during preparation of the report.

Members were advised that pending completion of a couple of minor points, that
KPMG’s conclusions at the highest level indicated that they would be able to provide a
gualified opinion on the assurance of the accounts.

Members heard that there had been a late adjustment to the Accounts which KPMG
were satisfied was the correct treatment in terms of financial management and financial
sustainability and in line with other funding indications aligned to the pandemic
throughout the report.
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RISK, AUDIT AND PERFORMANCE COMMITTEE
22 June 2021

KPMG referenced the Executive Summary at page 3 of the report, page 71 of the
Additional pack which provided their assurance.

The report recommended :-
that the Committee note the contents of the report.

The Committee resolved :-
to approve the recommendation.

AUDITED ACCOUNTS - HSCP.21.056 - LATE REPORT

7. The Committee had before it the report from the Chief Finance Officer (CFO),
ACHSCP which presented the IJB Audited Accounts for 2020/2021.

Members heard of the challenging financial activities in consequence of pandemic
delivery and that monies in connection with the pandemic had been treated as directed
by Scottish Government direction.

Members were advised that the high level of reserve funds was due to funding being
received which was required to be spent during the next financial year, some of which
was aligned to the pandemic funding arrangements.

The CFO wished to reinforce that the IJB was not in possession of a large balance of
‘spare funding’ and that anticipated continued pandemic demands together with
financial scrutiny and savings, would still be applied during the next year. This would
see a reduction in reserve funding to more normal levels.

KPMG provided assurance to Members that these statements were correct and a
common theme to all IUB’s throughout Scotland.

The report recommended :-

that the Committee -

a) consider and agree the Integration Joint Board’s (IJB) Audited Accounts for
2020/21, as attached at Appendix A;

b) instruct Officers to submit the approved audited accounts to NHS Grampian and
Aberdeen City Council; and

C) instruct the Chief Finance Officer to sign the representation letter, as attached at
Appendix B.
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RISK, AUDIT AND PERFORMANCE COMMITTEE
22 June 2021

The Committee resolved :-

0] to approve the recommendations; and

(i) to instruct the Chief Finance Officer to review the ACHSCP Digital Strategy at a
future Workshop.

JUSTICE SOCIAL WORK PERFORMANCE MANAGEMENT FRAMEWORK -
HSCP.21.053

8. The Committee had before it the report from the Lead for Social Work, ACHSCP

which presented the newly-developed Justice Social Work Performance Management
Framework.

Members heard a summary of the development of the framework which developed from
the recent inspection and included a considerable volume of data gathering and
management which was presented to the Social Work Performance Management
Board. This enabled more coherent and coordinated discussions to produce Key
Performance Indicators (KPI's).

Members were advised that this was a particularly complex area of the ACHSCP
activities and involved national drivers combined with statutory obligations and inter
dependency with local Strategy and the ACC Local Outcome Improvement Plan (LOIP).

Members heard that whilst this was the first iteration of the framework, it was intended
to continue development which would include output from the forthcoming 1JB
Workshop.

The report recommended :-

that the Committee —

a) approve the Justice Social Work Performance Management Framework and
agree to its implementation by the justice service; and

b) instruct the Chief Officer (ACHSCP) to use this framework as the basis for a
report outlining the performance of the justice service and present this report to
RAPC no later than the end of Q1 2022-2023 and then similarly on an annual
basis thereafter.
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RISK, AUDIT AND PERFORMANCE COMMITTEE
22 June 2021

The Committee resolved :-

0] to approve the Justice Social Work Performance Management Framework as a
first iteration of work in progress and agree to its implementation by the justice
service; and

(i) to instruct the Chief Officer (ACHSCP) to use this framework as the basis for a
report outlining the performance of the justice service and present this report to
RAPC no later than the end of Q1 2022-2023 and then similarly on an annual
basis thereafter.

DELIVERY OF LEADERSHIP TEAM OBJECTIVES - HSCP.21.072

9. The Committee had before it the report from the Deputy Chief Officer, ACHSCP
which sought to provide assurance on the arrangements in hand to monitor and report
on delivery of the 2021/22 Leadership Team Objectives.

Members heard a summary of the Objectives which were aligned to Operation Home
First, the ACC LOIP and would be adapted to include the refreshed Strategic Plan.

Members were advised of the intended Performance Indicators which would be
reported to Committee and would be considered work-in-progress to develop and
enhance performance.

The report recommended : -

that the Committee —

a) note the arrangements described in this report and the accompanying
appendices for the delivery of the Leadership Team Objectives and monitoring
progress; and

b) instruct the Deputy Chief Officer to submit progress reports to the 23 September
2021, 21 December 2021 and 1 March 2022 meetings of the RAPC.

The Committee resolved :-
to approve the recommendations.

CONTRACT REGISTER / COMMISSIONING ANNUAL REVIEW - HSCP.21.073

10. The Committee had before it the report from the Chief Officer, ACHSCP which
presented the review of the contracts register / commissioning activity for 2020/21
within the Aberdeen City Health and Social Care Partnership (ACHSCP).

Members were advised that presentation of the report had been delayed from the

previous year due to the pandemic response and now presented an update on previous
commissioning activity together with intended activity.
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RISK, AUDIT AND PERFORMANCE COMMITTEE
22 June 2021

Members heard of the significant volume of work which required to be adapted to
respond to the pandemic and from which the Community Workplan activities had further
developed.

Members were advised that all commissioning activity remained on track so much so
that there had been no instance of contract extensions being sought due to late
considerations.

Members indicated their appreciation of these activities against the challenging
pandemic responses.

The report recommended :-
that the Committee note the content of the report.

The Committee resolved :-

® to approve the recommendation; and

(i) to express appreciation and acknowledge the progress on production and
development of the Commissioning approach.

STRATEGIC RISK REGISTER - HSCP.21.074

11. The Committee had before it the report from the Chief Officer, ACHSCP which
presented the latest version of the Aberdeen City Health & Social Care Partnership’s
(ACHSCP) Strategic Risk Register.

Members heard a summary of the amendments that had been applied to the Risk
Register following a considerable volume of work with the IJB and its Committees.

Members were reminded of a forthcoming Risk Workshop when a deep dive would be
applied to the Register.

Members discussed that risk of public communications and involvements to ensure
awareness of the services available to them from the ACHSCP.

The report recommended :-
that the Committee note the revised Strategic Risk Register at Appendix A.

The Committee resolved :-

@) to approve the recommendation; and

(i) to instruct the Chief Officer, ACHSCP, to consider the appropriateness of
inclusion of a risk around public awareness of ACHSCP services.
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RISK, AUDIT AND PERFORMANCE COMMITTEE
22 June 2021

OPERATION HOME FIRST - EVALUATION REPORT - HSCP.21.075

12. The Committee had before it the report from the Chief Officer, ACHSCP which

provided and update on progress on the evaluation of the Aberdeen City Priorities
relating to Operation Home First (OHF).

Members received a short presentation which provided a summary and explanation of
the extensive reports presented to the Committee.

Members expressed a desire that learning outcomes from OHF would be included
within future reports and strategic planning.

The report recommended :-
that the Committee note the information provided in the report.

The Committee resolved :-

0] to approve the recommendation; and

(i) to note that learning outcomes from OHF reporting would feature within future
reporting on Leadership Team Objectives and Strategic Planning.

CONFIRMATION OF ASSURANCE

13. The Committee resolved :-

to note they had received Confirmation of Assurance from the reports and associated
discussions presented and that further assurance had been evidenced by the activity of
all staff in not only producing the necessary information but also by the delivery and

modifications of processes and services in a regular and sustained manner.
- JOHN TOMLINSON, Chair
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RISK and AUDIT PERFORMANCE COMMITTEE BUSINESS PLANNER
The Business Planner details the reports which have been instructed by the Committee as well as reports which the Functions expect to be submitting for the calendar year.

Delayed or
. . - . Update/ | Recommended L
Date Created Report Title Minute Reference/Committee Decision or Report Number | Report Author Lea_d Officer / Directorate Status for removal or Explanation if delayed,
Purpose of Report Business Area removed or transferred
(RAG) transfer, enter
either D, R, or T
2
3 23 September 2021
Standing Item OHF Report Quarterly Reporting (Amalgamated within OHF Approved within in report
Report and Op Snowdrop) HSCP.21.075 at June
RAPC recommendation ii)
to note that learning
Lead Strategy outcomes from OHF
Calum Leask and Performance ACHSCP R reporting would feature
reporting on Leadership
Team Objectives and
Strategic Planning.
4
Standing Item Board Assurance and Escalation 26.08.2020; The Committee resolved :-
Framework (BAEF) . .
. . . HSCP.21.101 Martin Allan Busin Manager ACHSCP
(iv) to note that the Framework will be reviewed by sC 0 art a usiness Manage CHSC
E) the Committee on an annual basis.
Standing Item Financial Regulations Review Regular review of the Finanical Regulations.
HSCP.21.109 Alex Stephen Chief Finance Officer ACHSCP
6
Standing Item Directions Tracker On 23.09.2020, RAPC : (jii) to direct the Chief
Finance Officer to report on the Directions Tracker - .
every 6 months - see 27 April 2021 HSCP.21.104 Alex Stephen Chief Finance Officer ACHSCP
7
8 Standing Iltem 1B / ACHSCP Annual Report Annual Report HSCP.21.105 Alison MacLeod Performance Lead ACHSCP
At IJB on 06.07.21: (ii)to instruct the Chief Officer
to report on a quarterly basis on any whistleblowing
Standing Item  Whistleblowing Updates incidents raised under the Standards to the Risk, HSCP.21.102 Martin Allan Business Manager ACHSCP
Audit and Performance Committee and NHS
9 Grampian Board
27.04.2021 Deputy Chief Officer Impact on 20210427 RAPC : (ii)fa instruct the Chief Officer,
role of Chief Finance Officer ACHSCP, to review the role of the Chief Finance
Officer to ensure sufficient support is available to ) .
allow the CFO to undertake the responsibilities Sandra Macleod Chief Officer ACHSCP Defer Delayed pgndmg review of
allocated to the post and provide assurance to the new portfolio arrangements.
Committee via a report when completed.
10
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Delayed or
. . . . Update/ | Recommended L
Date Created Report Title Minute Reference/Committee Decision or Report Number | Report Author Lea.d Officer / Directorate Status for removal or Explanation if delayed,
Purpose of Report Business Area removed or transferred
(RAG) transfer, enter

either D, R, or T

2
20210427 RAPC: The Comm-|tte.e resolved :-(i) Whilst RAPC preagenda
to approve the recommendation; and
- . June 21 - all three Hosted
(ii) to note that Duty 10 (Support the 1JB in .
S . . . Services to be reported on
Assurance on Partner Delivery of delivering and expecting cooperation in seeking 23 September 2021; now to
27.04.2021 . assurance that hosted Services run by partners are Alex Stephen  Chief Finance Officer ACHSCP Defer o
Hosted Services . . . be reported initially to
working) will be reviewed and addressed to the . :
Committee on 23 September 2021. Strategic Planning Group on
22.09.2021, then to RAPC
1 on 21.12.2021
20210427 RAPC : (iii to note that a review of Risk 3
(Hosted Services) will be presented to the Whilst RAPC preagenda
Committee on 23 September 2021. June 21 - all three Hosted
D . . ; Services to be reported on
27.04.2021 giiegl?Ecl,?t(eﬁesgésrt,?ééfev'ew of Martin Allan Business Manager ACHSCP Defer 23 Septembgr- 2021; now to
be reported initially to
Strategic Planning Group on
22.09.2021, then to RAPC
12 on 21.12.2021
26.05.2021 PCIP - progress to date Primary Care Improvement Plan - progress to date;
information only report as presented to CE HSCP.21.105 Emma King Sandra Macleod ACHSCP
13 Business Meeting 25/05/21
11.06.2021 Mental Health Welfare Briefing paper on the Mential Health Welfare
Commission - Young People Commission - Young Person Monitoring Report - Mental Health NHS
2019-20; and implications for ACHSCP HSCP.21.108  Alex Pirrie Services Grampian
14
07.06.2021 Records Management Plan (RMP) Feedback from National Records of Scotland on
sugested improvement actions and an action plan HSCP.21.103  Martin Allan Business Manager ACHSCP
15
22.06.2021 Digital Strategy Workshop
The Strategic Plan
Workshop in October will
review this requirement and
Alex Stephen  Chief Finance Officer ACHSCP Defer an amended updated will be
On 22.06.21, from Audited Accounts - presented to RAPC on
HSCP.21.056; to instruct the Chief Finance Officer 21.12.2021 (though 1JB on
to review the ACHSCP Digital Strategy at a future 15.12.2021 may have a
16 Workshop. report)
22.06.2021 LT Objectives - Updates on On 22.06.21, from Delivery of Leadership Team
Delivery Objectives - HSCP.21.072; (ii)io instruct the Lead Strategy and
Deputy Chief Officer to submit progress reports to HSCP.21.107 Alison Macleod Performance Manager ACHSCP
the 23 September 2021, 21 December 2021 and 1
17 March 2022 meetings of the RAPC.
18
19 21 December 2021
20 [Standing Iltem Strategic Risk Register Bi-Annual - last report June 2021 Martin Allan Business Manager ACHSCP
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either D, R, or T

A B C D E F G H J
Delayed or
. . . . Update/ | Recommended L
Date Created Report Title Minute Reference/Committee Decision or Report Number | Report Author Lea.d Officer / Directorate Status for removal or Explanation if delayed,
Purpose of Report Business Area removed or transferred
(RAG) transfer, enter

2
Standing Item OHF Report Quarterly Reporting Approved within in report
HSCP.21.075 at June
RAPC recommendation ii)
Lead Strategy to note that learning
Calum Leask and Performance ACHSCP R outcomes from OHF
Manager re_pqrtmg would feature
within future
reporting on Leadership
Team Objectives and
21 Strateqic Plannina.
At IJB on 06.07.21: (ii)fo instruct the Chief Officer
to report on a quarterly basis on any whistleblowing
Standing Iltem  Whistleblowing Updates incidents raised under the Standards to the Risk, Martin Allan Business Manager ACHSCP
Audit and Performance Committee and NHS
22 Grampian Board:
22.06.2021 LT Objectives - Updates on On 22.06.21, from Delivery of Leadership Team
Delivery Objectives - HSCP.21.072; (ii)fo instruct the
Deputy Chief Officer to submit progress reports to Alison Macleod P;‘;{?&i:?f&éﬁgger ACHSCP
the 23 September 2021, 21 December 2021 and 1
23 March 2022 meetings of the RAPC.
22.06.2021 Public Awareness Risk On 22.06.21, from Strategic Risk Register -
HSCP.21.074; (ii)fo instruct the Chief Officer,
ACHSCP, to consider the appropriateness of Martin Allan Business Manager ACHSCP
inclusion of a risk around public awareness of
24 ACHSCP services.
25
1 March 2022
26
Standing Item OHF Report Quarterly Reporting Lead Strategy ﬁps)pggv;f (\;\gtstu:t |31urr:aeport
Calum Leask and Performance ACHSCP R RAPC recommendation ii)
27 Manager to note that learning
Standing Item Directions Tracker On 23.09.2020, RAPC : (jii) to direct the Chief
z\llrzgceen? ::fﬁ é ’EOS;eepgr?t X;rzrgogliectlons Tracker Alex Stephen Chief Finance Officer ACHSCP
28
Standing Item Annual / Biennial Report on Adult At 1B on 25 May 2021 - agreed annual reporting .
Social Care APC propose report annually to each committee
29
Standing Item Equalities and Equalities At IJB on 25 May 2021 - (v)fo instruct the Chief Lead Strategy and
Outcomes Officer, ACHSCP to submit 6-monthly reports Alison Macleod Performance Manager ACHSCP
30 alternately to the RAPC and IJB.
At IJB on 06.07.21: (ii)to instruct the Chief Officer
to report on a quarterly basis on any whistleblowing
Standing ltem  Whistleblowing Updates incidents raised under the Standards to the Risk, Martin Allan Business Manager ACHSCP
Audit and Performance Committee and NHS
31 Grampian Board:;
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A B C D E F G H J
Delayed or
. . . . Update/ | Recommended L
Date Created Report Title Minute Reference/Committee Decision or Report Number | Report Author Lea.d Officer / Directorate Status for removal or Explanation if delayed,
Purpose of Report Business Area removed or transferred
(RAG) transfer, enter
either D, R,or T
2
22.06.2021 LT Objectives - Updates on On 22.06.21, from Delivery of Leadership Team
Delivery Objectives - HSCP.21.072; (ii)fo instruct the
Deputy Chief Officer to submit progress reports to Alison Macleod P;_r?sgw?r:iteel?ﬂ);ﬁgder ACHSCP
the 23 September 2021, 21 December 2021 and 1 9
32 March 2022 meetings of the RAPC.
33
34 First Meeting 2022/2023 Session
Standing Item Internal Audit Reports Assurance that services are operating effectively . Interim Chief Internal
35 Colin Harvey Auditor Governance
y Standing Item rRei\gﬁ[\;v of relevant Audit Scotland Good practice to see national position Alex Stephen Chief Einance Officer ACHSCP
Standing Item Review of Local Code of To provide assurance on Governance Environment Alex Stephen Chief Einance Officer ACHSCP
37 Governance
e Standing Item Review of Financial Governance  To provide assurance on Governance Environment Alex Stephen Chief Einance Officer  ACHSCP
" Standing Item Approval of unaudited Accounts  Per RAPC Terms of Reference Alex Stephen Chief Einance Officer ACHSCP
0 Standing Item Annual Governance Statement To provide assurance on Governance Environment Alex Stephen Chief Einance Officer  ACHSCP
1 Standing Iltem  Whistleblowing Updates At1JB on 06.07.21: (ii)to ingtruct the Chi,Ef Office.r Martin Allan Business Manager ACHSCP
to renort on a auarterlv basis on anv whistlehlowina
22.06.2021 Justice Social Work Performance On 22.06.21, from Justice Social Work
Performance Management Framework -
HSCP.21.053; (i)fo approve the Justice Social
Work Performance Management Framework as a
first iteration of work in progress and agree to its
implementation by the justice service; and _ _ _
(iNfd instruct the Chief Officer (ACHSCP) to use Claire Wilson Lead for Social Work ~ ACHSCP
this framework as the basis for a report outlining the
performance of the justice service and present this
report to RAPC no later than the end of Q1 2022-
2023 and then similarly on an annual basis
thereafter.
42
Standing Item Justice Social Work Annual Report On 06.07.21 at 1JB 08/07/2021 (ii)fo instruct the
Chief Officer, ACHSCP to present an annual
update to the Risk, Audit and Performance Claire Wilson Lead for Social Work ACHSCP .
Committee on the progress being made with the to amalgamate within above
43 implementation of this delivery plan. entry
44
45 Second Meeting 2022/2023 Session
Standing Item Internal Audit Reports Assurance that services are operating effectively . Interim Chief Internal
46 Colin Harvey Auditor Governance
47 [Standing Item External Audit Strategy 202/22 Michael Wilkie KPMG KPMG
. Standing Item rRe%\gﬁ[\;v of relevant Audit Scotland |Good practice to see national position Alex Stephen Chief Einance Officer ACHSCP
49 |Standing ltem Strategic Risk Register Bi-Annual - last report December 2021 Martin Allan Business Manager ACHSCP
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A B C D E F G H J
Delayed or
. . . . Update/ | Recommended L
Date Created Report Title Minute Reference/Committee Decision or Report Number | Report Author Lea.d Officer / Directorate Status for removal or Explanation if delayed,
Purpose of Report Business Area removed or transferred
(RAG) transfer, enter
either D, R,or T
2
Standing Item OHF Report Quarterly Reporting Approved within in report
HSCP.21.075 at June
RAPC recommendation ii)
Lead Strategy to note thaft Ieargllrj'?:
Calum Leask and Performance Man| ACHSCP R outcomes rom
ager reporting would feature
within future
reporting on Leadership
Team Objectives and
50 Stratedic Plannina.
Standing Item Directions Tracker On 23.09.2020, RAPC : (iii) to direct the Chief
Finance Officer to report on the Directions Tracker A )
Alex Stephen Chief Finance Officer ACHSCP
every 6 months - see 21 December 2021 P
51
At IJB on 06.07.21: (ii)fo instruct the Chief Officer
to report on a quarterly basis on any whistleblowing
Standing Iltem  Whistleblowing Updates incidents raised under the Standards to the Risk, Martin Allan Business Manager ACHSCP
Audit and Performance Committee and NHS
52 Grampian Board:;
53
54 Third Meeting 2022/2023 Session
Standing Item Internal Audit Reports Assurance that services are operating effectively . Interim Chief Internal
55 Colin Harvey Auditor Governance
e Standing Item rRe%\gﬁ[\;v of relevant Audit Scotland |Good practice to see national position Alex Stephen Chief Einance Officer ACHSCP
Standing Item Board Assurance and Escalation |26.08.2020; The Committee resolved :-
Framework (BAEF) . .
. . . Martin Allan Business Manager ACHSCP
(iv) to note that the Framework will be reviewed by g
57 the Committee on an annual basis.
s Standing Item Financial Regs Review Annual Review Alex Stephen Chief Einance Officer ACHSCP
At 1JB on 06.07.21: (ii)i@ instruct the Chief Officer
to report on a quarterly basis on any whistleblowing
Standing Iltem  Whistleblowing Updates incidents raised under the Standards to the Risk, Martin Allan Business Manager ACHSCP
Audit and Performance Committee and NHS
59 Grampian Board;
At IJB on 06.07.21: (iii)fo instruct the Chief Officer,
ACHSCP to report to the Risk, Audit and Performance Lead Strateav and
06.07.21 Committee in 12 months with an update on locality Alison Macleod Perf I?/Iy ACHSCP
planning including implementation of the locality plans. eriormance Manager
60
61 Fourth Meeting 2022/2023 Session
Standing Item Internal Audit Reports Assurance that services are operating effectively . Interim Chief Internal
62 Colin Harvey Auditor Governance
o Standing Item rReep\gret\;v of relevant Audit Scotland |Good practice to see national position Alex Stephen Chief Finance Officer ACHSCP
64 | Standing Item Strategic Risk Register Bi-Annual - last report December 2021 Martin Allan Business Manager ACHSCP
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A B C D E F G H J
Delayed or
. . . . Update/ | Recommended L
Date Created Report Title Minute Reference/Committee Decision or Report Number | Report Author Lea.d Officer / Directorate Status for removal or Explanation if delayed,
Purpose of Report Business Area removed or transferred
(RAG) transfer, enter

either D, R, or T

Standing Item

OHF Report

Quarterly Reporting

Lead Strategy

Approved within in report
HSCP.21.075 at June
RAPC recommendation ii)
to note that learning
outcomes from OHF

Calum Leask and Performance ACHSCP R ,
Manager reporting would feature
within future
reporting on Leadership
Team Objectives and
65 Stratedic Plannina.
Standing Item Directions Tracker On 23.09.2020, RAPC : (iii) to direct the Chief
Finance Officer to report on the Directions Tracker A )
every 6 months - see 21 December 2021 Alex Stephen Chief Finance Officer ACHSCP
66
At IJB on 06.07.21: (ii)fo instruct the Chief Officer
to report on a quarterly basis on any whistleblowing
Standing Iltem  Whistleblowing Updates incidents raised under the Standards to the Risk, Martin Allan Business Manager ACHSCP
Audit and Performance Committee and NHS
67 Grampian Board:;
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Alex Stephen
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Appendix A - Financial Regulations —

ABRECIREE September 2021

1. Purpose of the Report

1.1. The purpose of this report is to present the Risk, Audit and Performance
Committee (RAPC) with an update on the Chief Finance Officer's review of
the Integration Joint Board’s (JB) Financial Regulations.

2. Recommendations

2.1. It isrecommended that RAPC:

a) Note that the Chief Finance Officer (CFO) considers no changes to the
Financial Regulations are required from his review as at September
2021. The Financial Regulations are attached at Appendix A.

3. Summary of Key Information
3.1. The WUB commissions services from Aberdeen City Council (ACC) and NHS

Grampian (NHSG). The management of services within these organisations
is governed by their own financial regulations.

1
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3.2.

3.3.

3.4.

3.5.

3.6.

4.1.

4.2.

4.3.

4.4,

Aberdeen City Health & Social Care Partnership

RISK, AUDIT AND PERFORMANCE COMMITTEE

Under the Local Government (Scotland) Act 1973, the 1B is required to
make arrangements for administration of its financial affairs. At its meeting
on the 26 March 2016, the 1B agreed a set of financial regulations which
detailed the responsibilities, policies and procedures that govern the 1JB.

The IJB requested that the financial regulations are reviewed regularly.

The previous review was in 2019, and a report to the 1 November 2019
meeting of the B (report HSCP.19.054) highlighted two main changes
around financial monitoring and grant funding and we continue to work
within those approved changes.

We also reported that we were not then compliant with regards set-aside
budget; there has been no progress but this is not impacting on
performance or financial control. Work progresses both with NHS nationally
and locally in Grampian to determine whether the set-aside usage can be
received quarterly.

The financial regulations have been reviewed and we consider continue to
support the integrity of our financial records. No amendment is required
from our review in September 2021. A copy of the Financial Regulations
attached as Appendix A on this report.

Implications for 1JB

Equalities, Fairer Scotland Duty and Health Inequalities — there are no
direct implications as a result of this report.

Financial —the 1B Financial Regulations detail the financial

responsibilities, and policies and procedures that govern the Integration
Joint Board.

Workforce —there are no direct workforce implications arising from the
recommendations of this report.

Legal — approval of these Financial Regulations will allow the JB to comply
with its obligation to make arrangements for its financial affairs under the
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RISK, AUDIT AND PERFORMANCE COMMITTEE

Local Government (Scotland) Act 1973. Should a major change be
required to the financial regulations then this would need to be passed
through to the 1B for final approval.

4.5. Other —there are no other implications arising from the recommendations
of this report.

5. Links to ACHSCP Strategic Plan - Development and management of
robust financial arrangements acknowledges the strategic intent of the 1JB
and enables delivery of the strategic aims

6. Management of Risk

6.1. Identified risks(s): Without regular review of the Financial Regulations and
adherence to them, there is a risk of financial failure and a negative impact
on the delivery of the ACHSCP priorities.

6.2. Link to risks on strategic or operational risk register: Risk 2 (Strategic
Risk Register) - There is a risk of financial failure, that demand outstrips
budget and IJB cannot deliver on priorities, statutory work, and projects an
overspend.

6.3. How might the content of this report impact or mitigate these risks:

The regular review of our financial regulations aims to maintain the integrity
of the IUB’s financial system and as such will help to mitigate this risk.

pprovals I

Sandra Macleod
(Chief Officer)

Alex Stephen
(Chief Finance Officer)
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ABERDEEN CITY INTEGRATION JOINT BOARD
FINANCIAL REGULATIONS: INDEX

1. INTRODUCTION and INTERPRETATION
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Aberdeen City Health & Social Care Partnership

INTRODUCTION and INTERPRETATION

The Public Bodies (Joint Working) (Scotland) Act 2014 was passed by the
Scottish Parliament on 25 February 2014 and provides a framework for the
effective integration of adult health and social care services. The Act required
the submission of a partnership agreement, known as the Integration Scheme for
approval by the Scottish Government. Following a detailed consultation process,
the scheme was submitted for approval in December 2015. Following approval
by the Cabinet Secretary for Health, Wellbeing and Sport an Order was laid
before the Scottish Parliament on 8 January 2016 and the Aberdeen City
Integration Joint Board was established as an autonomous legal entity with effect
from 6 February 2016. The Integration Scheme has since been reviewed by the
IJB and passed to the Scottish Government in March 2018.

Aberdeen City Council and NHS Grampian recognise that they each have
continuing financial governance responsibilities and agreed to establish
Aberdeen City Integration Joint Board as a ‘joint arrangement’ as defined by
IFRS 11. IFRS 11 is the international accounting standard that clarifies the
reporting procedures that apply where parties recognise the rights and
obligations arising from the joint arrangements.

The main objective of these Financial Regulations is to detail the financial
responsibilities and policies and procedures that govern the Integration Joint
Board. Representatives and Committees of Aberdeen City Integration Joint
Board must comply with these Financial Regulations in dealing with the financial
affairs of Aberdeen City Integration Joint Board.

The Aberdeen City Integration Joint Board has appointed a Chief Officer who will
be the accountable officer of the Integration Joint Board in all matters except
finance where there will be joint accountability with the Chief Finance Officer.
The Chief Officer is accountable to the Chief Executives of NHS Grampian and
Aberdeen City Council.

The Aberdeen City Integration Joint Board has appointed a Chief Finance Officer
who is the proper officer for the purposes of Section 95 of the Local Government
(Scotland) Act 1973. The Chief Finance Officer has a statutory duty to ensure
that proper financial administration of the financial affairs of Aberdeen City
Integration Joint Board is maintained. The Aberdeen City Integration Joint Board
has regard to the current CIPFA guidance on the role of the Chief Finance
Officer in Local Government.
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http:/mww.cipfa.org/policy-and-guidance/reports/the -role -of-the-chief-financial-
officer-in-local-government

Should any difficulties arise regarding the interpretation or application of these
financial regulations, individuals must seek advice from the Chief Finance Officer
before any action is taken.

The Aberdeen City Integration Joint Board commissions services from Aberdeen
City Council and NHS Grampian. The management of services within each of
these organisations continues to be governed by the existing Standing Financial
Instructions, Financial Regulations, Schedule of Reserved Decisions, Operational
Scheme of Delegation and any other extant financial procedures approved by their
respective Governance structures. Officers, staff, committees, councillors and
non-executive members of these organisations should ensure they comply with
their respective financial governance arrangements.

Any breach or non-compliance with these Regulations must, on discovery, be
reported immediately to the Chief Officer or the Chief Finance Officer of
Aberdeen City Integration Joint Board. They must then consult with the NHS
Grampian Chief Executive and Aberdeen City Council Chief Executive or another
nominated or authorised person as appropriate to decide what action should be
taken.

For the avoidance of doubt the breach of or non-compliance with these
Regulations may result in disciplinary action being taken against the relevant
individuals in line with the policies of the employing organisation.

These financial regulations should be read in conjunction with the Standing
Financial Regulations of NHS Grampian and Aberdeen City Council:

ROLES and RESPONSIBILITIES

INTEGRATION JOINT BOARD MEMBERS RESPONSIBILITY

The Board are responsible for ensuring that proper accounting records are kept,
which disclose at any time, the true and fair financial position and enable the
preparation of financial statements that comply with the applicable Code of
Practice. The Board are also responsible for ensuring that procedures are in
place to ensure compliance with all statutory obligations.
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2.3.6

Aberdeen City Health & Social Care Partnership

CHIEF OFFICER RESPONSIBILITIES

The Chief Officer has a direct line of accountability to the Chief Executives of
NHS Grampian and Aberdeen City Council for the delivery of integrated services.
The Chief Officer is responsible for ensuring that progress is being made in
achieving the national outcomes and that any locally delegated responsibilities
for health and wellbeing and for measuring, monitoring and reporting on the
underpinning measures and indicators (including financial) that will demonstrate
progress.

The Chief Officer is responsible for ensuring that the decisions of the Board are
carried out.

The Chief Officer shall ensure that the Financial Regulations and all associated
procedure manuals and documents are made known to appropriate staff members
and shall ensure full compliance with them.

The Chief Officer shall prepare budgets following consultation with the Chief
Finance Officer. The Chief Officer is also responsible for the preparation of Service
Plans and relevant business cases relating to the Services. The Chief Officer shall
ensure that the Chief Finance Officer isinformed of financial matters that will have
a significant impact on the Services, seeking financial advice where necessary.

CHIEF FINANCE OFFICER RESPONSIBILITIES

The Chief Finance Officer is responsible for governance of the Board’s financial
resources, ensuring the Partners utilise these in accordance with the Strategic
Plan and that the Strategic Plan delivers best value.

The Chief Finance Officer shall ensure that suitable accounting records are
maintained and is responsible for the preparation of the Board’s Financial
Statements following the Code of Practice on Local Authority Accounting in the
UK.

The Chief Finance Officer shall ensure that these Financial Regulations are
reviewed and kept up to date.

The Chief Finance Officer shall provide the Chief Officer and the Board with an
annual governance statement.

The Chief Finance Officer shall be entitled to report upon the financial
implications of any matter coming before Aberdeen City Integration Joint Board.
To allow the Chief Finance Officer to fulfil this obligation, the Chief Officer will
consult with the Chief Finance Officer on all matters involving a potential financial
implication that is likely to result in a report to the Board.

The Chief Finance Officer shall ensure that arrangements are in place to properly
establish the correct liability, process and accounting for Xﬁl For maj(ﬁ v|v-cirkss
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Aberdeen City Health & Social Care Partnership

service transformation and other changes in service delivery, the Chief Finance
Officer must be consulted on the financial impacts, including VAT implications.

FINANCIAL PLANNING and MANAGEMENT

ANNUAL BUDGET

The Chief Finance Officer will report to Aberdeen City Integration Joint Board
each year on the process, timetable, format and key assumptions in drafting the
annual budget.

The Chief Finance Officer of Aberdeen City Integration Joint Board, Section 95
Officer of Aberdeen City Council and the Director of Finance of NHS Grampian
will agree a timetable for preparation of the annual budget of Aberdeen City
Integration Joint Board and the exchange of information between Aberdeen City
Integration Joint Board, Aberdeen City Council and NHS Grampian.

The Chief Officer will submit annually to the Board a Strategic Plan setting out
proposals for the delivery of services within the remit of the Board for, at
minimum, the next 3 years. This will include the Integrated Budget and the
notional budget for directed hospital services. The Strategic Plan will detail the
reason for any projected surplus or deficit and how this will be used / addressed.

The Chief Officer and the Chief Finance Officer will develop a case for the
Integrated Budget based on the Strategic Plan and present it to the Council and
NHS Grampian for consideration and agreement as part of the annual budget
setting process.

The Chief Finance Officer will prepare and issue guidance, instructions and a
timetable to all involved in the preparation of the annual budget.

Following agreement of the Strategic Plan by the Board, and confirmation of the
Integrated Budget by the Partners, the Chief Officer will provide Directions in
writing to the Partners regarding operational delivery of the Strategic Plan. The
Directions will include the functions that are being directed, how they are to be
delivered and the resources to be used in delivery of the direction in accordance
with the Strategic Plan. Directions will be confirmed by the Chief Officer by 31
March of the financial year proceeding the financial year under Direction.

The responsibility for delivering the delegated services for Aberdeen City
Integration Joint Board to Aberdeen City Council and NHS Grampian shall lie
with the Chief Officer of the Integration Joint Board.

ACCOUNTING POLICIES
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Aberdeen City Health & Social Care Partnership

The B is subject to the audit and accounts provisions of a body under section
106 of the Local Government (Scotland) Act 1973. The Chief Finance Officer is
responsible for the preparation of the Board’s Financial Statements following the
Code of Practice on Local Authority Accounting in the UK.

BUDGET MONITORING

It is the joint responsibility of the Chief Officer and the Chief Finance Officer of
the Aberdeen City Integration Joint Board to report to the Board regularly,
timeously and accurately on all matters of budget management and control. The
reports should include projections for the full financial year and any implications
for the following financial years. These reports will include recovery action
proposed where a year end budget variance is identified.

The Director of Finance, NHS Grampian and the Section 95 Officer, Aberdeen
City Council will provide the Chief Finance Officer of the Aberdeen City
Integration Joint Board with information regarding the costs incurred for the
services directly managed by them. Information should be provided based on an
agreed format and timetable.

The Director of Finance, NHS Grampian will provide the Chief Finance Officer of
Aberdeen City Integration Joint Board with financial information on a monthly
basis regarding the hosted services. Information should be in an agreed format
and produced timely to enable inclusion in the financial monitoring reports.

The Director of Finance, NHS Grampian will provide the Chief Finance Officer of
Aberdeen City Integration Joint Board with information regarding the use of the
amounts set aside for hospital services. A frequency will be formally agreed but
as a minimum, information will be provided on a quarterly basis.

The Chief Finance Officer will report monthly to the Chief Officer on the financial
performance and position. These reports will be timely, relevant and reliable and
will include information, analysis and explanation in relation to:

e Reviewing budget savings proposals

e Actual income and expenditure

e Forecast outturns and annual budget

e Explanations of significant variances

e Reviewing action required in response to significant variances

e Identifying and analysing financial risks

e Use of reserves

e Any adjustments to the annual budget (e.g. new funding allocations)
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Aberdeen City Health & Social Care Partnership

The Chief Finance Officer will work with the Section 95 Officer of Aberdeen City
Council and Director of Finance of NHS Grampian to ensure managers are
provided with monthly financial reports that are timely, relevant and reliable.
These reports will include information and analysis in relation to:

e Budget available to managers
e Actual income and expenditure
e Forecast outturns.

The Chief Finance Officer will be consulted on all reports being submitted to the
Board to ensure that any financial implications arising have been considered.
Each Board report should include a Financial Implications section.

It is a requirement of the Public Bodies (Joint Working) (Scotland) Act 2014 that
an annual performance report is presented to the Board and the financial
contents therein should comply with the requirements as set out in the Act.

VIREMENT

Virement is the process of transferring budget between budget headings with no
change to the overall net budget.

The Chief Officer is expected to deliver the agreed outcomes within the total
delegated budget. Any virement must not create additional overall budget
liability, unless additional income is being passed on from either of the partners.

Any proposal for virement involving a new policy, or variation of existing policy,
which will impact upon the strategic plans of the Aberdeen City Integration Joint
Board, will be subject to the approval of the Aberdeen City Integration Joint
Board.

Virement can be used in the following situations and with reference to the flow
chart at APPENDIX 1;

e The Chief Finance Officer has been notified; and
e The virement does not create an additional financial commitment into future
financial years unless funded by additional income.

The virement process cannot be used in the following situations:

e for transfers between IJB and non-lJB budgets;
e for expected savings on finance costs or recharges;

e any savings against a property which has been declared surplus under the
Council's or NHS’s surplus asset procedure;

= NHS
B0 ———
ABERDEEN Grampian

CITY COUNCIL

Page 30



3.4.6

3.4.7

3.5

3.5.1

3.5.2

3.5.3

3.54

3.6

3.6.1

3.7

3.7.1

Aberdeen City Health & Social Care Partnership

e to reinstate an item deleted by the Integration Joint Board during budget
considerations unless approved by the Integration Joint Board.

The Chief Finance Officer must maintain separate budgets for any hosted
services managed on behalf of Grampian wide partners. Virement to and from
these to Integration Joint Boards requires authorisation of all the three
Integration Joint Boards before being implemented.

To the extent that any virement would transfer budget between Partners the
Chief Finance Officer is required to notify the Partner bodies.

FINAL ACCOUNTS PREPARATION

The Public Bodies (Joint Working) (Scotland) Act 2014 requires that the
Aberdeen City Integration Joint Board is subject to the audit and accounts
provisions of a body under Section 106 of the Local Government (Scotland) Act
1973 (Section 13). This will require audited annual accounts to be prepared with
the reporting requirements specified in the relevant legislation and regulations
(Section 12 of the Local Government in Scotland Act 2003 and regulations under
Section 105 of the Local Government (Scotland) Act 1973).

Financial statements will be prepared to comply with the Code of Practice on
Local Authority Accounting and other relevant professional guidance.

The draft annual accounts and final accounts shall be submitted to the Board
and Audit and Performance Systems Committee (if applicable) for their scrutiny
and review.

The timetable for audit and publication of Aberdeen City Integration Joint Boards
annual accounts shall be agreed in advance with the external auditors of
Aberdeen City Council and NHS Grampian. Audited annual accounts shall be
signed and published in line with statutory deadlines.

TREASURY MANAGEMENT

The Integration Joint Board will not undertake any cash transactions but rather
these will be on a notional basis through the Direction of expenditure undertaken
by the Partners. Any cash correction arising as a result of the direction by the
Board will be undertaken directly between the Partners. The Integration Joint
Board will not operate a bank account.

RESERVES

The Public Bodies (Joint Working) (Scotland) Act 2014 empowers the Integration
Joint Boards to hold reserves, which should be accounted for in the financial
accounts and records of Aberdeen City Integration Joint Board. Aberdeen City
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Aberdeen City Health & Social Care Partnership

Integration Joint Board has a Reserves Policy that is held outwith these Financial
Regulations.

Unless otherwise agreed, any unspent budget will be transferred into the
reserves of the Aberdeen City Integration Joint Board at the end of each financial
year.

A policy on reserves has been prepared by the Chief Finance Officer and was
approved by the Aberdeen City Integration Joint Board. The policy will be
reviewed annually, during the medium term financial strategy process and is
attached as an appendix to these regulations.

GRANT FUNDING APPLICATIONS

Where opportunities arise to attract external funding, relevant officers shall
consider the conditions surrounding the funding to ensure they are consistent
with the aims and objectives of Aberdeen City Integration Joint Board and the
Strategic Plan.

Grant funding to be secured by the Aberdeen City Integration Joint Board from
external bodies is required to receive approval from the Integration Joint Board
prior to an application being made by the accountable body to ensure that any
match funding requirements are considered. Where the match funding required
is greater than £50,000 and has either been agreed by the IJB previously or is
included within the current revenue budget, then approval by the Integration Joint
Board is not required prior to bidding for grants. Where the match funding
element is less that £50,000 and is included within the current revenue budget
then approval by the Integration Joint Board is not required prior to bidding for
grants. The Chief Finance Officer will be responsible for determining whether
funding is contained within the current revenue budget and should be consulted
before any grant funding bids are made by officers

The Chief Finance Officer shall ensure that arrangements are in place to:-

e receive and properly record such income in the accounts of the accountable
body;

e ensure the audit and accounting arrangements are met; and

e ensure the funding requirements are considered prior to entering into any
agreements.

FINANCIAL SYSTEMS and PROCEDURES

INCOME

There is no income to the Integration Joint Board by way of cash transaction.
Transfer of resources will be made by NHS Grampian and Aberdeen City
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Council in respect of the agreed delegated functions. Payment will then be
made by the Integration Joint Board for the delivery of these services. The
accounting for these transactions will be via book entries in the ledgers of NHS
Grampian and Aberdeen City Council.

AUTHORITY TO INCUR EXPENDITURE

The Chief Officer shall have the authority to incur expenditure within the
approved delegated resources from Aberdeen City Integration Joint Board to
Aberdeen City Council and NHS Grampian in-line with any supplementary
budget that has been approved by the Aberdeen City Integration Joint Board,
and subject to the provisions of these Financial Regulations.

Expenditure shall be aligned with the Strategic Plan.

SCHEME of DELEGATION

Detail included in separate documentation.

PROCUREMENT and COMMISSIONING

The Public Bodies (Joint Working) (Scotland) Act 2014 provides that the
Aberdeen City Integration Joint Board may enter into a contract with any other
person in relation to the provision to the Integration Joint Board of goods and
services for the purposes of carrying out functions conferred on it by the Act.

Procurement activity will be undertaken in accordance with the guidance
prevailing in the Partner organisation to which the Board has given operational
Direction for the use of financial resources.

IMPRESTS

There will be no facility for petty cash unless authorised by the Aberdeen City
Integration Joint Board Chief Finance Officer and the necessary security
arrangements have been established and have been deemed adequate.

Imprest facilities will be operated within NHS Grampian and Aberdeen City
Council and will be contained within their respective established arrangements.

FINANCIAL ASSURANCE

AUDIT & PERFORMANCE SYSTEMS COMMITTEE

Aberdeen City Integration Joint Board is required to make appropriate and
proportionate arrangements for overseeing the system of corporate governance
and internal controls. For this purpose the Aberdeen City Integration Joint Board
has agreed to the establishment of an audit committee (the Audit and
Performance Systems Committee) and will approve terms of reference. This
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Committee should operate in accordance with Financial Reporting Council
professional guidance for Audit Committees.

EXTERNAL AUDIT

The Accounts Commission will appoint the external auditors to the Aberdeen City
Integration Joint Board.

External Audit will be required to submit an annual plan to the Aberdeen City
Integration Joint Board / Audit & Performance Systems Committee.

External Audit will be required to submit a final report to Aberdeen City
Integration Joint Board / Audit & Performance Systems Committee.

The External Auditor appointed to Aberdeen City Integration Joint Board for the
purposes of conducting their work, shall:-

e Have aright of access to all records, assets, personnel and premises,
including those of partner organisations in carrying out their duties in relation
to B activity.

e Have access to all records, documents and correspondence relating to any
financial and other transactions of the Board and those of partner
organisations where it relates to their business with the Board.

e Require and receive such explanations as are necessary concerning any
matter under examination.

INTERNAL AUDIT - RESPONSIBILITY

The role of Internal Audit is to understand the key risks faced by the Aberdeen
City Integration Joint Board and to examine and evaluate the adequacy and
effectiveness of the system of risk management and internal control as in
support of the governance arrangements operated by the Board.

The Aberdeen City Integration Joint Board shall secure the provision of a
continuous internal audit service to provide an independent and objective opinion
on the control environment comprising risk management, governance and
control of the delegated resources.

Following a decision by Aberdeen City Integration Joint Board on who will
provide the Internal Audit service, a Chief Internal Auditor will be nominated.

Where the internal audit services are provided by either NHS Grampian or
Aberdeen City Council (or indeed a shared service), such provision should be
subject to a formal service level agreement and subject to periodic review.

The operational delivery of internal audit services within NHS Grampian and
Aberdeen City Council will be contained within their respective established
arrangements.
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The Internal Audit Service provided to Aberdeen City Integration Joint board will
undertake its work in compliance with the Public Sector Internal Audit Standards.

Prior to the start of each financial year the Aberdeen City Integration Joint Board
Chief Internal Auditor will prepare and submit a strategic risk based audit plan to
the Aberdeen City Integration Joint Board for approval. It is preferable that this
be shared with the relevant Committees of NHS Grampian and Aberdeen City
Council.

The Chief Internal Auditor shall report to the Integration Joint Board via the Audit
& Performance Systems Committee at regular intervals throughout the year on
the outcomes of audit work completed and on progress towards delivery of the
agreed annual plan; and provide an annual assurance opinion based on the
overall findings from the audit.

Such Internal Audit work shall not absolve senior management of the
responsibility to ensure that all financial transactions are undertaken in
accordance with the Financial Regulations and Standing Orders and that
adequate systems of internal control exist to safeguard assets and secure the
accuracy and reliability of records.

5.3.10 It shall be the responsibility of senior management to ensure that access and

explanations requested by Internal Audit are provided in a timely manner.

5.3.11 The Chief Internal Auditor has the right to report direct to the Integration Joint

Board in any instance where he or she deems it inappropriate to report to the
Chief Officer, Chief Finance Officer or Audit & Performance Systems committee.

5.3.12 Where recommendations resulting from Internal Audit work have been agreed,

5.4

54.1

the Chief Officer shall ensure that these are implemented within the agreed
timescale. Regular progress reports will be sought by Internal Audit and it is the
responsibility of the Chief Officer to ensure that these are provided when
requested along with explanations of any recommendations not implemented
within the agreed timescale.

INTERNAL AUDIT - AUTHORITY

The Chief Internal Auditor or their representatives shall have the authority, on
production of identification to obtain entry at all reasonable times to any premises
or land used or operated by Aberdeen City Integration Joint Board in order to
review, appraise and report on the areas detailed below:-

e The adequacy and effectiveness of the systems of financial, operational and
management control and their operation in practice in relation to the business
risks to be addressed.

e The governance arrangements in place by reviewing the systems of internal
control, risk management practices and financial procedures.
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e The extent of compliance with policies, standards, plans and procedures
approved by the Board and the extent of compliance with regulations and
reporting requirements of regulatory bodies.

e The suitability, accuracy, reliability and integrity of financial and other
management information and the means used to identify, measure and report
such information.

In addition, the Chief Internal Auditor or their representatives, for the purposes of
conducting their work, shall:-

e Have aright of access to all records, assets, personnel and premises, when
carrying out their duties in relation to IJB activity.

e Have access to all records, documents and correspondence relating to any
financial and other transactions of the Board and those of partner
organisations where it relates to their business with the Board.

e Require and receive such explanations as are necessary concerning any
matter under examination.

FRAUD, CORRUPTION & BRIBERY

Every member of Aberdeen City Integration Joint Board and its representatives
shall observe these Financial Regulations within the sphere of their
responsibility. They have a duty to bring to the immediate attention of the Chief
Finance Officer/ Chief Internal Auditor any suspected fraud or irregularity in any
matter that would contravene these regulations.

There are a range of confidential routes available to the Aberdeen City
Integration Joint Board and its representatives who wish to ask for advice or to
report suspected fraudulent activity;

o Your Line Manager

. Your HR Manager

o NHS Counter Fraud Services (CFS) Fraud Hotline on — 08000 15 16 28

o NHS Grampian’s Fraud Liaison Officer — Assistant Director of Finance
(Financial Services) on 01224 556211

o Aberdeen City Council's Corporate Investigations Team on 01224 522585

All information provided is treated in the strictest of confidence and individuals
who raise genuine concerns are protected by law, regardless of the outcome of
any investigation that they initiate.
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5.6
5.6.1

5.6.2

5.6.3

5.6.4

5.6.5

5.7

5.7.1

5.7.2

Aberdeen City Health & Social Care Partnership

The fraud policies of both NHS Grampian and Aberdeen City Council are
available via their respective Intranets.

When a matter arises where it is suspected that an irregularity exists in the
exercise of the functions of Aberdeen City Integration Joint Board, the Chief
Finance Officer in conjunction with the Chief Internal Auditor and the Chief
Officer, will take such steps as may be considered necessary by way of
investigation and report.

INSURANCE

The Chief Officer in conjunction with the Chief Finance Officer will ensure that
the risks faced by the Board are identified and quantified and that effective
measures are taken to reduce, eliminate or insure against them.

As of 1 April 2016 the Aberdeen City Integration Joint Board will apply to become
members of the Clinical Negligence and Other Risks Scheme (CNORIS)
scheme. Initially, the cover provided will be in relation to indemnity for Aberdeen
City Integration Joint Board Members only. The cover to be provided is in
respect of decisions made by Members in their capacity on the Board. All other
cover required should be provided by NHS Grampian and Aberdeen City
Council.

The Chief Officer is responsible for ensuring that there are adequate systems in
place for the prompt notification in writing to the Chief Finance Officer of any
loss, liability, damage or injury which may give rise to a claim, by or against the
Board.

The Chief Officer in conjunction with the Chief Finance Officer shall annually or
at such other period as may be considered necessary, review all insurances.
Any required changes should be reported to Aberdeen City Integration Joint
Board.

The Chief Officer in conjunction with the Chief Finance Officer of Aberdeen City
Integration Joint Board will review the requirement for membership of the
Scottish Government (CNORIS) on an annual basis.

VAT

HMRC have confirmed that there is no VAT registration requirement for
Integration Joint Boards under the VAT Act 1994 as it will not be delivering any
services that fall within the scope of VAT.

Should the activities of the Board change in time and it becomes empowered to
provide services, then it is essential the VAT treatment of any future activities or
services delivered are considered in detail by the Chief Finance Officer to
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5.8
5.8.1

5.8.2

5.8.3

6.1
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establish if there is a legal requirement for the Integration Joint Boards to register
for VAT.

The Chief Officer and Chief Finance Officer must remain cognisant of possible
VAT implications arising from the delivery of the Strategic Plan. The Partner
organisations should be consulted in early course on proposals which may have
VAT related implications for them.

GIFTS and HOSPITALITY /REGISTER of INTEREST

Members and employees should comply with their respective codes of conduct

when offered gifts, gratuities and hospitality. NHS Grampian and Aberdeen
City Council both maintain a register of gifts and hospitality offered.

A central register of gifts and hospitality will be maintained by the Aberdeen City
Integration Joint Board. For the offers of any hospitality or gift, approval must be
sought from the relevant line manager prior to acceptance and for offers
exceeding £30 details must be intimated in writing for including in the register.
Reference should be made to the respective codes of conduct.

A separate Register of Interests for board members is to be maintained by the
Clerk to the Aberdeen City Integration Joint Board.

REVIEW OF FINANCIAL REGULATIONS

These Financial Regulations shall be subject to review on an ongoing basis, and
at a minimum of every year by the Aberdeen Integration Joint Board Chief
Finance Officer and where necessary, subsequent amendments will be
submitted to Aberdeen City Integration Joint Board for approval. Financial
Regulations should be considered alongside other Governance documents
including Standing Orders and Scheme of Delegation.
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APPENDIX 1—-1JB VIREMENT APPROVAL RESPONSIBILITY CHART

Does the virement involvea
new policyoravariation of
anexisting policy thatwill

impacton the Strategic Plan

N

Is the virement between
Budget groupings within the
Same costcentre?

1JB to approve

\ 4

Is the virement between budget
groupings within the same service
(i.e. all within Health or all within
Social Care?)

N

If under £20Kk, relevant Budget
Managers & CFO to approve.

If between £20k - £100k, relevant
member of Senior Management
Team and the 1JB Chief Finance
Officer to approve. Ifover £100k,
Chief Officer and the 1JB Chief
Finance Officer to approve.

AL

Ifunder £20k, relevant

Budget Managers to

approve. If between £20k -
£100k, relevant member of Senior
Management Team to approve. If
over £100k, Chief Officer to
approve.

NOTES:- THE CFO SHOULD BE NOTIFIED OF

ALL VIREMENT OVER £20K

1. All budget virements should be advised
to the relevant Financeteam to ensure
correct processinginthe ledger.

2. Non-recurringsavings cannotbe vired to
fund recurring commitments.

3. Virement cannotbe used to reinstate an
item which has been previously excluded
from the 1JB Budget without agreement
of the full 1JB.

4. Virements cannotbe made from
earmarked funding sources which are
provided by the Scottish Government for
a specific service objective.

5. Adjustments required between [JB and non 1JB
budgets would be considered to be outside the
scope of this virement process and require
separatereporting to the [JB and the Partners.

6. Allvirements will be reflected in monthly
monitoring for reports for budget managers.

7. All virements over £100k will bereported inthe
financial monitoring reports to the 1JB.
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Name: Martin Allan
Report Author Details Job Title: Business Manager
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Appendix A - Board Assurance and
Appendices Escalation Framework Revised 2021

1. Purposeof the Report

1.1. To present the annual review of the Integration Joint Board’s (IJB) Board
Assurance and Escalation Framework (BAEF) as part of the Risk, Audit and
Performance Committee’s (RAPC) annual review of the Framework.

2. Recommendations

2.1. It isrecommended that the Committee:

(@) Approve the revised Board Assurance and Escalation Framework
(BAEF) as attached at Appendix A.

(b) Agree that the Framework continue to be reviewed annually by RAPC.
3. Summary of Key Information
Board Assurance and Escalation Framework (BAEF)

3.1. In order to fulfil its remit, the IJB must demonstrate an effective governance
process whereby it can be assured that key risks to the achievement of

1
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3.2.

3.3.

3.4.

3.5.

3.6.

3.7.

3.8.

Aberdeen City Health & Social Care Partnership

Risk, Audit and Performance Committee

integration objectives are appropriately identified, communicated and
addressed.

The BAEF describes the regulatory framework of the 1B to support its
vision, values and principles, within which the RAPC will work.
Fundamental to the framework are the IJB’s strategic priorities and the
appetite for risk that exists across these priorities.

The BAEF presents and populates a model where individuals, groups and
committees, plans, reports, and reporting processes are mapped at
different organisational levels, against two broad assurance requirements -
compliance and transformation.

A key element of the assurance framework is the risk management system,
whose outputs (i.e. strategic and corporate risk registers, and other reports)
contribute significantly to assurance on key risks to objectives. The
appendices illustrate the landscape inwhich the IJB operate:

- The committee structure and terms of reference

- The risk assessment system

- The risk escalation process

- The clinical and care governance framework

- The lUB’s cycle of business.

The RAPC performs the key role of reviewing and reporting on the
effectiveness of the governance structures in place and on the quality of the
assurances the Board receives.

The BAEF was formally approved by the JB in 2016 and was last reviewed
by RAPC on 26 August 2020. The 2021 review has been undertaken and
the revised version is attached as Appendix A to this report.

Largely, the content of the BAEF remains unchanged following the revision,
with minor housekeeping undertaken on the document.

The main change to the framework relates to governance arrangements for
the reporting of clinical and non-clinical risks through the governance
structures in place in Aberdeen City Health & Social Care Partnership
(ACHSCP) and WUB (as outlined at pages 12-15 in Appendix A). These
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changes will clarify the reporting of clinical and non-clinical risks through the
operational and strategic risk registers, as well as explaining which
governance groups will scrutinise the risks.

3.9. It is proposed that the BAEF continue to be reviewed on an annual basis.
The review for 2022 will reflect the development of a new Strategic Plan for
ACHSCP.

4. Implications for IIB

4.1. Equalities, Fairer Scotland and Health Inequality — there are no direct
implications arising directly as a result of this report, however the BAEF
outlines the regulatory framework of the IJB, supporting its vision, values
and principles in terms of equalities, the principles within the Fairer
Scotland Duty and tackling health inequalities.

4.2. Financial —there are no direct implications arising directly as a result of
this report.

4.3. Workforce -there are no direct implications arising directly as a result of
this report.

4.4. Legal — there are no direct legal implications arising directly as a result of
this report.

4.5. Covid 19- there are no direct implications relating to Covid 19 or response
as a result of this report.

4.6. Unpaid Carers- there are no direct implications arising directly as a result
of this report.

4.7. Other - there are no directimplications arising directly as a result of this
report.

5. Links to ACHSCP Strategic Plan

5.1. The Strategic Plan sets out the aims, commitments, and priorities of the
Partnership, in alignment with Community Planning Aberdeen’s Local
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Outcome Improvement Plan, NHS Grampian’s (NHSG) Clinical Strategy
and Aberdeen City Council’'s (ACC) Local Housing Strategy. Since its
inception, the ACHSCP and its governance body, the Integration Joint
Board, have progressed integration of the health and social care services
delegated from our partners, ACC and NHSG. Part of the Governance
around the IJB is the development and revision of the BAEF.

6. Management of Risk
6.1. Identified risks(s): Reputational Damage.

6.2. Link to risks on strategic or operational risk register: The development
and revision of the BAEF will help to mitigate all of the risks on the IUB’s
Strategic Risk Register, however the main risk that it will help mitigate is
“There is a risk of reputational damage to the IJB and its partner
organisations resulting from complexity of function, delegation and delivery
of services across health and social care”

6.3. How might the content of this report impact or mitigate these risks:

This report helps to mitigate the risks as it commits to an annual review of
the BAEF to ensure it is updated appropriately. Further, the information
provided in the BAEF helps to mitigate the impact of a number of risks in
the strategic risk register, by providing the necessary assurance and
escalation processes.

pprovals

Sandra Macleod
(Chief Officer)

\FL { ( Alex Stephen
|| - —_'; - - -
/ K;%/’ (Chief Finance Officer)
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Part 1: Introduction

1.1 Background

The partner organisations of Aberdeen City Health and Social Care Partnership (ACHSCP), Aberdeen City Council (ACC) and NHS
Grampian (NHSG) (the “Parties”), are committed to successfully integrating health and social care services, to achieve the
partnership’s vision of:

“A caring partnership, working together with our communities to enable people to achieve healthier,
fulfilling lives and wellbeing.”

ACHSCP has established an Integration Joint Board (JB) through the Public Bodies (Joint Working) (Scotland) Act 2014. The remit
of the IJB is to prepare and implement a Strategic Plan in relation to the provision of health and social care services to ad ults in its
area in accordance with sections 29-39 of the Public Bodies Act. The arrangements for governance of the IJB itself, including rules
of membership, are set out in the Integration Scheme and Standing Orders.

While the Parties are responsible for implementing governance arrangements of services the IJB instructs them to deliver, and for
the assurance of quality and safety of services commissioned from the third and independent sectors, the Parties and the 1JB are
accountable for ensuring appropriate clinical and professional governance arrangements for their duties under the Act. The UB
therefore needs to have clear structures and systems in place to assure itself that services are planned and delivered inline with the
principles of good governance and in alignment with its strategic priorities.

The JB must have in place a robust framework to support appropriate and transparent management and decision-making processes.
This framework will enable the board to be assured of the quality of its services, the probity of its operations and of the effectiveness
with which the board is alerted to risks to the achievement of its overall purpose and priorities.
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1.2 Regulatory framework

The Aberdeen City Health and Social Care Integration Scheme describes the regulatory framework governing the 1B, its members
and duties. In particular, the IJB is organised in line with the guidance set out in the Roles, Responsibilities and Members hip of the
Integration Joint Board - governments advice to supplement the Public Bodies (Joint Working) (Integration Joint Board) (Scotland)
Order 2014. The principles of and codes of conduct for corporate governance in Scotland are set out in “On Board: A Guide for
Members of Public Bodies in Scotland”, published by the Scottish Government in July 2006. Detailed arrangements for the board’s
operation are set out in “Roles, Responsibilities and Membership of the Integration Joint Board” Guidance and advice to
supplement the Public Bodies (Joint Working) (Integration Joint Board) (Scotland) Order 2014. The WUB also has its own _standing
orders .

The B will make recommendations or give directions where appropriate (i.e. where funding for employment is required) to the
decision-making arms of ACC and NHSG as required.

1.3 Purpose of the framework

This governance framework describes the means by which the board secures assurance on its activities. It sets out the governance
structure, systems and performance and outcome indicators through which the IJB receives assurance. It also describesthe process
for the escalation of concerns or risks which could threaten delivery of the IJB’s priorities, including risks to the quality and safety of
services to service users.

It is underpinned by the principles of good governance (Good Governance Institute and Health Care Quality Improvement Partnership
1, Scottish Government Risk Management Public Sector Guidance 2, and the Chartered Institute of Public Finance and Accountants
and the International Federation of Accountants-International Framework :Good Governance in the Public Sector 3) ,1 23 and by
awareness that ACHSCP is committed to being a leading edge organisation in the business of transforming health and social care.

1Good Governance Institute (GGI) and Healthcare Quality Improvement Partnership (HQIP), Good Governance Handbook, January 2015,. http://www.good-governance.org.uk/good-governance-
handbook-publication/

2 The Scottish Government, Risk Management — public sector guidance, 2009. http://www.gov.scot/Topics/Government/Finance/s pfmvrisk

3 Chartered Institute of Public Finance and Accountancy (CIPFA) and the International Federation of Accountants® (IFAC®). International Framework: Good Governance in the Public Sector,
(2014) - http://www.cipfa.org/policy-and-guidance/standards/international-framew ork-good-governance-in-the-public-sector
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This commitment requires governance systems which will encourage and enable innovation, community engagement and
participation, and joint working. Systems for assurance and escalation of concerns are based on an understanding of the nature of
risk to an organisation’s goals, and to the appetite for risk-taking. The development of a mature understanding of risk is thus
fundamental to the development of governance systems. The innovative nature of Health and Social Care Integration Schemes also
requires governance systems which support complex arrangements, such as hosting of services on behalf of other IJBs, planning
only of services delivered by other entities, accountability for assurance without delivery responsibility, and other models of care
delivery and planning. This framework has been constructed in the light of these complexities and the likelihood that it may be
important to amend and revise the systems as our understanding of the integration environment develops.

The structures and systems described are those in place from July 2021. In order to ensure that the framework can best support the
IJB inits ambitions going forward, it is reviewed annually.

1.4 An integrated approach to governance for health and social care

In working towards the vision stated above, the 1B is committed to ensuring that delegated services are:

Person

Centred Caring Enabling

The integration principles identified by The Scottish Government 4 within the Policy — Social Care also underpin decision-making
within the JB.

In 2013, the principles of good governance for both healthcare quality and for quality social care in Scotland were described.®> These
stressed the importance of:

4 Integration Planning and Delivery Principles, The Scottish Government. http://www.gov.scot/Topics/Health/Policy/Adult-Health- SocialCare-Integration/Principles
5 Governance for Quality Healthcare, The Scottish Government, 2013. http://www.gov.scot/Topics/Health/Policy/Quality - Strateqy/GovernanceQuality HealthcareAgreement
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Embedding continuous improvement

Providing robust assurance of high quality, effective and safe clinical and care services
The identification and management of risks to and failure in services and systems
Involvement of service users/carers and the wider public in the development of services
Ensuring appropriate staff support and training

Ensuring clear accountability

The rest of this document and its appendices sets out the structures and systems currently in place to support both assurance of
compliance and of transformation of services within the scope of ACHSCP business. This framework can be represented graphically
as follows in Table 1:

Table 1: Assurance and Compliance Framework



ASSURANCE of IMPROVEMENT, INNOVATION and
ASSURANCE of COMPLIANCE TRANSEORMATION
FOCUS Egr?rﬁlllja:lrilg:tivc\)lggrﬁéaggggcli;ti?)rr‘ldo;igour:itcla?rr:’s and Improving services, measuring and sustaining improvement
- Challenging work patterns, innovation, redesign and transformation
People and Groups: partners; roles; committee structures
KEY COMPONENTS Plans and Activities: engagement plan; risk management policy and system; audit system
Feedback and Reporting processes: concerns and escalation process
T
g . .
3 Individual Level
O]
H OUTCOMES IJB measures of success for stakeholders and | JB measures of success for stakeholders and assurances from internal and
assurances from internal and external sources external sources

Part 2: The Framework

2.1 Strategic priorities

From the nine strategic outcomes identified nationally as desired outcomes form integration, the ACHSCP has, inits current Strategic
Plan® (approved in March 2019-work is currently underway for a refresh of the Plan) articulated five broad strategic aims, which form
the basis of its governance framework and which meet the nine strategic outcomes.

6 Aberdeen City Health and Social Care Partnership Strategic Plan 2019-2022
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g *We will work with our partners to achieve positive i ndividual outcomes
Preventlon and lessenthe need for formal support.

eSupporting people and organisations so they cancope with,and where
possible, overcome, the health and wellbeing challenges they might
face.

Resilience

S S eEnsuring thattheright careis provided inthe right place and at the right
Personallsatlon time when people areinneed.

eWorkingwith our communities, re cognising the valuable role that

Com mun |t|es people have in supporting themselves to stay well and supportingeach
otherwhen careis needed.

* Develop meaningful community connections and relationships with

CO nn ect|o ns peopleto promote betterinclusion, health and wellbeing, and to
combatsocial Isolation.

2.2 Risk Management Policy
a) Risk appetite

Risk appetite can be defined as:

These priorities underpin:

Decision-making criteria for service
development, planning and delivery;
resource allocation etc.

The Board Assurance Framework of key
strategic risks

Strategic risk register

Risk registers across all departments and
areas of operation

Individual performance and appraisals
Evaluation of achievement against
objectives

The amount of risk that an organisation is prepared to accept, tolerate, or be exposed to at any pointin time'’.

(HM Treasury - ‘Orange Book’ 2006)
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The ACHSCP recognises that achievement of its priorities may involve balancing different types of risk and that there may be a
complex relationship between different risks and opportunities. The JB has debated its appetite for risk in pursuit of the goals of
integration so that its decision-making process protects against unacceptable risk and enables those opportunities which will benefit
the communities it serves.

b) Risk Appetite Statement

The WUB has consequently agreed a statement of its risk appetite. The IJB will review and agree the risk appetite statement on an
annual basis.

This statement is intended to be helpful to the board in decision-making and to enable members to consider the risks to organisational
goals of not taking decisions as well as of taking them. As a newly established organisation, the ACHSCP’s appetite for risk will
change over time, reflecting a longer-term aspiration to develop innovation in local service provision. The B regularly debates its
appetite for risks and opportunities in the pursuit of its objectives and will ensure that the statement on risk appetite reflects these
discussions.

The full risk appetite statement is outlined below:

Aberdeen City Health and Social Care Integration Joint Board (the IJB) recognises that it is both operating in, and directly shaping, a
collaborative health and social care economy where safety, quality and sustainability of services are of mutual benefit to lo cal citizens,
to stakeholders and to organisational stakeholders. It also recognises that its appetite for risk will change over time, reflecting a
longer-term aspiration to develop innovation in local service provision based on evidence of benefits and on a culture of continuing,
planned engagement with the public and other stakeholders, including those involved in service delivery. As a result, the B is
working towards a mature risk appetite over time.

It recognises that achievement of its priorities will involve balancing different types of risk and that there will be a complex relationship
between different risks and opportunities. The risk appetite approach is intended to be helpful to the board in decision-making and
to enable members to consider the risks to organisational goals of not taking decisions as well as of taking them.

The board has identified several broad dimensions of risk which will affect the achievement of its strategic priorities. The B will set
a level of appetite ranging from “none” up to “significant” for these different dimensions. Higher levels of all risk types may be accepted
if specific and effective controls are demonstrably in place and there are clear advantages for integration objectives. The dimensions
of risk and corresponding risk appetite are:
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Dimension of Risk

Corresponding Risk Appetite

Financial risk

Low to moderate. It will have zero tolerance of instances of fraud. The Board must make
maximum use of resources available and also acknowledge the challenges regarding financial
certainty.

Regulatory compliance risk

It will acceptno or minimal risk in relation to breaches of regulatory and statutory compliance.

Risks to quality and innovation
outcomes

Low to moderate (quality and innovation outcomes which predict clearly identifiable benefits
and can be managed within statutory safeguards)

Risk of harm to clients and staff

Similarly, it will accept minimal risks of harm to service users or to staff. By minimal risks, the
IJB means it will only accept minimal risk to services users or staff when the comparative risk
of doing nothing is higher than the risk of intervention

Reputational risk

it will accept moderate to high risks to reputation where the decision being proposed has
significant benefits for the organisation’s strategic priorities. Such decisions will be explained
clearly and transparently to the public.

Risks relating to commissioned and
hosted services

The WJB recognises the complexity of planning and delivery of commissioned and hosted
services. The WJB has no or minimal tolerance for risks relating to patient safety and service
quality. It has moderate to high tolerance for risks relating to service redesign or improvement
whereas much risk as possible has been mitigated.

The 1B has an appetite to take decisions which may expose the organisation to additional scrutiny and interest. Wherever possible,
decisions will be taken following consultation/co-production with the public and other key stakeholders. Concerted efforts will be made
to explain reasons for decisions taken to the public transparently in a way which is accessible and easy to understand.

This risk appetite statement will be reviewed regularly, at least as often as the |UB’s strategic plan is reviewed and more often when

required.

c) Risk Management Framework

The Risk Appetite statement, risk management system, strategic and operational risk registers together form the risk management

framework.
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The framework sets out the arrangements for the management and reporting of risks to B strategic priorities, across services,
corporate departments and IJB partners. In line with the principles set out in the Australia/New Zealand Risk Management Standard
4360 7,(https://itlaw.wikia.org/wiki/Australian and New Zealand Standard for Risk Management)

it describes how risk is contextualised, identified, analysed for likelihood and impact, prioritised, and managed. This process is framed
by the requirement for consultation and communication, and for monitoring and review.

Identified risks are measured according to the IJB risk assessment methodology described below and recorded onto risk registers.
The detailed methodology for assessment of risk appears at Appendix 6. They are escalated according to the flowchart shown at
Appendix 7.

d) Risk Assessment methodology

Risks are measured against two variables: the likelihood (or probability) of any particular risk occurring and the consequence or
severity (impact) of that risk should it occur.

For example, there may be a risk of fire in a particular office building. If it happens, this would cause harm or damage to people,
property, resources and reputation.

The likelihood of this occurring will be affected by the strength of fire safety precautions (prevention). The consequence or
severity of the incident if it does occur will be affected by contingency management (containment, firefighting, evacuation
procedures, emergency help, communications etc. by fire safety response and by effective Business Continuity Planning (BCP) to
ensure that essential services continue to be delivered, even if at a reduced level for a period). BCP serves to reduce
consequence of risk events mostly in major structural or physical risks such as fire, flood, terrorism or natural disaster.

It is important to note that in most areas of risk identified and managed by ACHSCP, the aim is to managed down the likelihood of a
risk event and that in most cases, the consequence or severity of a risk event will remain the same throughout the lifetime of the
risk. For example, if there is a shortage of key clinical specialists one month, the consequence for service users could be a poorer
health or wellbeing outcome. If vacancies are filled in a subsequent month, the likelihood of that consequence is reduced but if the
risk event nevertheless occurs, the consequence for patients or clients may still be ‘major’ depending on the nature of the service
involved.

7 Standards New Zealand, AS/NZS ISO 31000:2009 Risk Management

10
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Risk measurement tables are widely used by organisations and set out levels of both likelihood and consequence, in order to reach
an overall risk assessment score. [t is rare in the type of services the 1B is concerned with that this is a scientific process but it
provides a practical way of comparing different types of risk issues and helping organisations to prioritise b etween issues so that
they can be managed and the risk reduced. This measurement system is also used to decide when to escalate issues that cannot
be managed locally or that are of such significance that the members of the senior team or the IJB need to be aware of them.

A key point to remember when assessing a risk for the first time is what controls are currently in place to prevent arisk event. The
ACHSCP risk assessment procedure requires the identification of an initial, or gross, level of risk. This is the risk assessment
where itis assumed no controls are in place. This is useful in order to determine and absolute severity of a risk but in practice, the
second assessment, or current risk level, is particularly important inrisk management terms. This identifies the level of risk taking
into account any controls (and gaps in controls) which currently exist. The third level of risk assessment comprises the stage
aspired to where the level of risk may be tolerated within the terms of the Risk Appetite once all effective actions have been
completed and the controls are at optimal strength. This is the target level of risk.

The IUB’s risk measurement table is shown below:

DESCRIPTOR Rare Unlikely Possible Likely
Probability Can't believe this event would Mot expected to May occur occasionally, has Strong pessibility that this could
happen - will only hapgen in happen, but happened before on occasions - occure - likely to occur.
exceptional circumstances. definite potential reasonable chance of occuring.
exists - unlikely to
OCCUr.
Risk Matrix
Impact
Megligible Minor Moderate Extreme
Likelihood
Almost Certain Medium High High
Likely Medium Mesdium High High
Possible Low M esdium Medium High High
Unlikely Low hedium Medium Medium High
Rare Low Low Low Mediurmn Mediurm

11
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The outputs from risk assessment are as follows:

IJB board level: The Board Strategic Risk Register (SRR)

The fundamental purpose of the SRR is to provide the organisation’s Governing Body - i.e. the WJB - with assurance that it is able to
deliver the organisation’s strategic objectives and goals. This involves setting out those issues or risks which may threaten
delivery of objectives and assure the IIB that they are being managed effectively and that opportunity to achieve goals can be
taken itis the lens through which the IJB examines the assurances it requires to discharge its duties. The B uses this document to
monitor its progress, demonstrate its attention to key accountability issues, ensure that it debates the right issue, and that it takes
remedial actions to reduce risk to integration. Importantly, it identifies the assurances and assurance routes against each risk and
the associated mitigating actions.

The IUB’s SRR format is shown here with a real example of the kind of issue included in the document (Appendix 1). While many of
the issues may be termed strategic, the key thing to remember is that these are issues which may affect the ability to deliver on
strategy. It is quite possible that significant operational issues will also be incorporated, therefore. The Leadership Team consider
risks classified as ‘very high’ for inclusion in the SRR (see Appendix 7 — risk escalation process). The Leadership Team reviews the
SRR in light of their experiences and insight into key issues, including commissioning risk, and recommends the updated version to
the Risk, Audit and Performance Committee (RAPC) for approval and review by the IJB.

The issues identified are measured according to the IJB risk appetite and risk assessment methodology.
The risks are identified by:

e Discussions at Leadership Team

e Review of Performance data and dashboards

e Reports from Project Management Board on review of Performance Management Office (PMO) dashboards

e Review of the Operational Risk Register (ORR) (see below) including ‘deep dives’ on areas of operational risk aligned to
strategic risk

12



3G abed

e Review of Chief Officer reports and reports from IJB sub committees

The Leadership Team agrees issues for inclusion on (and removal from) the SRR, and submits to the JB or RAPC quarterly for
formal review

RAPC reviews the SRR for the effectiveness of the process annually.

Corporate Level: Operational Risk Register

While the SRR is a top-down record of risks to objectives, the ORR is a bottom-up operational document which reflects the top risks
that are escalated through the IUB’s delegated services and gives detail on how they are being managed.

it may well contain risks that have a strategic angle, as well as those which are operational in nature, and will definitely contain risks
that affect strategic objectives.

Risks from service risk registers and locality risk registers (once developed) are escalated to the ORR according to their risk
assessment scores. New risks and risks proposed for escalation, will be discussed at the Clinical and Care Risk Meetings. New
risks proposed for escalation can also be discussed at the Leadership Team daily huddles as well as at the 6 weekly Business
Meetings of the Leadership Team.

The UB has a standardised risk register format which is used for the ORR and all other risk registers. It is shown below with a real
risk included as an example.

The ORR comprises high scoring risks or those which cannot be managed locally from a range of sources. This document is routinely
reviewed by both IJB sub committees to ensure:

the right risks are being reported and escalated

actions are being taken to mitigate risk and improve the strength of controls

these actions have been effective in reducing the risk level

the B is aware of high-level risks affecting services and of those where actions are not being taken in a timely manner or
have not been successful in reducing the risk

The issues identified are measured according to the risk assessment methodology. They are recorded using the following format:

13



Table 2: Risk Recording Format

[}
Context/| t S § 5
ioti ontextimpac
ID Strategic Des;:rFI{?stII(on i Date Last Controls | Gaps in controls 2 5 @ % Assurances e Comments
Priority Assessed P T § x 8 Owner/Handler
15| 4
O
g-? The risks are identified, using the risk assessment matrix for high scoring risks, from:
@
o1 e Review of Portfolio Management dashboards
© e Operational department risk registers

Service and locality risk registers and review of reports from service governance groups
Review of reports from IJB sub committees
IJB Occupational Health and Safety committee reports

The Chief Officer owns the ORR, and the Clinical and Care Governance Group moderate risks escalated to ensure consistency and
appropriateness of issues identified for inclusion and removal. The Clinical Care and Governance Group will meet every 2" month

and will identify any new risks. New or escalated risks are reported to the Clinical and Care Governance Committee (CCGC) so that
the Committee are aware of the evolving profile of operational risks.

The Leadership Team reviews the Operational Risk Register at its 6 weekly Business Meetings and it will be reported to the CCGC

in its entirety, bi-annually demonstrating the changes in the risk profile of the IJB.

14




09 abed

Occupational health and safety risks will be reported to the Partnership’s Health and Safety Committee. Some risks may be reported
to both the Clinical Care and Governance Group and the Health and Safety Committee. Governance arrangements are in place to
capture these risks at source and share with the other forum.

Non clinical/non occupational health and safety risks will be reported to the Risk, Audit and Performance Committee.

The risk register is shared with the NHSG and ACC through the report consultation process.

Service and locality level: Risk registers and reports from governance groups

Service and locality risk registers will use the same format as the ORR and are compiled at local level and discussed at local
management and governance meetings.

Where risks cannot be satisfactorily managed locally, or where they are above scores as set out in the escalation flowchart, they
will be escalated for possible entry onto the ORR. New risks and those identified for escalation will be considered at the regular
Clinical Care Risk Meetings and recommendations made for the attention of the Clinical and Care Governance Group. The
Leadership Team will also receive regular feedback from the Clinical Care Risk Meetings. It is critical to emphasise that the risk
management system cannot rely on escalation through the risk register process alone. The Leadership Team, through the
operational group management structure, has a key role in helping to manage and find solutions to risk issues at all levels of the
organisation.

Arrangements have developed over the first years of operations across services, taking into account existing systems. Operational
risks managed at the service and department level are monitored by the Chief Officer and Leadership Team. The Clinical and Care
Governance Group (see Appendix 3) has a key role in identifying risk across services which may affect the safety and quality of
services to users. The Group also has responsibility for reminding risk owners to ensure operational risks are reviewed regularly and
for reporting new and escalated risks to the Group. The aims in developing risk communication between services and the JB will be
to achieve consistency in reporting the nature and scale of risks and to clarify how these are reported, escalated and actions
monitored. The risk escalation flowchart at Appendix 7 shows the basis for this process.

15
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2.3 Roles and Responsibilities for governance

a) Committee structure

This section describes the key committees and groups in relation to the IJB governance framework.

The board has established two sub-committees, as follows: RAPC and CCGC These committees have powers conferred upon them
by the IJB.

In relation to governance and assurance, the RAPC performs the key role of reviewing and reporting on the effectiveness of the
governance structures in place and on the quality of the assurances the Board receives. It has a moderation role in relation to the
consistency of risk assessment. It also has oversight of information governance issues.

The CCGC provides assurance to the IJB inrelation to the quality and safety of services planned and/or delivered by the 1IB. Its key
role is to ensure that there are effective structures, processes and systems of control for the achievement of the IUB’s priorities, where
these relate to regulatory compliance, service user experience, safety and the quality of service outcomes. To support this role, the
CCGC is informed by the clinical and care governance arrangements in place across NHS and ACC (see Appendix 4 - Clinical and
care governance diagram).

It also assures the IJB that services respond to requirements arising from regulation, accreditation and other inspections’
recommendations. The Committee will consider and approve high value clinical and care risks, consider the adequacy of mitigation,
the assurance provided for that mitigation and refer residual high risks to the Board. It has a key role in assuring the board that
learning from governance systems across services, including learning arising from incidents, complaints, identified risks and Duty of
Candour (DOC) investigations, is shared and embedded as widely as possible. The Committee will receive the full Operational Risk
Register twice per year.

The UB’s Leadership Team is an executive group with oversight of the implementation of IJB decisions. It oversees risk registers,
financial and operational delivery, the innovation and transformation programmes and assures RAPC of transformation progress.
The group also assures the Board on progress towards the achievement of its strategic priorities through the Performance
Management Framework.

There are existing governance arrangements within the providers of services delegated to the IJB . Arrangements to standardise
reporting systems through the IJB’s governance structures have been further progressed in 2020/21.

16
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A diagram illustrating the structure appears at Appendix 2. A summary of the purpose, membership and reporting arrangements for
these groups appears at Appendix 3.

b) Individualresponsibilities

1. Board and corporate level:

The Chief Officer provides a single point of accountability for integrated health and social care services.

The Board and all its members must as a corporate body ensure good governance through the structures and systems described in
this document. To ensure that the B is well-led and that all members are supported in this responsibility, a board development
programme will be constructed to transfer knowledge and skills. To provide assurance that the Board has the capability and
competence required, an annual self-assessment and periodic (minimum 3 yearly) independent assessment will be undertaken. This
was last carried out in 2020.

2. Professional level:
There are existing clinical and professional leadership structures in place to support clinical and care governance. These are:

Lead Nurse

Chief Social Work Officer

Lead Allied Health Professional (AHP)
Primary Care Clinical Leads (GPs)
Public Health Lead

Clinical Director (GP)

3. Locality level:

The BAEF is aligned with the locality structure. This will require that there is a direct line of sight to the appropriate clinical and
professional lead roles and must take into account the location of services: some are locality based and others not. The development

17
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plan is that each of the six delivery points will have a single leader responsible for the good clinical and care governance of services
within their remit.

2.4 Reporting of information to provide assurance and escalate concerns (internal &
external)

The framework shown in Table 1 in section 1.4 can be populated as shown in Table 3 below. Leads and Service Managers will work
with their partners in local services to develop systems for reporting from their various governance forums through to the 1UB, as
indicated in Table 3 below. In addressing the nature of assurance, it is important to note that the 1B, the RAPC and the CCGC
operate assurance mechanisms to review process as well as performance, and in this regard the work of the RAPC is the key
governance mechanism for auditing process. The Committee-level Good Governance Matrices and effectiveness’ audits also inform

assurance around process.

Table 3: Reporting of information to provide assurance and escalate concerns

FOCUS Assurance of compliance, performance, improvement and transformation
Reporting and feedback processes
- - Improvement
Individuals Plans / activities | Groups / Partners e Performance | and
with escalation . :
standards (e e monitoring Transformatl
on reporting
Board Strateg!c pl_an Board Review of BAEF
level Strategic Risk . . : .
Assurance Reaister Leadership Team Review of risk scoring
Chair Operational Ri%k Risk, Audit and Review of Performance dashboard
Chief Officer repister Performance Transformation Performance Report
Board members Peg formance Committee Audit reports to Board
Chairs / CEOs of f Clinical and Care Exception and action plan review
ramework : : : ;
the Partners Audit plan Governance Bi-annual review of integration scheme
P Committee Bi-annual review of strategic plan
Standing Orders
: Other JBs
Integration Scheme
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Scrutiny /
governance arms
of Parties

Strategic and

Leadership Team
Senior

Corporate . . . .
b Chief Officer Operational risk Management
level ) . Teams
Deputy Chief registers Strategic Plannin
Officer/Chief Performance Grou 9 9 Financial monitoring
Finance Officer dashboard oup Strategic and Operational risk register review
; . , Clinical and Care : : :
Leadership Team Business planning Risk moderation and review
o Governance Group
Members Budget monitoring .
: . Executive
Joint Complaints
Programme Board
Procedure )
Portfolio
Programme Boards
Service Engagement,
level Participation and Risk register system
Empowerment Community Governance reports
Clinical leads and Strategy partners Real time feedback
Professional leads | Clinical and care Service Response to complaints
Service managers | governance governance forums Learning from Duty of Candour events
policies ‘Deep Dive’ activity Service level dashboards
Risk registers and
assessments
Individual Engagement,
level Participation and Staff forums Obiecii . d revi
Empowerment IJB engagement ch_t Ve settlng and review
Staff members . Supervision and line management
: Strategy activity
Service users i i i Staff surveys
Carers Cofm P amctj; bo ||c y —egelis; Feedback mechanisms (see assurance source section)
Sg SAEJUNENIE) Eloies | IS OSNSSie Community engagement feedback
Risk assessment Groups

Incident reporting
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Table 4: Reporting of information to provide assurance and escalate concerns with partner organisations

FOCUS Assurance of compliance, performance, improvement and transformation
Reporting and feedback processes
- I Compliance | Risk ISl
Individuals Activities Groups / Partners ) : Performance | and
with escalation o :
. monitoring Transformati
standards and review .
on reporting
NHSG NHSG Board Chair NHS Board
Board AC_HSCP Chief Regular Report Leadership Team Oversight of UB activity & minutes
Officer
ACC Fl-J” . HIEE FUI.l CETEL Oversight of IJB activity & minutes
Council ACC Chief ACC Chief . . : . -
: Regular Report . Information on financial governance, risk management, clinical
Executive Executive
: & care governance etc
Leadership Team
Pan- Chief Officer,
Grampian | ACHSCP
IJBs (Aberdeen)
Chief Officer,
AHSCP
: North East
(Aberdeenshire) . : . .
Chief Officer Regular meetings Partnership Established regionally

MCHSCP (Moray)
Chairs of each of
the UBs -
Aberdeen
City,Aberdeenshire

Steering Group
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Moray
ACC & Quarterly Performance
NHSG Performance Finance
CE NHSG . . ACC i
CEs CE ACC Review Meetings NHSG Govz:zznce
COACHSCP Bi-monthly 2-1 ACHSCP Directions
meetings Transformation Programme

2.5 Sources of assurance

a) Quality of services

Current providers have a range of clinical and care governance arrangements in place. Through these, the IJB has access to
assurances which support the delivery of high-quality care and ensure good governance. These assurances include:

Quality Strategies

Policies on raising concerns

HR Policies

Performance Frameworks
Safeguarding Policy (Vulnerable Adults)

Incident reporting and investigation policies and procedures

Information Governance policies and processes

Board member visits to service areas (‘Deep Dive’ activity)

Staff Surveys

Joint Staff Forum

Staff Induction Programmes

Leadership Programmes

Performance and Appraisal Development Process
Compliance reports — health and social care
Learning lessons systems
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b) Engagement

The 1IB regards the engagement of its partners and stakeholders in the planning and delivery of services as essential to achieving
the goals of integration. The nature and level of engagement varies from group to group and the range of stakeholder with whom the
IJB engages is broad, including:

Staff

Service users
Carers and families

Commissioners
Other providers in the acute and primary care health and social care sectors

e The independent and voluntary sector
e Housing, education providers, North East Partnership (IJBs)

Engagement will include consultation; communication of information; involvement

transforming services; feedback on services and other issues of concern or interest.

in decision-making around planning and

ACHSCP endorsed and adopted the Community Planning Aberdeen ‘Engagement, Participation and Empowerment Strategy’ in
order to support engagement across these groups, and to provide a source of assurance that appropriate activities have been
identified and implemented. It includes consideration of how to engage with hard to reach communities.

Newsletters

Groups

Other

Partnership Matters
Newsletter

Health Village
newsletter

NHSG Team Brief
Scottish Care
newsletter/ e-bulletin

Care at Home Providers
Group Forum

Individual Independent
providers

Care and Support Providers
Aberdeen

Individual Third sector
providers

Sheltered Housing Network
Joint Strategy groups
Locality Empowerment
Groups

Local Community Councils
LOIP Outcome Improvement
Groups

e ‘Connect — ACHSCP intranet

e ACHSCP Website:
https://www.aberdeencityhscp.scot/
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e SHMU community e Housing providers / e Mental Health and Learning

newsletters associations Disability forums
e ACVO e-bulletin e NHS Grampian Public ¢ Joint Staff Forum
e VSA Carers News Forum e Learning Partnerships
e City Voice

e Civic Forum

c) Otherinternaland external sources of assurance

In addition to the assurances emanating from the IJB’s Clinical and Care Governance Framework, and its engagement with partners
and stakeholders, there are numerous internal and external sources which relate to the delegated services. These include:

Internal Audit

External Audit

External inspection agencies (Care Inspectorate and Healthcare Improvement Scotland)

Health and Safety Executive

Mental Welfare Commission

Externally commissioned independent investigations e.g. Ombudsman and homicide investigations
Clinical Audit

Scottish Council for Voluntary Organisations (SCVO)

Royal College reviews

Accreditation

Information Services Division (ISD) Scotland

Benchmarking with other health and social care providers

Involvement in and learning from case reviews

Voluntary Health Scotland

Crown Office / Procurator Fiscal Reports

e The WUB will also commission external reviews of specific services where the need for additional independent assessments
and assurance are identified.
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Appendices
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Appendix 1 — Strategic risk register format

-1-

Description of Risk:

Strategic Priority:

Lead Director:

Risk Rating: low/medium/high/very high

Medium

Risk Movement: increase/decrease/no change

NO CHANGE

Rationale for Risk Rating:

Rationale for Risk Appetite:

Controls:

Mitigating Actions:

Assurances:

Gaps in assurance:
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Current performance:

Comments:

Appendix 2 - Board Committee diagram

ACHSCP Governance

Leadership Team
Daily Huddles/

Business Mestings

Huddles

m  Right Wy, Right
Cara, Right Place
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Appendix 3 — Transformation Programme Structure

f

Executive
Programme
Board

J

\.
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Appendix 4 — Roles of the Governance Groups

Principal function/s

Leadership Team

Robust and effective management
processes are required to ensure
management owersight of:

e Care and Clinical Gowernance

e Risk Management and owersight of
Senice and Corporate Risk Registers

e Financial governance and
performance oversight

e Senice performance
e Staff governance
e Health and Safety

o Executive owersight of change
programmes

e Ensuring IUB’s strategic plan is
delivered

e Good decision making and approval
of business cases

Membership

The core membership is as follows:

Chief Officer — chair

Chief Finance Officer — financial reporting
Clinical Director (GP) — Clinical Gowvernance reporting
Lead, Strategy and Performance
Business Management Lead
Transformation Lead

Communications Lead

People and Organisation Lead

AHP Lead

Lead Nurse

Social Work Lead

Rehabilitation Lead

Mental Health & LD Lead
Commissioning Lead

Primary Care Lead

Primary Care Lead

Reports
to

1JB

Reports received /
reviewed

The following will report as
required tothe Leadership Team :

e Leadership team members

e Senice Managers

e Transformation
Programme Managers

e Chief Officers — Moray and
Aberdeenshire in relation
to performance of ‘hosted
senices’

e Designated senice health
and safety leads

e Partnership
representatives /trade
union representatives

e Senice Improvement and
Quality

e Chief Social Work Officer

e Health Intelligence

e Business Managers

Strategic Planning Group
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Principal function/s

The role of the Strategic Planning Group
is overseeing the dewvelopment of the
strategic commissioning plan and in
continuing to review progress, measured
against the statutory outcomes for health
and wellbeing, and associated indicators.
The strategic commissioning plan should
be revised as necessary (and at least
ewvery three years), with the involvement
of the Strategic Planning Group.

Membership

Prescribed groups of persons to be represented in strategic
planning group:

e health professionals;

e users of health care;

e carers of users of health care;

e commercial providers of health care;

e non-commercial providers of health care;

e social care professionals;

e users of social care;

e carers of users of social care;

e commercial providers of social care;

e non-commercial providers of social care;

e non-commercial providers of social housing; and third
sector bodies carrying out activities related to health
care or social care.

To review and report on the relevance
and rigour of the governance structures in
place and the assurances the Board
receives.

These will include a risk management
system and a performance management
system underpinned by an Assurance
Framework.

The Committee will be chaired by a non-office bearing woting
member of the IJB and will rotate between NHS and ACC. The
Committee will consist of not less than 4 members of the 1B,
excluding Professional Advisors. The Committee will include at
least two woting members, one from Health and one from the
Council.

The Board Chair, Chief Officer, Chief Finance Officer, Chief
Internal Auditor and other Professional Advisors and senior
officers as required as a matter of course, external audit or other
persons shall attend meetings at the invitation of the Committee.
The Chief Internal Auditor should normally attend meetings and
the external auditor will attend at least one meeting per annum.

Reports

to

Executive
Programme
Board

1JB

Reports received /
reviewed

Locality Empowerment Groups
Annual Performance Report
Strategic Plan

Annual audit plan

Clinical & Care Governance Committee
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Principal function/s

To provide assurance to the 1JB on the
systems for delivery of safe, effective,
person-centred care in line with the IUB’s
statutory duty for the quality of health and
care senices.

To owersee and provide a coordinated
approach to clinical and care governance
issues and risks within the Aberdeen City
Health and Social Care Partnership.

Membership

The Committee shall be established by the IJB and will be chaired
by a woting member of the IJB. The Committee shall comprise of:

e 4 wting members of the IIB

e Chief Officer

e Chief Social Work Officer

e Chair of the Clinical and Care Gowernance Group /
Clinical Director (GP)

e Chair of the Joint Staff Forum

e Professional Lead — Nurse/AHP

e Public Representative

e Third Sector representatives

e Clinical Director (GP) (Chair)

e Lead Social Work Manager

e Lead Nurse

e Public Health Lead

e Patient/Public Representative

o Lead Allied Health Professional

e GP Representative

o Dental Clinical Lead or Dental Senice Representative
e Lead Optometrist

e Representative from Sexual Health Senice

e General Practice Patient Safety Lead

e Woodend Hospital and Link@ Woodend Representative
o Representative from Commissioned Senice

e Partnership Representative

Reports
to

1JB

Leadership
Team
Clinical and
Care
Gowernance
Committee
NHSG
Clinical
Quality &
Safety Group
ACC Public
Protection
Committee

Reports received /
reviewed

CCG Group report
Feedback/Incidents Reporting
Escalations from CCG Group

Clinical & Care Governance Group

Reports from senvices:

AHP

Dentistry

Optometry

Pharmacy

Nursing

General Practice

Social Work/Care

Woodend Hospital and Links @
Woodend

Biannual Reports

Falls

Pharmacy/medication

Patient Safety in Primary Care
New and escalated risks
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Principal function/s

Locality Empowerment Groups

To deliver the locality planning
requirements of the Public Bodies (Joint
Working) (Scotland) Act 2014, in respect of
the Aberdeen City Health and Social Care
Partnership.

The Locality Empowerment Groups play a
key role in ensuring the delivery of the
Aberdeen City Health and Social Care
Strategic Plan, including contributing to the
delivery of its associated strategic
outcomes.

The role of the Locality Empowerment
Groups includes deweloping and ensuring
appropriate connections and partnerships
across the Locality to help to improve the
health and wellbeing of the locality
population and reduce the health
inequalities that we know impact poorly on
people’s lives.

The locality leadership group will influence,
and be influenced by, the city’s Strategic
Planning Group and ultimately the
Integration Joint Board.

Membership

Representative from Community Mental Health and Learning
Disability Senices

o Representative from Acute Sector
e Public Partner

Community Members
Public Health Coordinator

Reports
to

Strategic
Planning
Group

Reports received /
reviewed

Locality Plans
Health Improvement Fund report
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Principal function/s

The locality leadership group will also

influence and be influenced by the
Aberdeen City Community Planning
Partnership.

Executive Programme Board

¢+ Provide direction to programme board
and working groups

+ Identify prioritised projects

¢+ Approve Business Cases

¢+ Ensure programme progress including
ensuring that progress is supported to
continue at pace

+ Approve significant changes to
programmes

+ Support and enable progress at pace
across transformation portfolio

+ Review and approve Project Proposal
Documents

+ Consider “deep dives” into working
group programmes to be assured of
progress

Membership

+ Chief Officer
+ Chief Finance Officer
¢+ Clinical Lead

+ Lead Transformation Manager
+ Other Leadership Team Members (rotating)

+ Selected Leadership Team Members (Chair and VC)
+ Operational Managers

+ Transformation Programme Managers

+ Independent Sector

+ Third Sector

+ ACC Communities and Housing

Reports
to

Seek 1IB
approval to
incur
expenditure
for projects
where
required
under
standing
orders (full
life costs)

Report on
progress and
performance
to 1B

Executive
Programme
Board

Reports received /
reviewed

Papers from Enabling / Strategic
Commissioning / Capital
Programme Boards & Strategic
Planning Group

All planned decisions

All 1IB papers

Programme Boards (Enabling, Strategic Commissioning, Capital)

Workstreams and project groups
Business Case

Programme Management
documentation
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Principal function/s Membership Reports Reports received /

to reviewed
Ensure delivery of anticipated benefits and | ¢ Acute Sector

where these are no longer deliverable, | Finance
redirect projects/ programmes accordingly

Appendix 5 — Clinical and care governance diagram

The diagram on the following page provides an overview of the clinical & care governance processes within ACHSCP. The
processes draw upon the existing clinical & care governance within ACC and the NHS. Clinical & care governance matters relating
to the ACHSCP are considered by its Clinical & Care Governance Group. The Clinical & Care Governance group has

representation from all services across ACHSCP and report to the ACHSCP Leadership Team, CCGC and provide assurance to
ACC and NHS clinical and safety structures.

g/ abed
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Adult Protection Committee

Child Protection

Committee
Multi Agency Protection poeeeet
Arrangement
Assurance Aberdeen
City
, Chief
T Chief Officer |« «-ccoeeereeseaes Member Of +++reeessesseran Officer's
Q ACHSCP ACHSCP . : Group
‘-8 All Services Clinical & Clinical & Member of - Hp— (Public
Across  [——Reports to == Care i——Reports to =P Care M——Assurance J ol:ﬁoﬁ 4 Assurance Protection)
;I ACHSCP Governance Governance ; :
Group Committee
............................... Member Of r+rseesessnssareanst

Reports to |

Assurance

Advises
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Table 1 - Impact/Consequente Defintims

Ul WU 1P 9]UED JIJUU N[oiEy

NHS Scotland Core Risk Assessment Matrices

Moderate

Unsatisfactory patient
experience/clinical outcome,
short tem effects — expect

recovery <lwk

Reduction in scope or qualty
of project; project objecies
or schedaie.

Agency reportable, eg.
Police &iolentand agaressive
acts)

Significri in vy requl lirg
medical treatment andor
counseling.

Below extess claim.
Justiie anp &nindyr
lack of appropriate cae

Some disruption in senice
with unacceptable impact on
patient cae. Temporary loss
of ability to provide senice.

Late delivery of key objectivel
sernvice due tolack of siaf f
Moderate erra e p
inefective training/
implementation of training.
Ongoinaaroblems wih
stefin led s

Sianificr i & ani st imal /
persorél finncia lss
(£10-100k).

Descriptar Negligible
Reduced quality of pater/
Patient experience/ clinical outcome
Experience not directly related to delivery
of clinical cae
1 o
wewe |PETTUIX O
Brojsc scope, quality or schedue.
Inj ury
(physical and Adverse event leadng © s
psychological) mino
to patient/ iniury not reauirine firt &
visitor/staft
Complaints/ Locally resolved veta
Claims complaird
Interruption in asenice
Service which does notimpact on the
Business delivery of patient cae or the
Interruption ability to continve tt
provide service
Short term low steffin o d
temporarily reduces segice
Staffin ad quality (< 1 day’
Competence Short term low steffin o d
(>1 day). where there is nc
_n disruption to pategt cae
ancial
ludina Nealiaible araanisationa
age/loss/ rersonalfirnci ¢ Ies (K<1k).
d)
Small nurmerq .
ction/Audit recomment{auors mﬁcr
focus on minor quality
improvement issues
Rumours. no meda
Adv erse
Publicity coverage
Reputation

Little efect on st f morale

Challengng
recommendations thet can be
addressed with

appropriate action plan.

Local mredia - long-term
adverse aublicit

Significri & fect on staff

morale and public percepion
of the organisation

Table 2 - Likelihood Defintios

Descriptor Rare
« Can' Lelieve 'his event
Probability would happer

« Wil orly happen in
exceptional circumstances

Possible

« May cceur cccasionaly

* Fés heppened kefore on
occasions

+ Feasoreble chance of
occurrina.

Version March 2013

Extreme

Unsatisfactory patient
experience/clinical outcome,
continued ongoing long

effects

Inability to meet projec
objectives; reputation of the
organisation seriously

damaged

Incident leading o death or
major permanentincapaci .

Multiple claimsdr sinde
major clam
Comg ex justiie conp an

Permanent loss o coe
service or faciliy .

Disruption a to
< gnifi nt ‘kncck o d fect.

Non-delivery of key obijectve/
senvice due tolack of sta f.

Loss of key sta f.

Critical erra due ©

inefective training ,
implementation of training

Severe organesatonal
perscnal innc a las
(E>1m).

Prosecui

Zero ratina
Severely critical repott

National/International meda
adverse publicit ., more than
3 days

MSP/MF concern (Questons
in Parliament

Court Enforcement

Public EnquiryF Al

Almost Certain

This is expected
occur frequently/in most

circumstances more likely o
occur than not

Table 3 - Risk Matrix

Likelihooc Consequences/Impac

Relerer ces: ASINZS 4% €0:2004 ‘Mekirc It Werk' (2€04)

Possible

Unlikely

Negligible Extreme
Almost Certair Mediun \ Fgh V Hgh
Likely Mediun V Hgh

Table 4 - NHSG Response to Risk

Descrikes what NHSG ccnsidels eect level of lisk ic repiesent anc spe Is out the exient ci
response expected for each.

Level of
Risk

Medium

Response to Risk

Acceptable leve of risk No additional controls are recuired but anv existinarisk contols
or contingency plans shoud be documented
Managers/Risk Owners should review these risks applying the minimum review table within

the risk reaister process document to assess whether these cortirue tobee  fective

Acceptble level of riskexposue  subjecttoreada  active monitaing  measues by
Maragets/Rsk Cwrers. Wher e approptic € fuither acion shal be taker to 1educe the 1 <k
but the costof control will probably be modest. ManacersRisk Owners shall document

that the risk controls or contingency plans ae e fectiwe.

Managers/Risk Owners should review these risks applying the minimum review table witin
the risk reaister process document to assess whether these cortirue tobee  fective
Relevant Manag ers/Directors/Assuance Committees will period cally seek assurance thal
these continue b be e fective

Further action shoud be taken to mitigate/reduce/control the risk, passibly urgenty anc
possiby 1ectitng sanfcnt resources. Manegers Fisk Cwneis must documert thai the
risk controls or contingency plans ae ef fective. Managers/Risk Owness should review these
risks applying the minimum review table within te risk register process documentto assess
whether these continue o be e fective

Relevant Managers/Directors/Execufie and  Assurance Committees will periodically seek
asstrence thet these ccrtirue 1c be eflectveranc confr  thel it is rof 1eesorably frectceble
to do moee. The Board mav wish to seek assurance tat risks of tis level are beina efectiveh
managed

However NHSG ey wishto e ccepthich lisks that may 1esut n 1efutalondamege, finrci &
loss ot exposule. meiol biee kdewn ir infcrrration svsten ¢ nicimaticn irtearig sant cnt
inc derts(s) cf 1eguatcty nor-comr flance, pctenta rek d irjuiy 1o stafl and pubic.

Unaccepteble level of risk exposue that requies  urgent and potertidly ~ immediae
corrective actionto be taken. Relevant Managers/DirectoisE xecutive and  Assurance
Committees should be informed explicitv by the relevant Manaoers/Risk Ownes
Managers/Risk Owners should review these risks applying the minimum review table within
the risk register process document to assess whether these cortirue tobee  fective

The Board will seek assurance that risks of tis level are beinge  fectively managed
However NHSG may wish to accep oppartuniies thal tzve er inheler very tigh 1 sk
that mev resut n1eoutaton damace. innc a loss o1 exccsule. maol bieakdown ir
irfoimaticr systerr o1 nlaimaton ntegity, si¢nitent incidertsis; of 1egu atary raon-
compliance, potential risk of injury tosta f and public
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Appendix 7 — Risk escalation process

IDENTIFY

Using priorities, objectives, incidents, complaints, claims,
service user feedback, safety inspections, external review,
or ad-hoc assessments:

e |dentify the risk
e Carry out risk assessment

ASSESS

HOW SIGNIFICANT IS THE RISK?

e Identify who and what is at risk

e Estimate the severity and likelihood of the risk;

e Could this risk combine with other risks to increase or
decrease owerall risk exposure? i.e. aggregate risk.

e Record your assessment using Risk Assessment Template

o If the risk is high/very high, then it should be reported to the
Senice Lead, or Director for department / senice

RESPOND

HOW WILL YOU MANAGE THE RISK?

e Determine best control strategy

e Describe all controls

e Document any other actions to address gaps in control

e Complete risk assessment and ensure the risk is recorded
on the risk register

o Escalate risk depending on the residual risk score (see risk
assessment tables)

e Monitor and assure the operation of controls

REPORT

Key outputs from the risk register are reported to relevant
staff or groups depending on the residual risk score as
follows:

e Very high — 1B
e High/very high— Leadership Team

e High/very high — Senice or Department manager
e <High/very high - Line manager

REVIEW

Key outputs from the risk management process are reviewed
by service and professional leads, and at the:

o 2Very high (formal meeting)
2Very high sub committees /Leadership Team, SOMT
=High/very high Locality and delivery point meetings
All Local senice meetings

Page 81
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Appendix 8: Ownership & Version Control

Ownership:

The BAEF Framework is owned by the Leadership Team andis regularly reviewed by the team.

Version Control

1. Version Control/Document Revision History (begun 24.11.2017)

Version Reason By Date
1. Revisions to the BAEF requested by the Audit & Performance Sarah Gibbon, 24.11.2017
Committee at its meeting on the 215t of November 2017 Executive Assistant
2. Additional revisions to BAEF pending submission to 1JB Sarah Gibbon, 22.01.2018
Executive Assistant
Sarah Gibbon,
3. Acceptance of changes Executive Assistant 31.01.2018
Annual Review Sarah Gibbon 18.01.2019
Executive Assistant
5. Annual Review Neil Buck 22.04.2020
Support Manager
6. Annual Review Martin Allan September 2021

Business Manager
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Agenda Item 8
Aberdeen City Health & Social Care Partnership

Risk, Audit and Performance Committee

Date of Meeting 23 September 2021

Report Title IJB Whistleblowing Policy-Quarter 1

Report Number HSCP.21.102

Lead Officer Alex Stephen, Chief Finance Officer

Name: Martin Allan
Report Author Details Job Title: Business Manager
Email Address: martin.allan3@nhs.net

Consultation Checklist Completed Yes

Appendices None

1. Purpose of the Report

1.1. To provide Risk, Audit and Performance Committee (RAPC) with a quarterly
update on whistleblowing incidents raised under the Integration Joint Board’s
(JB) Whistleblowing Policy.

2. Recommendation

2.1. Itisrecommended that the RAPC note that no whistleblowing incidents
have been raised under the IJB’s Whistleblowing Policy since the Policy
was approved by IJB on 6 July 2021.

2.2. ltis further recommended that the RAPC agree that future “nil returns” be

reflected in the Committee’s Business Planner rather than via a separate
report.
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Aberdeen City Health & Social Care Partnership

Risk, Audit and Performance Committee

3. Summary of Key Information

IJB Whistleblowing Policy

3.1. On 6 July 2021 the IIB approved their Whistleblowing Policy. The Policy
relates to all JB Members and Office Holders of the Board and is
committed to dealing responsibly, openly and professionally with any
genuine concerns held by staff of the Aberdeen City Health and Social Care
Partnership (ACHSCP), Members of the Board or Office Holders,
encouraging them to report any concerns about wrongdoing or malpractice
within the IJB, which they believe has occurred.

3.2. The aim of the policy is to ensure that staff and Members are fully aware of
the types of matters that they should report and the reporting procedure
they should follow to raise any genuine concerns about any possible
wrongdoing or malpractice, at an early stage, without fear of penalty or
victimisation.

3.3. The WUB agreed that any whistleblowing incidents raised through the Policy
would be reported to RAPC by the Board’s Standards Officer on a quarterly
basis.

3.4. During the time period since the Policy was approved, the Standards
Officer has not received any incidents relating to the Policy.

3.5. It is proposed that future “nil returns” be reported through the Committee's
Business Planner, rather than via a separate report.

3.6. In terms of publicising the Policy, work has been undertaken to publish the
Policy on the Partnership’s Internet and intranet as well as sharing the
Policy details with the Partnership’s Leadership Team for distribution
through their Teams.
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4.

4.1.

4.2.

4.3.

4.4,

4.5.

4.6.

4.7.

Aberdeen City Health & Social Care Partnership

\A/

Risk, Audit and Performance Committee

Implications for IJB

Equalities, Fairer Scotland and Health Inequality —there are no direct
implications arising directly as a result of this report.

Financial — there are no direct implications arising directly as a result of
this report.

Workforce - there are no direct implications arising directly as a result of
this report.

Covid-19 — There are no implications relating to Covid-19 in this report.

Unpaid Carers-There are no implications relating to unpaid carers in this
report.

Legal — there are no direct legal implications arising directly as a result of
this report.

Other - there are no direct implications arising directly as a result of this
report.

5. Links to ACHSCP Strategic Plan

5.1.

The report is linked to all the strategic aims of the Partnership’s Strategic
Plan.

6. Management of Risk

6.1.

6.2.

Identified risks(s): The update provided links to the Strategic Risk Register,
specifically around reputational damage.

Link to risks on strategic or operational risk register:

Risk 6- There is a risk of reputational damage to the JB and its partner
organisations resulting from complexity of function, delegation and delivery
of services across health and social care.
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Risk, Audit and Performance Committee

6.3. How might the content of this report impact or mitigate these risks:

Reporting on Whistleblowing incidents to the RAPC provides transparent
reporting of any whistleblowing incidents.

pprovals

Sandra Macleod

|I:_' WY ] e~/ |f .."{. )
AL /1 oo (Chief Officer)

\IL ( ( Alex Stephen
™. —7 . . )
/ LpdeerT (Chief Finance Officer)
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Agenda Iltem 9
Aberdeen City Health & Social Care Partnership

RISK, AUDIT AND PERFORMANCE COMMITTEE

Date of Meeting 23 September 2021

IUB’s Records Management Plan -
Report Title Review and Action Plan

HSCP.21.103

Report Number

Lead Officer Sandra Macleod, Chief Officer

Name: Martin Allan
Report Author Details Job Title: Business Manager
Email Address: martin.allan3@nhs.net

Consultation Checklist Completed Yes

Appendix A — Records Management
Appendices Improvement Plan

1. Purposeof the Report

1.1. To present the Risk, Audit and Performance Committee (RAPC) with an
update on the Integration Joint Board (IJB) Records Management Plan as
submitted to the Keeper of Records for Scotland. The report explains the
basis of the approval and outlines our action plan for improvement and review
of the plan.

2. Recommendations

It is recommended that RAPC:

2.1. Note the formal approval of the IUJB’s Records Management Plan (RMP) by
the Keeper of Records for Scotland;

2.2. Approve the Records Management Improvement Plan as recommended by
the Keeper of Records for Scotland as outlined at Appendix A and

2.3. Instruct the Chief Officer, Aberdeen City Health and Social Care Partnership
(ACHSCP) to review the RMP annually and to thereafter report on this review

1
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RISK, AUDIT AND PERFORMANCE COMMITTEE

to the RAPC (including updates on the Records Management Improvement
Plan).

3. Summary of Key Information

3.1. Atthe meeting of the IJB on 8 September 2020, the Board approved the
IJB RMP for submission to the Keeper of Records for Scotland (Keeper), as
required under the Public Records (Scotland) Act2011.

3.2. The Keeper responded to the Chief Officer on 7 June 2021 explaining that
the RMP sets out proper arrangements for the management of Aberdeen
City Integration Joint Board’s public records and that the Keeper would
publish the assessment report for the IJB on the National Records of
Scotland website. This report is available here :
https://www.nrscotland.gov.uk/files//record-keeping/public-records-
act/keepers-assessment-report-aberdeen-city-integration-joint-board.pdf

3.3. In reaching this determination, the Keeper expects the JB to implement the
agreed RMP to meet its full obligations under the Act. The Keeper
reminded the IJB that, under section 5 of the Act, an authority must:

(@) keep its records management plan under review, and

(b) if the Keeper so requires (whether at the time of agreement of the plan
or otherwise) carry out a review of the plan by such date (“the review date”)
as the Keeper may determine in accordance with subsections 2 to 4 of the
Act.

3.4. Whilst the IJB RMP has been agreed by the Keeper, certain conditions have
been highlighted and require to be met. The Keeper is able to do this for
certain elements under what are termed an ‘improvement plan’.

3.5. In summary these conditions relate to the plan elements as follows:

e 04 Business Classification

e 05 Retention Schedule

e (09 Data Protection: Information Commissioner’s Office (ICO) registration
and public Privacy Notice.
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3.6. The RMP Improvement Plan, attached to this report at Appendix A, provides
the detail for each of these elements, the improvement the Keeper suggests
in more detail along with the proposed action to satisfy these conditions. The
Keeper will be kept updated on the progress undertaken.

3.7. The Keeper recommends that the JB publish the agreed plan, for the
information of staff and service users and to assist in the sharing of best
practice across Scottish public authorities. Arrangements will therefore be
made to publish the agreed Plan on the Partnership’s Website.

3.8. We recommend that the RMP be reviewed annually and reported to RAPC,
along with updates on the Records Management Improvement Plan.

4. Implications for IIB

4.1. Equalities, Fairer Scotland and Health Inequalities — there are no direct
equalities implications arising from this report.

4.2. Financial —there are no direct financial implications arising from this report.

4.3. Workforce -there are no direct implications arising directly as a result of
this report.

4.4. Legal - there are no directimplications arising directly as a result of this
report.

4.5. Covid-19 —there are no direct Covid-19 implications arising from this
report.

4.6. Unpaid Carers — There are no implications relating to unpaid carers inthis
report

4.7. Other - there are no directimplications arising directly as a result of this
report.
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5. Links to ACHSCP Strategic Plan

5.1. Having a robust and effective records management process will help the
ACHSCP achieve the strategic priorities as outlined it its Strategic Plan.

6. Management of Risk

6.1. Identified risks(s): The detail in this report link to the Strategic Risk
Register in a variety of ways, as detailed below.

6.2. Link to risks on strategic or operational risk register:

Risk 4-There is a risk that relationship arrangements between the IJB and
its partner organisations (Aberdeen City Council & NHS Grampian) are not
managed to maximise the full potentials of integrated & collaborative
working. This risk covers the arrangements between partner organisations
in areas such as governance; corporate service; and performance.

Risk 6- There is a risk of reputational damage to the IJB and its partner
organisations resulting from complexity of function, delegation and delivery
of services across health and social care

6.3. How might the content of this report impact or mitigate these risks:

Ensuring a robust and effective records management process will help to
mitigate the identified strategic risks.
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Wl NYaclooo! Sandra Macleod
Fa (Chief Officer)
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Aberdeen City Health and Social Care Records Management Plan-Improvement Plan - Appendix A

Element The Keeper of the Records of Scotland’s comments Aberdeen City Health and Social Care
Partnership’s Planned actions
4. Business The Keeper of the Records of Scotland (the Keeper) expects | Confirmation has been sought from

Classification

that the public records of an authority are known and are
identified within a structure.

It has been determined that all IJB records are held
electronically. Although the public records of the IJB are held
on the records management systems of Aberdeen City
Council, the UB has created a separate business
classification scheme and file plan covering their records.
Copies of these documents have been provided to the
Keeper.

The Keeper has been provided with a minute of the meeting
of the IUB dated 8th September 2020 at which the Board
approved the Business Classification Scheme.

The File Plan is designed to expand the Business
Classification Scheme to include retention information and
information on the systems on which the records are
managed (shared drives, business system management
system etc.). This is potentially a useful business tool for the
authority. The IJB have confirmed to the Keeper that the
File Plan is to be amended to complete all sections of the
Plan and then will be further amended (as detailed
below).

Aberdeen City Council is currently consolidating their
records management provision around an O365 cloud
solution. It is assumed that the public records of the IJB
will transition alongside the record of the Council. The

Aberdeen City Council as to the progress
of O365 and the consolidation of ACC
records. The Council’'s Records Manager
has confirmed that the Council will submit
evidence on this element to the Keeperin
2022. In the meantime, the IJB’s records
continue to be managed by the Council’s
Committee Services Management
system.

Work has been undertaken and will
continue on the 1B File Plan.
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Aberdeen City Health and Social Care Records Management Plan-Improvement Plan - Appendix A

Element

The Keeper of the Records of Scotland’s comments

Aberdeen City Health and Social Care
Partnership’s Planned actions

File Plan column ‘location’ will then require to be
changed. IIB records will no longer be held on shared
drives for example. Some IJB records may remain
outside the principal records management solution. For
example, on Council ‘line-of-business’ systems such as
“ACC's Committee Services Management Programme”.
The Keeper has determined that the RAG status of a
Records Management Plan of any authority, whose
records are managed on the systems of a separate
authority, cannot be higher than that awarded to the
‘host’ authority. As noted above, Aberdeen City Council
is in a transition period and carries an amber status
against this element.

Therefore, the Keeper can agree element 4 on the same
‘improvement model’ terms as the Council.

5. Retention
Schedule

The Keeper expects an authority to have allocated retention
periods to its public records and for those records to be
retained and disposed of in accordance with a

retention schedule.

All the public records of the IJB are held on Aberdeen
Council systems, which (as detailed under element 4 above)
are currently being transitioned to an O365 solution. The
Keeper has agreed the Council’s Records Management
Plan on an ‘improvement model’ basis for this element
as the operation of retention labels against record type
has not been finalised in the new system.

The Keeper notes that the IJB File Plan has appropriate
retention decisions allocated to IJB public records. However,
see element 4 regarding the completeness of the File
Plan.

Confirmation has been sought from
Aberdeen City Council as to the progress
of 0365 and the consolidation of ACC
records. The Council's Records Manager
has confirmed that the Council will submit
evidence on this element to the Keeper in
2022. In the meantime, the IUB’s records
continue to be managed by the Council’s
Committee Services Management
system.
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Aberdeen City Health and Social Care Records Management Plan-Improvement Plan - Appendix A

Element

The Keeper of the Records of Scotland’s comments

Aberdeen City Health and Social Care
Partnership’s Planned actions

The B have provided the Keeper with a screenshot from the
Council's Retention Schedule showing that their public
records are included.

In January 2015, The Keeper agreed this element of
Aberdeen City Council’s plan. However, he did so under
‘improvement model’ terms. This was in recognition of a
major change in the record keeping systems at the
Council (see element 4 above).

The Keeper therefore agrees this element of the IJB Plan
under the same improvement model terms as the ‘host’
authority.

9. Data Protection

The Keeper expects a Scottish public authority to manage
records involving personal data in compliance with data
protection law.

Aberdeen City Integration Joint Board is a data controller.
This is clearly stated in the Memorandum of Understanding.
The IJB is currently working with its appointed Data
Protection Officer (DPO) to ensure that they fulfil all the
requirements of the Data Protection Act 2018 including
registration with the Information Commissioner.

The JB adopts the Data protection Policy of Aberdeen City
Council, which the Keeper has already agreed as appropriate
(2015). However, the RMP, as submitted also includes
references to the data protection provision in NHS Grampian.
The IJB has now committed to take out these references as
they may cause confusion.

The JB have provided the Keeper with links to the relevant
pages on the Council website. The Keeper suggests that
these might also be linked from the HSCP page.

Work has been undertaken to complete
the registration with the Information
Commissioner. Still awaiting confirmation
from Commissioner on registration. Links
from the Partnership’s Website to the
Council's Records Management pages
on the Council’s website will be arranged.
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Aberdeen City Health and Social Care Records Management Plan-Improvement Plan - Appendix A

Element

The Keeper of the Records of Scotland’s comments

Aberdeen City Health and Social Care
Partnership’s Planned actions

The Keeper can agree this element of the Aberdeen City
Integration Board’s Records Management Plan under
improvement model terms. This means that there

is an identified gap in provision, but the Keeper recognises
that the IJB have put process in place (in conjunction with
their DPO) to close that gap.
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Appendix A - B Annual Report 2020-21

Appendix B - Annual Performance Report
Public Summary

1. Purpose of the Report

1.1.
Committee (RAPC) the Integration

The purpose of this report is to share with the Risk, Audit and Performance

Joint Board’s (JB) Annual Performance

Report (APR) for 2020-21 as approved by the JB on 24 August 2021. To
review the report from a RAPC perspective for any potential further

performance related assurance.

2. Recommendations

2.1. I isrecommended that the RAPC:

(@) Notes the contents of this report and reviews from RAPC perspective
and commends the work and progress of the partnership through

2020/21.
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3.

3.1.

3.2.

3.3.

3.4.

3.5.

3.6.

Aberdeen City Health & Social Care Partnership

RISK, AUDIT AND PERFORMANCE COMMITTEE

Summary of Key Information

The Public Bodies (Joint Working) (Scotland) Act 2014 obliges the
integration authority to prepare an Annual Performance Report (APR) for
the previous reporting year which in this case is 1 April 2020 to 31 March
2021. The 2020-21 performance report therefore relates to the second
year of the IUB’s current Strategic Plan.

The APR must outline a description of the extent to which the arrangements
set out in the Strategic Plan have achieved, or have contributed to
achieving, the national health and wellbeing outcomes.

Neither the legislation nor accompanying guidance prescribes a specific
template to be used for the APR. Each partnership can design its own
format to best explain and illustrate its performance. The design of this
year's report is based mainly on the very visual and easy read format used
for the Strategic Plan itself and which was well received for last year's APR.

In February 2019, the Ministerial Strategic Group (MSG) undertook a
Review of Progress with Integration, which set out that Integration
Authorities should improve the consistency and read across of their Annual
Performance Reports. In line with this, we have previously agreed that we
would report against national and MSG performance indicators in a
common tabular format, with RAG status, which allows easy benchmarking
and comparisons across Scotland, this can be found at Appendix A and B
within the APR.

The 2020-21 APR covers the period of response to the Covid-19 pandemic,
and we have devoted a section to that. The rest of the APR follows the
agreed format of detailing progress under each of the Strategic Aims.
Similar to last year we have included a section on our Enablers (as per the
Strategic Plan), our Governance and our Priorities for 2021-22.

It was our intention to include more of the voices of those with lived
experience of the health and care system via the use of the Care Opinion
tool, but our progress on implementing this was limited during 2020-21.
We do however have plans to move forward with this during 2021-22 and

2
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3.7.

4.

4.1.

4.2.

4.3.

4.4,

Aberdeen City Health & Social Care Partnership

RISK, AUDIT AND PERFORMANCE COMMITTEE

the detail of these are contained within the Engagement report
(HSCP.21.060) which was approved by the IJB on 24 August 2021.

During June and July of 2021, we had a group of Career Ready students
working on health and social care related projects. One of these projects
was for the students to review the content of the APR and provide feedback
on how understandable the content was to people with limited knowledge of
the health and social care partnership and the services it provides. The
students presented this feedback to the Leadership Team on 14 July 2021
and their comments have been used to compile an easy read Public
Summary version of the APR as attached at Appendix B.

Implications for RAP

Equalities, Fairer Scotland and Health Inequality —the annual report
demonstrates our performance in general across services delivered to the
whole population dependent on need, including those with protected
characteristics such as age and disability and people experiencing
inequality. It helps us identify areas for improvement. The IJB approved
the ACHSCP Equality Outcomes and Mainstreaming Framework and
reporting schedule in May 2021. This will enable reporting in future APRs
on service developments designed to improve access for those
experiencing inequality.

Financial — There are no direct financial implications arising from the
recommendations of this report. All services are delivered within existing
agreed budgets.

Workforce — There are no direct workforce implications arising from the

recommendations of this report. All services are delivered by existing
workforce under the terms and conditions of the employing organisation.

Legal — under the terms of the Public Bodies (Joint Working) (Scotland) Act
2014 we have a statutory obligation to publish an Annual Performance
Report. As in other years, due to governance arrangements, we are
unable to publish a final report within the stipulated timescale (4 months
after the end of the financial year i.e., 31 July 2021). This is similar to
many Partnerships and there is an acceptance at government level that this

A NHS
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RISK, AUDIT AND PERFORMANCE COMMITTEE

is the case. If the Annual Performance Report was not to be approved and
published, we would be in breach of our legal obligation which would
damage the reputation of the IJB and give rise to uncertainty around its
performance.

4.5. Covid —there are no direct Covid implications in relation to the APR. The
report itself covers the response to Covid and the lessons learned.

4.6. Carers — there are no direct implications for Carers inrelation to the APR.
Value and Support Unpaid Carers is a commitment under the Resilience
aim of the Strategic Plan. It is anticipated that the work undertaken to
refresh of the Carers Strategy will feature in next year's APR.

47. Other —none.

5. Links to ACHSCP Strategic Plan

5.1. The Annual Performance Report demonstrates the progress made in the
second year of our Strategic Plan.

6. Management of Risk

6.1. Identified risks(s)

There is a risk that we breach our legal obligation under the Public Bodies
(Joint Working) (Scotland) Act 2014 (as described at 4.4 above) and also
that we are not transparent and open about our performance.

6.2. Link to risks on strategic or operational risk register:

This report links to strategic risk 5. - There is a risk that the 1JB, and the
services that it directs and has operational oversight of, fail to meet both
performance standards/outcomes as set by regulatory bodies and those
locally determined performance standards as set by the board itself. This
may result in harm or risk of harm to people.
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6.3. How might the content of this report impact or mitigate these risks:

The report gives the IJB assurance on the areas where we are performing
well and highlights areas where performance could be improved allowing
remedial activity to be directed where required.

pprovals

of Sandra Macleod
' (Chief Officer)

\!L { ( Alex Stephen
|l . _--IJ - - -
A= (Chief Finance Officer)
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The first year of the Covid-19 pandemic brought
unprecedented challenges for patients, clients, staff and
partners of Aberdeen City Health and Social Care
Partnership.

Our Annual Report for 2020/21 acknowledges these
challenges and some of the lessons we learned from them
that will help shape future service provision.

It also stands as a lasting record of the exceptional
response to the pandemic from staff and the communities
within Aberdeen City. We have always held the view that
our staff were our greatest asset. They more than proved
us right over the last year. In addition, we have always
valued the support we get from our partners and our
communities but the way they stepped up to the
challenges of the pandemic surpassed all of our
expectations.

We'd like to take this opportunity to say, "Thank You".
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Covid19 Response and
Lessons Learned

Since March 2020, the global pandemic has
impacted all our lives both on a personal
and a professional level. A lot has
changed, from the way we socialise, to the
way we work, and it is still uncertain when,
or even if, things will return to the way
they were.

Here are some of the areas where our
Partnership responded to the crisis and
the lessons we learned that we will use to
structure our services in the future.

R L] -y
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https://en.wikipedia.org/wiki/COVID-19_vaccine
https://creativecommons.org/licenses/by-sa/3.0/

Covid19 Response and Lessons Learned

In a crisis, we can transform at pace, cutting through
normal organisational, financial, and administrative
barriers.

Near Me Consultations &

(®) Trend

The best example of this is the implementation of Near Me. We
were able to get the equipment and get people using it in a fraction
of the time it would have taken us to do that previously. Across
Grampian, there were 80 consultations per week pre Covidl9, and

Sector. (al) » | Waiting Area | (aJ]) + | Speciality (A » | WeekEnding | (all) .1 (O aweek Moving Avg.

By Sector

2000

. Aberdeen City
there are 3,500 now. 16 sites were using the technology pre ':ﬂi‘j’;‘*“““
Covid19, and 200 now. E-consult has been another innovation B Grampian COVIDI9 Hub

1500 Other

&hat was rolled out during Covid19, this allowed an additional, on-

L%Iine route for patients who wanted, and were able to seek advice

grom their GP in this way, freeing up face to face appointment time

ofor those patients who most needed this method. The Health
Village closed down normal operations and was set up as the
Covid19 Hub for Aberdeen over a weekend.

Secondary Care

1000

We have also learned that transformation at pace, whilst necessary
at the time, can also adversely impact on some of our clients and
patients. In the case of digital developments this often means
people who do not have the desire, opportunity or knowledge to
access and use the required technology, are at a

disadvantage. Whilst a variety of options to meet people’s
individual needs and preferences have always been available, we
can improve the way we communicate this and support people to
access these options.

Developed by NHSG Health Intelligence
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Covid19 Response and Lessons Learned

“The City Community Macmillan CNS team started using Near Me, like many
others, last year during the first lockdown. Having this option for contacting
patients and assessing them has been beneficial to our service when we had to
stop all face to face visiting. It enabled patients and their families to meet us in
person and have a connection so that they can 'put a face to the name'. This
service also helps us assess how people physically look, pick up on the non-
verbal cues that could be missed in a telephone call, and involve other family
members in the assessment process. Now as restrictions have been easing, we
are continuing to use this facility for assessing patients in conjunction with
phone calls and home visits.”

Rachel Anderson, Community MacMillan

CNS, Team Leader



Covid19 Response and Lessons Learned

To show our appreciation and thanks,

at the Heart Awards Digital Eventin EH*:[E
December 2020, we featured a Thank F'-q.lp-l {
you video to our Health and Social o

Care staff and partners - please use I ﬁ'
the QR code to view the video. _| Jd

Staff response to the crisis is exceptional.

/0T abed

As soon as the extent of the impact of Covid19 became apparent, staff
from all sections of the partnership, the Council and NHS Grampian
stepped forward to do whatever they could to support. This was often

undertaking tasks that were not within their usual remit and prompted

by the staff themselves asking what they could do to help. In addition

to staff working differently, and often working longer hours, many staff @AA/
rapidly learned new skills. Probably the best example of this is the staff

from enabling functions who undertook training as Care Workers and
provided additional supportto those Care Homes in the City who were
struggling to maintain staffing levels during the crisis. This additional
support helped maintain safe levels of care in these homes and enabled
those most vulnerable to the virus to continue to receive the support
they needed.




Covid19 Response and Lessons Learned

Over time the nature of the Covid19 response, and now the new pressures faced from remobilising

services are taking their toll on staff health and wellbeing and we need to ensure they are supported
to recover.

During the Covid19 response staff worked long hours, often in challenging situations whilst also dealing with the personal and
social effects of the global pandemic. The respite after the first wave was short lived and, before any real time for recovery, staff
were back facing the effects of the second wave, arguably worse than the first. Even now that we are into the remobilisation
phase, the pressure is still present with staff who are already tired and low on resilience facing long waiting lists and dealing with
very sick patients who have put their healthcare needs on hold during the pandemic.

&\Ithough, support was provided in the form of the Psychological Hub and initiatives like Project Wingman, other wellbeing
easures were introduced such as reduced meeting times and encouraging taking downtime and participating in physical activity
gnd online social opportunities. Itis acknowledged, however, that staff wellbeing has nonetheless been impacted. The
eadership Team has recognised the importance of ensuring that staff are supported to recover from the significantimpact on their
health and wellbeing and this is their top priority in terms of objectives for 2021/22. “Staff Health and Wellbeing will be a priority
and we will ensure a collaborative, compassionate and supportive approach to recovery. Staff will be given time, space, and
resources to recover from the pandemic and prepare for recovery and planning of next steps”.

S 11
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Covid19 Response and Lessons Learned

Covid1l9 has a greater impact on those
experiencing health inequalities and we now

need to redouble our efforts to try to address
these.

There is a wealth of data that indicates that those in the older
age groups, those from the Black, Asian, and Minority Ethnic
(BAME) communities, those with disabilities and chronic
;Snderlying health conditions, and those living in areas of
%eprivation are more susceptible to serious illness and death
flom Covid. Not only that, but we also know that vaccination
Tptake has been lowerin the BAME and other ethnic
communities and in deprived communities. This further
exacerbates the already challenging disadvantages these
sections of the population face.

Our focus for the future will be on encouraging vaccine uptake
in the “cold spots” across the City and delivering on our

Equality Outcomes and Mainstreaming Framework which was
developed towards the end of 2020/21.

Aberdeen City Health and Social
Care Partnership: Equality
Outcomes and Mainstreaming
Framework 2021-25

R



We have a wealth of resource in our communities and
there is a willingness to step up and help in a crisis.

The national lockdown and particularly the arrangements for those
who were shielding meant there were many peoplein our
communities who found themselves unable to access basic, critical,
and sometimes emergency supplies. Although staff and partners
were involved in setting up systems to coordinate the provision of
-@ssistance, it was, in the main, our communities themselves who
Hallied round and responded to the needs of their neighbours by
ﬁ)roviding food and prescription deliveries as well as often offering the
Honly face to face social interaction those who were shielding had
%Iuring that testing time. We know that we have a challengeto
continue to deliver a level of health and social care services within our
existing resources. We need to harness the resource available within
communities to help us maximise the diversity of services on offer,
particularly in relation to prevention activities.

The work we are doing in communities alongside our Community
Planning partners and in particular with Aberdeen Council for
Voluntary Organisations (ACVO), via the Locality Empowerment
Groups, Priority Neighbourhood Partnerships and Neighbourhood
Leads will build on this momentum, and we will continue to explore
ways of maximising the power of volunteering.

- Community Planning
Aberdeen
If you wauld ke to got involved or find aut mare information,

please get In touch - LotalityPlanning @aberdesnsity. gk
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Covid19 Response and Lessons Learned

National Lockdown and Covid19 restrictions had unintended consequences on patients and
clients which, in turn, will influence the support they require from our services.

With lockdown and the message to stay at home, save lives, protect the NHS, came the temporary cessation of a number
of services which normally were provided either in close proximity to vulnerable clients or in group settings. This left
clients and their carers confused with a greater burden on carers who normally would have access to respite

services. Family and friends who would not normally have undertaken a caring role, found themselves doing so, without
the usual support provided, in the absence of formal care.

In Summer 2020 the Scottish Human Rights Commission published a report on the impact of the Covid19 pandemic on
people’s rights particularly in respect of care at home and supportin the community. There was concern that services
would not be reinstated; a call for services not to assume that family supports, which had been in place during lockdowns,
would be sustainable over the long term: and, when able to do so, a request that services should fairly and systematically
assess need. Lookingback there is an appreciation that some of these changes to services could have been better
communicated and, knowing what we know now, we may have been able to continue some services safely.

Our work in developing new approaches to opportunities for day care and respite,
known as Stay Well Stay Connected, has learned from this experience. People with
lived experience, their carers, and service providers are all working alongside the
partnership in understanding what services for the future need to look like and
coproducing these together.

Stay Well, Stay Connected



COVID19 Mass Vaccination Programme

Aberdeen City Health and Social Care Partnership began the Covid19 Vaccination
programme in early December 2020 with the initial, nationally defined priority groups.
GPs helped vaccinate the over 80s, and Community Nursing quickly mobilised to
vaccinate care home residents. An average of 38,000 vaccinations has taken place every
month since the beginning of the programme.

Over 250 staff were rapidly recruited and/or deployed to deliverthe mass vaccination
programme which commenced on 1st February 2021 at P& ] Live. Roles included, not
only vaccinators, health care assistants and pharmacists, but also support staff for
reception, administration and logistics, and of course, the seniorteam to help coordinate
itall. During the early days of setting up, the military were temporarily deployed to
assist. P&J Live staff coordinated the smooth running of the venue and their experience
in managing major events proved invaluable to delivering the vaccination programme
which is the largest logistical operation in Scotland.

Eolleagues from Aberdeen City Council also assisted with the programme for example in
Qarranging road signage, the provision of the local call centre, and in helping to
Hcoordinate access to community facilities for the “pop-up” clinic phase of the
K)programme.

Flexibility was key to the successful delivery of the programme which brought many
challenges. P&J Live operated 12 hours a day, seven days a week. National guidance
was updated regularly, and the changes had to be communicated to all staff
timeously. There were particular challenges in relation to vaccine management, not
only in terms of storage but also in responding to actual versus anticipated attendance
rate and close monitoring by pharmacy staff and Team Leaders in order to minimise
vaccine wastage.

{[11}!
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Everyone involved in the programme deserves enormous thanks for helping to save the
lives of the residents of Aberdeen.

Prevention



Primary Care services evolved their models of care across GP's, Pharmacy,
Dentistry, Optometry and Psychological Therapy, to ensure our communities
needs we met within the limitations and restrictions we faced.

Covid19 Assessment Hubs were collaboratively set up across the three
partnerships in Grampian. Located in Aberdeen Health Village and The Oaks
in Elgin, these assessment hubs worked closely with GMEDs and NHS24 to
assess and triage patients to the correct point of care.

he assessment Hubs a provided safe environment for staff and patients
\wio were triaged first by NHS24 and then by a group of clinicians who, over

time, became more and more skilled in COVID triage. All clinicians received
comprehensive inductions based on learning from practices already well
established in remote consulting. Teams channels were devoted to
supporting videos and documents and protocols for clinicians.

Primary Care services and teams would like to take this opportunity to
thank all the residents that adhered to the restrictions and lockdown
guidance, as well as our Health and Social Care staff for ensuring our
services stayed open and available to patients.

Prevention - Primary Care

COVID19 Hub — Health Village

"I remember it seemed like almost overnight the IT folk came in and put
in the electric cables, the desking and all the new screens and
computers. There was also the rapid development of clinical pathways
and establishing the flow through the building (when required) and
what areas were green and which were red. The speed of the appeal
and the response to that appeal from clinicians to help the hub was
superb - | am sure there were approx. 200 clinicians signed up at one
stage. The training and support to those clinicians who all initially came
in wide eyed is also worth celebrating. It was a combined team clinically
with good links with GMEDs and also support from secondary care both
the rehab consultants and sexual health. Some folk came out of
retirement to help and do shifts. Good liaising with secondary care to
streamline the referral process and get over the barrier that most
patients could be admitted without a face-to-face assessment which
was a new concept at the time. The secondary care team also offered
real time near me support. Training around resuscitation procedures
was provided by the BASICs team.

My overall feeling, is just one of astonishment, that a whole new 24
hours a day, 7 day a week service was set up in what was not much
more than a matter of days. It really changed my concept of "the art of
the possible" and makes me more impatient when faced with delays in
other aspects of my work now!"

Dr Stuart Reary, GP Partner



Living Well with Diabetes — Type 2 Peer Support Group

The Living well With Diabetes peer support group is made up of
individuals across Aberdeen City who have Type 2 Diabetes, as
part of the group there are 5 Diabetes UK trained peer supporters.
The group met monthly to share tips and information, as well
sharing struggles they are facing with self-managing their
condition. There would regularly be a health professionalin
attendance to answer any queries the group had e.g. Senior
Diabetes Nurse, Optometrist. The group have formed a very
stgpng bond and has been a safe space in which members can
sfare their stories.

(9]

ChVid-19 restrictions have been preventing the Living Well with
Dfabetes peer support group from meeting in person since
February 2020. The group have stayed in touch virtually via email
sharing their favourite recipes or new lockdown finds.

During December 2020 some of the group members teamed up
with the Fraserburgh Type 1 Diabetes group to compete in a
“Christmas Bake Off”, a challenge that followed the format of the
well-known “Great British Bake Off”. The challenge was to create a
Christmas themed bake that was as “diabetic-friendly” as possible.
The “"Bake Off” was held on Microsoft Teams with each person
sending in a picture of their bake and describing how the bake was
created on the call (ingredients and decorations!). Everyone pulled
out all the stops and showed they had what it takes to be a Star
Baker.

Prevention

Grampian Sexual Health Response

As part of the first wave Covid19 pandemic response, Grampian
Sexual Health service was rapidly redesigned to prioritise
essential care only. This rapid change was in response to
reduced capacity, staff redeployment for Covid19 work streams,
urgent relocation to alternative accommodation, reduced
laboratory testing capacity and a reduction in face-to-face care
provision to protect both staff and patients. Efforts were made
to maintain care provision based on public health priorities to
prevent unplanned pregnancies and onward transmission of
sexually transmitted infections (STIs) and blood borne viruses
(BBVs) and due to the implications, any impact on other health
services or implications for patient care and wellbeing.

elemed/virtua Outreach (face to face
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Resilience

Frailty Pathway Redesign

This year we have been working hard, alongside colleagues in the acute sector

and Aberdeenshire, to deliver improvements to our services which care for people living
with frailty. This involved major change to how we deliver our services, in line with the

‘Operation Home First’ principles.

=
STo maintain people safely
) at home

H

H

o1

The work on the Frailty Pathway has
involved transforming the way we work,
so that resources that used to be within a
hospital-setting are transferred to boost
the community teams which help to
prevent people going to hospital and
support them to come home sooner.

Avoiding unnecessary
hospital attendance or
admission

Operation Home First Principles

specialist care

“People, especially older populations remain
fitter and healthier the longer they remain at
home and outcomes for many people
following a stay, even a short one, in hospital
can be negatively impacted. It makes sense
that we try to provide more services in
people's homes and communities, whichiis
what people tell us they would prefer to a
hospital admission” Chief Officer for Acute
Services, 2020

To support early discharge
back home after essential

s

What is frailty?

“The term frailty or'being frail' is often used to
describe a particular state of health often
experienced by older people. But sometimesit’s
used inaccurately.

If someoneis living with frailty, it doesn’‘t mean
they lack capacity or are incapable of living a
full and independent life. When used properly,
it actually describes someone's overall
resilience and how this relates to their chance
to recover quickly following health problems.

In practice being frail means a relatively ‘minor’
health problem, such as a urinary tract
infection, can have a severe long-term impact
on someone’s health and wellbeing.

This is why it is so important that people living
with frailty have accessto well-planned, joined-
up care to prevent problems arising in the first
place — and a rapid, specialist response should
anything go wrong.”

Age UK website

What is frailty syndrome?

Frailty syndrome can involve presenting with
problems such as falls, confusion, rapid
functional decline and advanced frailty. People
experiencing frailty syndrome are looked after
by the Frailty Pathway.


https://www.ageuk.org.uk/our-impact/policy-research/frailty-in-older-people/understanding-frailty/

Resilience

What do
cchanges in the
Frailty Pathway

look like™

fed
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Early Supported
Discharge/ Hospital @
Home (Shire)

Hospital at Home
(City)

Rosewell House (City)

Discharge Hub (Shire)

Community Allied
Health Professions

(City)

Aberdeen Royal
Infirmary

Development of a brand new community based model which will provide enhanced support at home
for patients across Aberdeenshire. The team will include Geriatrician support, Nursing, Allied Health
Professionals and Health Care Support Workers and will work Monday to Friday on an 8am - 6pm
basis. Geriatrician support will be available up to 9pm with out of hours medical support provided by
G-Meds. There will also be 7 day a week support from our Aberdeenshire Responders for Care at
Home Service (ARCH) who can assist with care and rehabilitation.

Additional capacity for the City Hospital @ Home teams, who support people within their own home
in Aberdeen. This supports extended hours of service provision and an increase in how many people
the team can look after. The team works to reducing admissions to hospital and supporting early
discharge from hospital. There will also be additional Allied Health Professionals in the team
(Occupational Therapy, Physiotherapy, Dietetics and Speech and Language Therapy).

Rosewell House created an integrated, intermediate care facility, which focuses on rehabilitation,
step-up care from the community, and step-down care from acute settings in a more homely
setting. This was delivered in partnership with Bon Accord Care. It works towards reducing
admissions to an acute setting and supporting early discharge from hospital for people who are not
able to return home straight away.

Additional Physiotherapy, Occupational Therapy and Care Management Capacity from Aberdeenshire
working within the discharge hub in Aberdeen Royal Infirmary will ensure that the patient returns
home with initial assessment and treatment planning underway and will support both the patients
entering the Shire Hospital at Home pathway and those who can more quickly return to the
mainstream multi-disciplinary teams across Aberdeenshire.

Additional capacity to support extended hours of service provision across physiotherapy and
occupational therapy. To support prevention of admission, timely discharge and community
rehabilitation and extended working hours for these services to support needs.

Admission pathways via unscheduled care and direct GP referral. 25 acute bed assessment capacity
with rapid access to diagnhostics and skill mix facilitating acute intervention in frailty syndrome.
Additional Discharge Co-Ordinator capacity to support a 7-day service. Refocusing some of the
consultant, physiotherapy and occupational therapy team at the front door of the hospital (i.e.
emergency department) to help prevent admissions where appropriate to do so.



The
redesign
has
involved
over
120 staff

£5.4 million
total investment
from a bed-base
into our
community-
based services
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Tﬁe Frailty Pathway has focused on a series of enablers
t&yensure the whole system operates more efficiently
with an improved patient experience. The development
of criteria led discharge and the implementation of the
Rockwood Clinical Frailty Score within the Emergency
Department are examples of these enablers. An
evaluation of the Frailty Pathway noted that the
intermediate care facility at Rosewell House effectively
reduced the pressure on secondary care during the
winter period by allowing flow out of Aberdeen Royal
Infirmary which in turn allowed them to meet the
increased demand from the combined pressures of
winter and Covid.

What next for the Frailty Pathway?

Whilst a lot of work has been done, there is still more to
do. There is ongoing work in Rosewell House to nurture
the 'One Team’ culture and to open the remaining beds.
We need to focus on creating the capacity for step-up
referrals which will be critical to avoiding preventable
hospital admissions and we will need to regularly monitor
these to ensure we are achieving our goal. The scale-up
of Hospital @ Home will be crucial to offering residents
safe care in their own home as an alternative to a hospital
stay.

Funding transferred from hospital based to community-based services

Rosewell House 2,215,000
Aberdeen City Hospital @ Home 925,000
Aberdeen City Allied Health Professionals 521,000
Aberdeenshire Discharge to Assess Model 1,462,000
Aberdeenshire ARI Discharge Hub 282,000
Total 5,405,000




Personalisation

Care Homes

Throughout 2020/21 intensive work has continued, to support care homes and to meet oversight and
governance requirements as per the terms of the Coronavirus (COVID-19): enhanced professional clinical and
care oversight of care homes, instructed by Scottish Governmenton 17 May 2020.

There were actions put in place to mitigate risk and escalate issues daily, this included Care Homes reporting in
a system called TURAS, to monitorthe situation with each Care Home in relation to Covid19 cases, staff testing,
PPE supplies and staffing availability/capacity. This allowed an overview of those Care Homes that were still open
for referrals and those that were closed to admissions which was a constantly changing picture. Regular
telephone contact with all care homes was maintained throughout the pandemic to identify any issues at the
earliest opportunity and assist with maintaining resilience.

By 8 January 2021, all eligible care home residents in Aberdeen City, totalling 1092, had received their first
Covid vaccination.

gTT obed

By 26 February 2021, all eligible care home residents had received their second vaccination. Forresidents who
were unwell at the time of the second dose, or who had a recent detected COVID-19 result, arrangements
were made to follow these up at a later, appropriate time.

With the significant number of residents having received both vaccinations, and a good uptake amongst care
home staff, as well as the reducing community prevalence (7-day positivity rate under 1% as of 22 February
2021), there has been a clearly evidenced stabilisation within care homes.

All care homes have had at least two Support and Assurance visits, with some care homes having had several
visits during outbreaks. A Grampian wide toolis now in use to support a consistent approach to these visits
across all three partnerships. This tool was developed by oversight team members using the mandated Scottish
COVID-19 Care Home Infection Prevention and Control Addendum published on 16 December 2020.




Personalisation

Adut Support and Protection (ASP) - 2020-2021

The wide-ranging implications of the Covid-19 pandemic continue to emerge, including the likelihood that the vulnerability of some
adults will have increased because of the additional pressures placed on families and communities. Some adults could be/have been
at risk of harm and neglect, where that would not otherwise have been the case. The harms ' hidden’ by the pandemic are
emerging, now that things are opening up.

The prevention of and response to harm has remained a priority for Aberdeen’s Adult Protection Committee and partners during the
pandemic, with the challenges in terms of response being similarto those experienced across services (e.g. moving to remote
-gcontact, virtual case conference meetings, implications of covid on staff, etc etc).

8 Notwithstanding, some of the above challenges have been converted into opportunities. Having to work remotely has meant that
partners are more easily able to attend case conferences, and wider staff have been able to be involved at different stages of

= ASP. Aberdeen Advocacy now support adults and their families to attend case conferences through the use of IPads. Meetings are
able to be arranged more quickly without travel restrictions. There are new opportunities to modernise Learning & Development for
ASP.

The number of referrals under the Adult Support & Protection (Scotland) Act 2007 decreased during 2020-21 to 1,377, a reduction
of 84 from the previous year (1,461), which suggests that some harm has remained ‘hidden’ due to the COVID restrictions.

The Adult Protection Unit has continued to receive more concerns for older adults and adults with infirmity, coming primarily from
Police Scotland, NHS Grampian and the Scottish Fire and Rescue Service. Harm takes place mainly in the adult’s own home or in a
care home.

‘No Further Action’ remains the predominant outcome of concerns/referrals, for a number of reasons, e.g. adequate services are

found to be in place, advice or information was provided, individuals were already subject to ASP, concerns were not substantiated,
individuals were referred to other services, or alternative legislation was used.

The biggest reduction in types of harm related to physical (82 v 45 the previous year) followed by Psychological (43 v 27).



Personalisation

The Out of Hours Primary Care (GMED) Service delivers unscheduled
primary care to patients who cannot wait until their GP Practices
open. GMED service provides multidisciplinary assessment of
patients. The team is made up of General Practitioners and Advanced
Nurse Practitioners with a logistics and transport team. GMED’s main
centre is Aberdeen, with seven satellites across Grampian:
Stonehaven, Banchory, Huntly, Inverurie, Elgin, Peterhead and
Fraserburgh. Logistics team operates from the Aberdeen centre. The
service is hosted by Health and Social Care Moray on behalf of Moray,
Aberdeen City and Aberdeenshire Health and Social Care
Partnerships (HSCPs).

T

&n 25th March 2020, the Service was relocated from the Emergency
@are Centre, ARI, to the Aberdeen Health and Care Village to
§stablish the NHS Grampian Covid Assessment Hub as a part of NHS
rampian’s response to the Covid-19 pandemic. Working closely with
NHSG and Aberdeen City HSCP teams, the operational infrastructure
and building works required by the GMED Service and Covid Hub
were put in place in the Health Village.

The service is now embedded within the Health Village. As other
services were remobilised GMED has relocated to the Green Zone
within the building on a permanent basis. GMED clinical, admin and
logistics teams continue to provide ongoing support to the Covid
Hub.

It is recognised that the move allows progressing the service’s
objectives around improving clinical governance, patient care/
education and staff wellbeing. The move enables GMED and ACHSCP
to work togetherclosely as a part of one healthcare system, which
positively impacts patient care and outcomes.




Communities - Locality Empowerment Groups

November 2019

February/March 2020

UB approve move
to 3 localities and
establishment of
Locality
Empowerment
Gri (LEGs).

th abe

Using a co-
production
approach a
recruitment
campaign was
launched with 70
people
responding.

Informal sessions
face to face and
virtual held to
find out; what
support people

need to get
involved, how
people want to
be involved &
who else to
involve.

LEGs paused due
to COVID ~
continuation of
recruitment
through increase
of volunteering
due to COVID,
about 130 people
signed up.

July 2020

LEGs consulited
on option to do
things digitally
response
overwheimingly
positive that
people wanted to
re engage

Aug - Nov 2020

'/ N

Virtual sessions
commenced to
create
foundations for
the establishment
of LEGS including
co-producing a
shared purpose, a
governance
structure to
ensure they can
influence change
and data to share
stories with
communities.

LEG members
invited to smaller
working groups
to establish
shared purpose,
data and
governance.

Demographic
survey to find
what groups were
under
represented and
communication
and recrultment
plan to increase
members and
ensure LEGS are
representative of
the people of
Aberdeen

August 2020

Beginning of
weekly
newsletters to
highlight
opportunities to
get involved -
175 people now
signed up to
receive
newsletters,

Focused sessions
to inform and
shape plans on;
delivery of flu
vaccine, changes
to day care and
community
treatment hubs

November 2020

f

Following
consultation it i3
agreed at UB and

CPA Board to
align localty
planning
arrangements
meaning LEGs
have s broader
remit to include
stretch outcomes
in Local Outcome
Improvement
Plan (LOIP) and
each locality to
create one plan,

@ )\

Soven LEG reps
nominated to sit
on Strategic
Planning Group
following
applicstion
process
developed by
themselves

\. "

\_ J

Locality Empowerment Groups are made up of people interested in improving the quality of life for those living in Aberdeen. Members
use theirown knowledge and experiences to influence priorities and help determine solutions. There are groups for Central, North and
South of Aberdeen but there is also focus on needs that may be Citywide e.g., sharing your experience as a person living with a

disability. We currently have over 300 people signed up to the Locality Empowerment Groups, with new members joining regularly.

Due to staff redeployment the Locality Empowerment Groups were paused for 2 months before a kick start again in July 2020. As
members were unable to meet in person, Microsoft Teams was used to host the locality meetings. There were some hurdles to

overcome as many community members were unfamiliar with Teams and required some support, a “Microsoft Teams - Getting Online”
handbook was created and shared. The handbook was a success with many individuals being able to navigate their way online.

The Locality Empowerment Groups have been pivotal in providing feedback and suggestions on important matters such as Flu
Vaccinations and Covid-19 Focus Groups. Members have been able to highlight venues they think would be most suitable for pop-up
vaccination clinics and have highlighted barriers some members of the community are facing when accessing vaccinations. For
example, people with sight loss were missing their Covid-19 vaccination appointment letter, this was relayed to the National Vaccination
Team who organised for those individuals to be telephoned with their appointment time. Without this information, we would not have

been able to make these improvements to the process.

January -

April Zrll




A governance structure was agreed which led to seven people
representing the Locality Empowerment Groups on the Aberdeen City
Health and Social Care Partnership Strategic Planning Group (SPG).
The members went through an application process which the Locality
Empowerment Group members had collectively created. These
members represent the wider groups and ensure information is
shared.

In December 2020 the IJB and Community Planning Board, approved a
new model of locality planning in Aberdeen which saw the remit of the
Locality Empowerment Groups widen to cover all the priority outcomes
ithin community planning. This also meant there is now a shared
«@escription of localities and priority neighbourhoods along with the
@®evelopment of shared locality plans.

=
Most notably the Locality Empowerment Group members have been
"fucial in the work to refresh Community Planning’s Local Outcome
Improvement Plan (LOIP) and the three Locality Plans. More
information on this work will be reported in our Annual Report next
year.

A 6-month evaluation of the members experience of the Locality
Empowerment Group was carried out. The feedback received has
helped to shape the way we communicate with the Locality
Empowerment Groups and has indicated where we need to increase
representation. The highlights from the evaluation are shown
opposite. The full outcome of the evaluation can be viewed - Click

More information on the Locality Empowerment Groups and how to get
involved can viewed on the following leaflet - Click here to view_
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You said the Locality Empowerment Groups are:

v
v

v
v
v

WE
NEED
YOU!

Welcoming

Well organised

Have connected me to like-minded people

An exciting opportunity to improve the health and
wellbeing of communities in Aberdeen

A good start but need to continue to have more
community representation across Aberdeen City

How to get involved!

Aberdeen is made up of a diverse population and we
want to ensure all ages and communities get involved,
therefore we particularly welcome minority groups.

If you would like to get involved please email

with your name, address and first part of
your postcode so we can ensure you are given the
details of your local group.


https://www.aberdeencityhscp.scot/globalassets/leg-6-month-evaluation.pdf
https://www.aberdeencityhscp.scot/globalassets/locality-empowerment-groups---leaflet.pdf
mailto:localityplanning@aberdeencity.gov.uk
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g@% “Yes absolutely, | feel

a bit more confident. |
wasn’t confident at
the start with things
like that but over
time, now | am, and |
think | would be ready
'\ to take this forward.”

“So | definitely think
quite an active CPD is
good just to see how

its done...you’ve
probably been on
loads of CPDs when
someone is just
talking to you.”

Project — One Seed Forward

Background and activities

The OSF Garden Schools initiative was a partnership
between One Seed Forward and the School of Education in
the University of Aberdeen

The key objectives of the projectinvolved the development
of a training program for student teachers and any other
interested educators to help support outdoorlearning
carried out in schools.

The students assisted in creating educational materials by
analysing previous materials and, from that, creating
educational activities which linked into the Curriculum for
Excellence. The students engaged in workshops to develop
creative schoolactivities. For example, students created
lessons around fast fashion and building scarecrows form
waste material.

The project engaged schools and it successfully acts as a
platform for getting children and young people outdoors
and physically active.

Key Achievements

1. We developed a new website to support the project and
we managed to create a digital platform to showcase our
modules on Youtube.

2. We worked with students and lecturers at the
Universities of Aberdeen and Edinburgh to develop the
educational scripts, PowerPoints and films of the children
for the Youtube channel.

3. Lecturers from the University of Edinburgh and University

of Aberdeen featured in numerous videos on the Youtube

channel.
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Update LifeCurve™

LifeCurve App Project

A number of different initiatives have taken
place during the past year involving the
LifeCurve App. The App provides a way for
people to improve or maintain their functional
ability and supports self-management. In
Occupational Therapy we have tested using the
App with people in the community via a 4th year
student placement. The student introduced the
App and supported people to identify where they
were on the Life Curve. Following this she
worked with the participants to set tasks on the
App that would help work towards goals,
improve function and improve each person's
position on the Life Curve. One of the people
who took part lived in a Sheltered Housing block
and shared the App with her friends and
neighbours so that they could do it together.
This resulted in a further piece of work
(currently in progress) where residents in a
Sheltered Housing block are being offered the
opportunity to use the LifeCurve App. This
project has pulled togetherthe "Connecting
Scotland" initiative to provide devices, Bon
Accord Carers to support residents to work
towards specific goals, Robert Gordon University
Occupational Therapy students to support
residents to use the App and a Kickstart worker
from the Library service to support general use
of IT. The project is currently working with an
initial cohort of six residents with the aim of
growing the number of residents engaged in this
work over coming months.
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Speech and Language Therapy

Aberdeen City Health and Social Care Partnership

NHS
campan Musculoskeletal Outpatient Physiotherapy

Your Agpoitment

ety

Eaercine and actity

Speech and Language Therapy
have developed their website as
part of their universal level of
service, to provide information
directly to people who use their
service. Click the picture to go to
the site.

MSK Physiotherapy Grampian
page on the internet. — a great
resource to support patients
including signposting to local
resources. Click on the picture to
go to the site.

Development of the Healthy
Weight Grampian webpage
further during COVID. This now
provides information on a range
of clinical conditions, from
overweight to malnutrition. Click
on the logo to go to the site.


http://www.aslt.scot.nhs.uk/
http://www.healthyweightgrampian.scot.nhs.uk/
http://www.mskphysiogrampian.scot.nhs.uk/
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Shielding Communities - Afternoon Teas

Orka Café, in Partnership with the Transforming Health and
Wellbeing (THAW) team from ACHSCP and Aberdeen Soup,
donated afternoon teas to those shielding during the first
lockdown last year. The THAW team identified shielding
individuals in the community and delivered these, two afternoons
a week during the summer, to lift theirspirits and give them a
much-needed pick-me-up! The Afternoon Teas were warmly
welcomed by those who participated.

"As a school nurse service our appointments have historically been face to face.
Prior to the first lock down, we as a service had started to use a workload tool.
This identified our active case load and also highlighted priorities, using the
RAG system, so at a glance we would have an idea of the level of vulnerability.

I cover the Aberdeen Grammar School. I am pleased to report that I had an
outstanding response to my ‘active’ pupils using Near Me. Initially I made
contact with them via their school Gmail and asked if they wanted to continue
their regular support appointments via Near Me video link and explained the
process. I even called and spoke some of them through the first appointment. I
used the Teams Calendar to allocate my appointments via the pupils Gmail
addresses.

During the lock downs I have had an active list of between 40-60 pupils and
managed to consistently average 35 Near Me appointments per week. This
allowed me to have regular contact with some of my vulnerable pupils,
continue assessments, support anxiety management as well as support to
young people that were self-harming and struggling with low mood.

The kids live in a virtual world, and I felt that this was the first time that we
had been working at their level.

I have continued to offer Near Me appointments as an option. This is helpful
when pupils do not wish to be seen in school or for example during exam time
when they have a lot of study time. Sometimes they just really want a parent
present. I would also note that they are often more relaxed in their home
environment, and it also aids in your assessment by visually seeing them and
their surroundings.

I have had positive feedback about the new systems and use of Near Me. I look
forward to continuing to work in this way.”
Lizzie Smith, School Nurse
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[- A Primary Care Link Practitioner supported Jim to link in with services, groups and activities.
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Referral from Advanced
Nurse Practitioner:

N

Social Isolation

/Jim. )

/

Main challenges:
1. Social Isolation
2. Finances

3. Lack of safety

What services/groups did Jim access?

» Before lockdown looked at the groups within
Torry Community Centre.

+ Referred to Befriending scheme but wished to
place this on hold until restrictions ease

+ Referred to Bon Accord Care to have
community alarm fitted.

+ SCARF - to look at changing energy providers
and support with dispute regarding electric bill

+ Referral to CFINE for foodbank

+ Referral to The Money Advice Team for benefit
check.

» Support to complete application for Scottish
Welfare fund.

» Referral to ACC for support through the
Covid19 psychological resilience hub.

/,Outcomes achieved?

1. Feels safe within home now due to
community alarm being fitted.

2. Feels well supported through emotional
check in calls particularly during lockdown
periods.

3. Able to access emergency funds in time of

need

~

v

( Next steps;

As lockdown restrictions ease Jim will
consider groups but found emotional
check in throughout by Link
Practitioner beneficial.

\_

~
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Progress against our Enablers

Principled
Commissioning

Over the past 12 months we have
continued to use our strategic
commissioning approach to work
with providers and service users
to redesign provision of care,
with a clear focus on outcomes.

We have moved to an outcomes
focussed model for the provision
ofgare at home, redesigned our
d% care and day opportunities,
anp also commissioned carers
sulgport services.

WElrecognise that our shared
ambition for this provision of care
and support demonstrates a
significant departure from our
previous model, and we will
continue to work with our
providers and members of the
community as the models evolve.

We have created a market
position statement for our day
opportunities redesign and will
progress to a larger scale market
position statement which is
aligned to our strategic plan.

Modern & Adaptable
Infrastructure

During 2020/21 mostofour capital
projects were put on hold and the
focus was on repurposing existing
buildings to respond to the Covid
pandemic and putting in measures to
ensure safer workplaces that met the
guidelines on social distancing.

Aberdeen Health and Care Village
was repurposed as the Community
Assessment Hub for Aberdeen

City. This was a focussed service
for people experiencing COVID-19
symptoms and was a direct and
dedicated route to clinical advice and
support. It could only be accessed
thrﬁugh NHS24 by calling 111 day or
night.

Following an assessment, callers may
have been given advice to help them
continue to self-isolate at home or
their call could have been transferred
to specialist Doctors located in the
hub who could undertake a virtual
clinical assessment. Following this a
patient could have been admitted to
hospital; referred back to the GP
practice or local health and social
care teams for care; or if there was a
clinical need to be seen by a
healthcare professional to assist
decision making, callers may have
been given an appointment to attend
the assessment hub.

Empowered Staff

Our staff engagement remains key to delivering
quality and transforming the services we
deliver. In the past year this has been delivered
in many different ways.

High on the agenda has been engagement to
promote staff wellbeing. In response to the
Everyone Matters Survey, Focus Groups were held
to promote Staff Wellbeing. Work to support
colleagues who were shielding and then returning
to work has taken the form of Check-Ins bothon a
local and system wide basis.

In the transformation of services, engagement
has been wide and varied. A checklist has been
developed to ensure all project plans consider the
engagement of staff. This has led to initiatives
such as a virtual support network for the new care
at home arrangements as well as face to face
sessions with colleagues across the Frailty
Pathway.

As teams begin to embrace the changes and move
into future ways of working, there has been a
growing level of engagement around the building
of new team structures. It is anticipated that this
form of engagement will continue to grow overthe
coming months.

Finally, a significant amount of engagement has
been initiated by colleagues themselves involving
everything from regular huddles and check-ins to

informal team get togethers and team
challenaes

Digital Transformation

The increased use of Near Me
described earlier in this reportis one
example of the digital transformation
that has taken place over the last
year. eConsult is another development
which enables patients to submit their
symptoms to a GP electronically, and
offers round the clock NHS self-help
information, signposting to services,
and a symptom checker. Both of
these systems are in addition to either
a telephone or'in person’ appointment
and the most appropriate route will be
used depending on a patients needs
and preferences. We are aware that
not everyone has the same access to
devices orinternet, and this will be a
focus of our future digital planning.

Technology also assisted staff to
continue to work from home during
the pandemic with the roll out of
Microsoft Teams allowing face to face
meetings, on-line collaboration,
sharing files, instant messaging

etc. Our partners and our
communities were also able to
continue to collaborate with us in this
way. Initially not all staff had the
necessary devices, and due to high
demand, there was a delay in
obtaining these with the Covid
Assessment Hub and Test and Protect
being prioritised. Supply has now
stabilised, and most staff now have
the equipment they require.



Progress against our Enablers — Sustainable Finance

Sustainable Finance
Comprehensive Income and Expenditure Statement
FmanCIaI. Year 2020/21 ML This statement shows the cost of providing services for the year according to accepted accounting practices.
challenging as our normal
> . 2019/20 2020/21

expenditure pattern was disrupted Gross Gross
by Covid. Spending in some areas Expenditur Gross Net Expenditur Gross Net

Y ' X ) P Income Expenditure P Income Expenditure
decreased as service delivery was : c . : c .
pOStpotned Orrec:uced and Idn Other 34,797,252 0 34,797,252 Community Health Services 36,773,002 0 36,773,002
areas It massively Increased as we 24 234,025 0 24,234,025 Aberdeen City share of Hosted Services (health) 23,009,740 0 23,009,740
responded to the 35,146,542 0 35,146,542 Learning Disabilities 34,344,973 0 34,344,973

ndemlc_. Robust a!rrangements 20,240,395 0 20,240,395 Mental Health & Addictions 21,098,094 0 21,098,094

ere put in place to identify and 78,465,627 0 78,465,627  Older People & Physical and Sensory Disabilities 79,024,830 0 79,024,830
monitor the financial impact and to 1,783,412 0 1,783,412  Head office/Admin 326,346 0 326,346
ensure we were ab|e to access 0 0 0 Covid 17,239,540 0 17,239,540

ditional funding available, firstly 4734327  (4,642,640) 91,687  Criminal Justice 5,046,774  (4,955,087) 91,687

0 mobilise our response a nd 1,477,205 0 1,477,205  Housing 746,121 0 746,121
subs_equently to re—moblllse normal 40,842,789 0 40,842,789  Primary Care Prescribing 40,447,093 0 40,447,093
services where pOSS_Ib|e- Our 41,140,761 0 41,140,761  Primary Care 42,512,697 0 42,512,697
Income a_nd Expenditure for 2,000,719 0 2,000,719  Out of Area Treatments 2,750,857 0 2,750,857
2020/21 is shown to the 46,410,000 0 46,410,000  Set Aside Services 47,802,300 0 47,802,300
right. We were able to restore our 3,778,609 (96,814) 3,681,795 Transformation 4,437,062 0 4,437,062
reserves to the 2019/20 335,051,663 (4 7309 454) 330,312,209 Cost of Services 355,559,429 (4 955087) 350,604,342
position. Our Medium-Term
Financial Framework for 2021/22 0 (327,335,768 (327,335,768 Taxation and Non-Specific Grant Income (Note 5) 0 (366,238,226 (366,238,226
to 2027/28 was approved at 1JB on ) ) ) )
23" March 2021 and our Annual
Audited ACCOUﬂtS were approved 335,051,663 (332,075,222 2,976,441 Surplus or Deficit on Provision of Services 355,529,429 (371,193,313 (15,633,884)
by the Risk, Audit and Performance ) )
committee in June 2021. 2,976,441 Total Comprehensive Income and Expenditure (15,633,884)




Our Governance

Care Inspection - Justice Social Work

Aberdeen City Council was advised in November 2019 that an inspection of its Justice Social Work (JSW) service with a particular focus on Community
Payback Orders (CPOs) was to be undertaken by the Care Inspectorate.

The inspection was to be conducted in line with the Inspection of Justice Social Work services in Scotland guidance and evaluate the service against quality
indicators drawn from the Guide to Self-Evaluation for Community Justice in Scotland.

Notification of the commencement of the inspection triggered a 28-week inspection timeline which outlined the respective responsibilities of the Care
Inspectorate and the justice service including:

« Submission of self-evaluation with supporting evidence

~gCase file reading of approximately 100 files

gMeet with individuals who are (or have been) the subject of CPOs

0 Meet with staff and other stakeholders

H

@:er postponement due to the lockdown restrictions, the Care Inspectorate on Tuesday 23" February 2021, published its report of the inspection of the
Justice Social Work service. The evaluation against selected quality indicators was as follows:

Given these evaluations, the Care Inspectorate identified the following

What key outcome Improving the life chances and outcomes for people Good areas of improvement for the service to progress and complete:

have we achieved subject to a community payback order

How well do we Impact on people have committed offences Excellent To enable rObL_ISt Ovemlgh_t and !ncreased ability to demonStrate_

meet the needs of outcomes and impact, senior officers should ensure that the Justice

our stakeholders Service Delivery Plan and Performance Management Framework are

Assessing and responding to risk and need Good agreed and implemented and associated reporting cycles established.

How good is our ) ] )

delivery of services Planning and providing effective intervention Very Good To ensure the effective delivery of key processes, senior managers
should further strengthen quality assurance mechanisms to support the

How good is our Leadership of improvement and Change Very Good = COnsistent, confident and timely application of risk assessment and case

Leadership planning processes, particularly those relating to risk of serious harm.



https://www.careinspectorate.com/images/documents/4684/Guidance%20on%20the%20inspection%20process%20and%20the%20use%20of%20the%20quality%20indicators%20for%20self-evaluation%20of%20criminal%20justice%20social%20work%20services%202019.pdf
https://www.careinspectorate.com/images/documents/3551/Community%20Justice%20self%20evaluation%20guide.pdf
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ACHSCP Complaints
2020/2021

APR-20 MAY-20 JUN-20

JUL-20 AUG-20 SEP-20 OCT-20 NOV-20 DEC-20 JAN-21 FEB-21 MAR-21

e=@==Adult Social Care Complaints e=@==NHSG Complaints

Strategic Risk Register

Our Strategic Risk Register is reviewed by the 1JB and the
Risk, Audit and Performance Committee four times a year.
The main movements in the strategic risks during 2020/21
have been the removal of the risk of the UK leaving the EU
and the inclusion of the risk of the 1]JB becoming a
Category 1 Responder under the Civil Contingencies Act,
2004. The IJB also held a workshop in October 2020
where it reviewed the Board's risk appetite statement as
well as undertaking a review of the high and very high
risks on the register.

IJB Directions 2020/21 In 2020/21 the 1JB
issued 6 Directions to

NHSG and 15 to

ACC. Thisisan
increase from 2 and 9
respectively the
previous year andis
an indication of the
IJB's appetite to effect
change across the

B ACC H NHSG system.




Strategic Plan Development

Our current Strategic Plan is now in its third
and final year. Below is our timetable for
refreshing the plan and we will do thisin a
co-produced way with our communities,
our staff and our partners. If you want to
ke involved, contact your local Locality
Empowerment Group

va localityplanning@aberdeencity.gov.uk

or ACHSCPEnquiries@aberdeencity.gov.uk

Mar 22
Final Strategic
Plan approved
and published

Oct 20 -Jun 21
Refresh of LOIP
and development
of Locality Plans

Mar 21 - Nov 21
Consultation and
development of
initial draft

Dec 21
Draft approved
for public
consultation
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Living with and Responding to Covid19

Staff and Health Wellbeing

Reshaping our relationship with Communities
) e )
& Reshaping our Commissioning approach
cl:; N J
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Whole system and connected remobilisation
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Inequality, Mental Health and Human Rights

Strategic Plan Refresh

Local Survey 2022




2020/21 has been a challenging year for everyone due to the Coronavirus pandemic and as a result has impacted on how ACHSCP services have been
delivered throughout the whole of 2020/21. The impact of the changes in service delivery throughout the pandemic can be seen clearly in the data with
large decreases, for example, in the number of emergency admissions, hospital occupied bed days, A&E attendances and delayeddischarge

figures. These large drops in activity mean that we are not able to monitor our performance against previous years as normal. Figures for MSG indicators
1 to 4 have all improved comparing to the baseline year however this is mainly due to the pandemic and these figures will likely increase as services get
back to normal. How long this will take, and to what level activity will increase is not known.

There has been a 3% increase in the percentage of people spending the last 6 months of life in the community (indicator 5a) and an 13% increase in
number of days during the last 6 months of life spent in the community (indicator 5b) comparing to baseline year (2015/16). These increases look
encouraging and may have been positively impacted by the work of the partnership to enable people to continue to live at home or in a homely setting.

U Aberdeen City Reporting Period
jab) MSG Indicator
_Cg 2015/16 2016/17 2017/18 2018/19 2019/20 2020/21
1IaA Number of emergency admissions 18+ 18,797 18,416 18,842 18,690 18,978 16,691
Number of unscheduled hospital bed days; acute specialties 18+ 154,464 144,741 141,366 132,229 138,038 99,566
2b Number of unscheduled hospital bed days; Mental Health specialties
184 66,807 63,680 60,506 57,464 55,827 51,364
3a A&E Attendances 18+ 35,311 35,046 35,879 36,433 36,945 25,929
4 Delayed Discharge bed Days (all reasons) 43,944 27,353 19,202 13,172 12,272 5,923
22 Percentage of last 6 months of life_spent in Community (all ages) 88.0% 88.9% 88.6% 89.5% 88.7% 91.7%
>b Number of days during last 6 months of life spent in the community
318,612 317,971 341,684 304,589 335,318 359,697
(all_ages)
g Balance of Care: Percentage of population 65+ living at home
95.3% 95.5% 95.6% 95.8% 95.8% N/A

(supported and unsupported)



Aberdeen City Core Suite of National Integration Indicators - Annual Performance

Data for the Core Suite of Integration Indicators, NI - 1 to NI - 23 are populated from national data sources and data is issued nationally. Indicators 1 to
10 are outcome indicators based on survey feedback and are updated bi-annually. Data for National Indicators 11 to 23 are derived from
organisational/system data and are updated quarterly. Data for indicators 10, 21, 22 and 23 are not yet available.

Data Source: Public Health Scotland (PHS)
Last Refreshed: June 2021

Aberdeen City Scotland
Indicator [Title Previous score* | Current score Current score RAG
2017/2018 2019/20 2019/20
L NI-1 Percentage of adults able to look after their health very well or quite well 94% (4205) 94% (4551) oo
D _
& NI-2 Ffercen?cage of adults support?d at home who agreed that they are supported to 829% (185) 829% (329) 81%
D live as independently as possible
f— -
o NI-3 Pert;entage of adults supported at hc_;me who agreed that they had a say in how 79% (186) 78% (330) o
INN their help, care, or support was provided
v NI -4 Percentage of adults supported at hon’?e who agreed that their health and social 76% (187) 76% (328) 239
S care services seemed to be well co-ordinated
% NI -5 Total % of adults receiving any care or support who rated it as excellent or good 839% (200) 79% (335) oo
=
u _ - g . - . .
£ NI -6 Perce-ntage of people with positive experience of the care provided by their GP 82% (3632) 77% (3913) 29%
- practice
e}
: _ - -
S NI-7 Percentage of ar:iults suppc_;rted at. home wl?o afgrfee that-thew s:er\nce.s and 79% (182) 84% (327) o
support had an impact on improving or maintaining their quality of life
i} - o - - - -
NI-8 Total combined % carers who feel supported to continue in their caring role 40% (496) 34% (489) 34%
NI -9 Percentage of adults supported at home who agreed they felt safe 84% (187) 85% (331) oo
NI -10 Percentage of staff who say they would recommend their workplace as a good NA NA NA
place to work




Data indicators

Aberdeen City Scotland
Indicator [Title RAG
Previous score | Current score Current Score
NI-11  |Premature mortality rate per 100,000 persons (European age-standardised 465 o 435 i 296 A
mortality rate per 100,000 for people aged under 75)
NI-12  |Emergency admission rate (per 100,000 population) 10,289 20 | 9319 2 11,100
NI-13 Emergency bed day rate (per 100,000 population) 105,407 =2 | 89,246 2 101,852
NI-14  |Readmission to hospital within 28 days (per 1,000 population) 117 oo 131 2o 114
NI-15 |Proportion of last & months of life spent at home or in a community setting 899 im0 | gpgg 0w 90%
-16  |Falls rate per 1,000 population aged 65+ 93 2ot 99 20 517
1-17 !’roportllon of care services graded 'good’ (4) or better in Care Inspectorate o105  2eism0 g1 20202 23%
inspections
-18 Percentage of adults with intensive care needs receiving care at home cqgp o Sey 20 63%
Am |
NI-19 N.umber of days people aged 7.5+ spend in hospital when they are ready to be 57g 200 973 2o 488
discharged (per 1,000 population)
NI-20  |Percentage of health and care resource spent on hospital stays where the 975 2oiso 9985 2020 21% A
patient was admitted in an emergency
NI-21 Percentage of people admitted to hospital from home during the year, who are NA NA NA
discharged to a care home
NI-22 Percentage of people who are discharged from hospital within 72 hours of NA NA NA
being ready
NI-23 Expenditure on end of life care, cost in last 6 months per death NA NA NA

* Please note previous scores are not directly comparable to figures for 2019/20 due to changes in methodology

* Current scores uses calendar and not financial year for indicators 12 to 16 and 20 as recommended by PHS as data is more complete

RAG scoring based on the following criteria

If Current position is the same or better than Scotland then "Green"

If Current position is worse than Scotland but within 5% then "Amber"

- If Current position is worse than Scotland by more than 5% then "Red"

N14 - Readmissions to hospital within 28 days (per
1,000 population)" Readmission rates in Aberdeen City
have remained above the Scottish rate from

2015/16. In 2020/21 15 of the 33 HSCP in Scotland
(45%) had a re-admission rate higher than the
Scottish average. Aberdeen City had the 7th highest
readmission rate in 2020/21.

Readmission rates across Scotland appear to have
increased from 2019/20 to 2020/21. City saw a 12%
increase in readmission rate from 2019/20 to 2020/21,
while Scotland saw a 9% increase. We have
previously investigated this indicator to try to
understand whether there were specific underlying
causes. None were found at the time however we
plan to make this a focus of further investigation, as it
is thought this area would benefit from improvement
activity

N18 - Percentage of adults with intensive care needs
receiving care at home". The aim is to have a higher
proportion of people to be cared for at home so a
higher percentage rate for this indicator would be
better. The most recent data available for this
indicator is for 2019. A lot of work has been
undertaken since then to Aberdeen City's performance
has improved from 53% in 2018 to 56% in 2019,
however this still sits below the Scotland 2019 level of
63%. Despite this, RAG status remains Red as the
2019 figure of 56% is more than 5% less than the
2019 Scotland figure of 63%.



National Indicators - Aberdeen City HSCP
Performance against Scotland

44%

o¢T obed

-15%
NLE NL9 NL11 NL12 NL13 NL14

NLLI  NL2 NL3 NL4 NL> NLE6 NLY7 NILL15 NL16 NL17 NL18 NL19 NL20

The red line shows the Scotland position and the bars show for each indicatorthe percentage Aberdeen City HSCP's performance differs from Scotland's

performance for the current reporting period. Positive bars show where Aberdeen City HSCP is performing betterthan Scotland and negative bars show
where Aberdeen City HSCP performance is worse than Scotland's.

For the current reporting period Aberdeen City HSCP performed betteror the same as Scotland for 11 of the 19 national indicators, with 7 performing worse
than Scotland. This is the same as the last reporting period. Note that of the 23 national indicators only 19 have data available for reporting.



Covid19response and lessons

earned

In a crisis, we can transform the way
we deliver services at pace.
Communities step up in a crisis.

Our staff response is exceptional.

/€T b

Covid19 will have a lasting impact.
Staff wellbeing is one of our priorities.
Technology can enable and disable.

We need to continue to respond to
health inequalities.

Aberdeen City Health & Socual Care Partnership

A ¢ CoaNiANG r\,.,.fw\e/v {’\/‘Jf\.

To read the full version of our
Annual Report, please click
HERE to head to our website.

To show our appreciation and
thanks, at the Heart Awards
Digital Event in December
2020, we featured a Thank
you video to our Health and
Social Care staff and
partners — please use the QR
code to view the video.

IEI"HEI
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Priorities for 2021/22

Living with and Respondingto Covid19

Staff and Health Wellbeing

r

Reshapingourrelationship with Communities

N\(

.

Reshaping our Commissioningapproach

r

Whole system and connected remobilisation

N\(

Inequality, Mental Health and Human Rights

N\(

Strategic Plan Refresh

Local Survey 2022
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Locality Empowerment Groups

The groups are interested in making the quality of life
better, focus on citywide needs and provide feedback in
imgprtant matters. Around 300 people (more

joi‘@g regularly) have made an improvement to the
community already.

Mcgig information on how to getinvolved in leaflet here

|
You said the Locality Empowerment Groups are:
Welcoming

Well organised

Have connected me to like-minded people

An exciting opportunity to improve the health and
wellbeing of communities in Aberdeen

A good start but need to continue to have more
community representation across Aberdeen City

RN

 Covid Hub/GMEDS -~

Our Strategic Aims are still important to us and have
remained our priority through 20/21

Prevention

Resilience

Personalisation

Connections

Communities

oL e =

Frailty Pathway Redesign

A Avoiding unnecessary To support early discharge
e malnt:énhgsnoeple salEhy hospital attendance or back home after essential
admission specialist care

Operation Home First Principles

Projects to progress change in the Frailty Pathway

Early Supported Discharge/ Hospital @ Home (Shire)
Hospital at Home (City)

Rosewell House (City

Discharge Hub (Shire)

Community Allied Health Professions (City)
Aberdeen Royal Infirmary

Aberdeen City Health & Social Care Partnership

A caring nesimnesrpinagy

<A

fEy NS

ABERDEEN Grampian

CITY COUNCIL


https://www.aberdeencityhscp.scot/globalassets/locality-empowerment-groups---leaflet.pdf
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Date of Meeting 23 September 2021

Report Title Directions — 6 monthly reporting

Report Number HSCP.21.104

Lead Officer Alex Stephen, Chief Finance Officer

Name: Carol Wright
Job Title: Support Manager

Report Author Details Email Address:
cawright@aberdeencity.gov.uk

Consultation Checklist Completed Yes
Directions Required No
Appendices Appendix A - Direction Tracker 23092021

1. Purposeof the Report

1.1. This report presents the Risk, Audit & Performance Committee (RAPC) with
an update on Directions instructed to Aberdeen City Council (ACC) and
National Health Service — Grampian (NHSG) since the previous report to the
27 April 2021 RAPC.

2. Recommendations
2.1. Itisrecommended that the Risk, Audit & Performance Committee:
a) Note the contents of this report.
3. Summary of Key Information
3.1. As per the Roles and Responsibilities Protocol of the Integration Joint

Board (JB) and its Committees, the IJB are obliged to “to issue Directions
to the Partners under sections 26 and 27 of the Public Bodies (Joint

o= NHS
3’&@3&‘5 A
ABERDEEN Grampian

CITY COUNCIL
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RISK, AUDIT & PERFORMANCE COMMITTEE

Working) (Scotland) Act 2014, in line with the Integration Scheme and
legislative framework sitting around the CEO'’s of the Partners.”

As agreed by Committee on 23 September 2020 a report will be presented
every 6 months to provide Committee the opportunity to overview the
ongoing directions.

3.2. The Directions Tracker, as shown at Appendix A indicates when they were
submitted to the constituent organisation(s), the financial commitment, and
the status of each direction. Most of the Directions issued by the IJB are to
incur financial expenditure and are therefore centred around commissioning
or our transformation programme.

3.3. The Directions Tracker is provided for review at the Chief Officer's monthly
performance meeting. This ensures overview from ACC and NHSG Chief
Executives and the Chair and Vice Chair of UB. The tracker is regularly
updated by the leadership team and lead officers. There are two
classifications of status for a direction:

1. Complete — represents a direction where the date has expired and the
direction is either no longer required or has been superseded by a
new direction,

2. Ongoing —represents where the current direction is still valid.

4. Implications for IJB

4.1. Equalities, Fairer Scotland and Health Inequality — there are no direct
implications arising from this report.

4.2. Financial —there are no direct implications arising from this report.
4.3. Workforce - there are no direct implications arising from this report.

4.4. Legal — Scottish Government guidance which provides that there should be
a log kept of all Directions made - Health and Social Care Integration
Statutory Guidance- Directions from Integration Authorities to Health

i NS
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Boards and Local Authorities (Jan 2020). RAPC monitoring and reviewing
Directions issued ensures that the B is discharging this requirement.

4.5. Other —NA
5. Links to ACHSCP Strategic Plan

5.1. Ensuring that the RAPC has overview of the Directions process will help
ensure that the IJB achieves the strategic aims and priorities as set out in
the strategic plan.

6. Management of Risk
6.1. Identified risk(s):

Good governance and ensuring that the IJB’s committees are delivering on
their roles and responsibilities are fundamental to the delivery of the
Strategic Plan and therefore applicable to most of the risks within the
Strategic Risk Register.

6.2. Linkto risk number on strategic or operational risk register:

This report links to Risk 5 on the Strategic Risk Register, “There is a risk

that the JB, and the services that it directs and has operational oversight
of, fail to meet both performance standards/outcomes as set by regulatory
bodies and those locally-determined performance standards as set by the
board itself. This may result in harm or risk of harm to people”.

L \E\I',I-g

ABERDEEN Gramplan
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Aberdeen City Health & Social Care

6.3.

artnership

/NN e \/

RISK, AUDIT & PERFORMANCE COMMITTEE

How might the content of this report impact or mitigate the known
risks:

This report shows the progress which has been made in the Directions as
part of our governance framework, and in the discharge of or requirements
within the statutory guidance outline at paragraph 4.4 above.

pprovals I

__.'.: Wl /] \aclc a( Sandra Macleod
(Chief Officer)

{ _/ ( Alex Stephen

(Chief Finance Officer)

ABERDEEN

CITY COUNCIL
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e T abed

1B Committee Tracker

£985.575.

Implementing the integration scheme NA NA NA 198 160416 3. Proctor AcC NA (prior to process) |  26/04/2016 NA Ongoing Ongoing theuB e
Implementing the integration scheme NA NA NA 198 160416 3. Proctor NHSG | NA (prior to process) |  26/04/2016 NA Ongoing Ongoing e
Intensive Support Service Within current LD budget Learning Disability Commissioning HSCP.17.116 138 300118 . Rae ACC 2010212018 01/10/2018 30/09/2021 Ongoing Ongoing ?E';?‘Z‘g‘gs’z;zxS;":;B“Z’T“'W‘“ SRS =
BAC Contract Within existing budgets BAC Contract Review HSCP.18.035 118 220518 S. Shaw Acc 05/06/2018 01/08/2018 31/07/2024 Ongoing Ongoing Monitored through quarterly process
Social Transport £347,600.00 Transformation Decisions Required HSCP.18.059 138 280818 A Macleod ACC 04/09/2018 01/04/2018 31/03/2022 Ongoing Ongoing gsi‘:’;:"'ew of Comumizsioned serviceszannual
Musculoskeletal (MSK) Physiotherapy First Contact Practioner senvice I Pmary | 14,55 o0 Transformation Decisions Required HSCP.18.050 198 280818 A Macleod NHSG 0410912018 281082018 2810812022 Ongoing Ongoing pciP
Primary Care Psychologists £2,514,445.00 Transformation Decisions Required HSCP.18.059 198 280818 A Macleod NHSG 0410912018 281082018 2810812022 Ongoing Ongoing pCIP
Maternity Vaccinations £157,776.00 Transformation Decisions Required HSCP.18.117 198 111218 A Macleod NHSG 1911212018 01/04/12019 01/01/2022 Ongoing Ongoing Ongoing
Link Working (Extension) £698,564.00 Transformation Decisions Required HSCP.18.151 13B 260319 A Macleod ACC 15/04/2019 26/03/2019 07/01/2022 Ongoing Ongoing gsi‘:";:‘”ew of Comumizsioned serviceszannual
Chaplaincy Listening Sevice £178,369 (4 years) Transformation Decisions Required HSCP.18.151 198 260310 A Macleod NHSG 150042019 2610312019 3110312023 Ongoing Ongoing Ongoing (in line with Action 15)
Contract Award Report £737,936.00 Commissioning HSCP.19.022 13B 110619 S. Macleod ACC 04/07/2019 01/04/2019 31/03/2022 Ongoing Ongoing gsi‘:’;:"'ew of Comumizsioned serviceszannual
Transformation Report - Delayed Discharge Reporting £25,440.07 ‘Transformation Decisions Required HSCP.19.026 198 110610 A Macleod ACC 0410712019 011212017 Ongoing Ongoing Ongoing (in line with Action 15)
Kingswells Care Home £3,100,000.00 Commissioning HSCP.19.032 198 110619 Cwilson AcC 0410712019 01/0412019 3000312024 Ongoing Ongoing ‘Ongoing (i line with Action 15)
Action 15 - Psychological Wellbeing Praciitioners £691,429.00 Transformation Decisions Required HSCP.19.058 138 030010 L. McKenna NHSG 1910912019 03/09/2019 3000412022 Ongoing Ongoing ‘Ongoing (inline with Action 15)
Action 15 - Mental Wellbeing - Out of Hours £659,814.00 Transformation Decisions Required HSCP.19.058 198 030919 K. Gunn NHSG 1910972019 0310912019 3000412023 Ongoing Ongoing ‘Ongoing (i line with Action 15)
Action 15 - Mental Wellbeing - Out of Hours £659,814.00 Transformation Decisions Required HSCP.10.058 138 030010 c.wilson AcC 19/09/2019 03/09/2019 30/04/2023 Ongoing Ongoing ‘Ongoing (inline with Action 15)
Contracts and Commissioning Annual Report £123,242,747.00 Commissioning HSCP.19.062 1B 191119 J. Stewart-Coxon Acc 03/12/2019 01/04/2020 30109/2024 Ongoing Ongoing ggrgk‘:';i:‘”ew T S G S 2, AT
Grant to Voluntary Organisation £276,000.00 Grant Award HSCP.10.073 198 101110 A McKenzie AcC 0311212019 01/01/2020 311212023 Ongoing Ongoing gg?‘;‘“agn;e‘”ew of commissioned services, annual
Work Plan Report £2,852,417.00 Commissioning HSCP.19.121 13B 240320 ). Stewart-Coxon ACC 05/02/2020 01/04/2020 31/08/2024 Ongoing Ongoing ggrgk‘:';i:‘”ew of commissioned services, annual
‘Supplementary Work Plan Report £3.616,748 Commissioning HSCP.20.001 198 090620 J. Stewart-Coxon AcC 26106/2020 01/07/2020 30006/2022 Ongoing Ongoing gg?‘;‘“agn;e‘”ew of commissioned services, annual
Grant to Independents £394,371.00 Grant Award HSCP.20.002 138 090620 AMcKenzie Acc 26/06/2020 31/07/2020 30107/2023 ©Ongoing Ongoing ggrgk‘:";i:‘”ew TV S G S 2, AT
Frailty Pathway Redesign - Re-Registration ‘;i:ﬁ‘gp Adult Social Care Budget - | ¢ommissioning HSCP.20.052 198 021020 A. Stephen AcC 21/1012020 021102020 310312022 Ongoing Completed rDe‘;;\eac;:g i Breton igr'r?;vfr;zﬂ‘esw‘g‘?:n;isecg‘;;:;";
Rosewell House (Report reference HSCP.21.088 below)
Financial Update and Approvals - National Care Homes £12,950,000.00 Commissioning HSCP.20.053 198 021020 A. Stephen AcC 2111012020 021102020 3110312024 Ongoing Ongoing Revised contract value
Transformation - Decisions Required: Action 15 (Prison) £104,786 (for 4 years) Transformation Decisions Required HSCP.20.050 198 281020 . Macleod NHSG 13001/2021 281102020 Ongoing Ongoing Progressing recruitment/service delivery
Transformation - Decisions Required: Action 15 (First Contact) £1,462,733 (for 4 years) Transformation Decisions Required HSCP.20.051 138 261020 S. Macleod NHSG. 1300112021 2811012020 01/01/2024 Ongoing Completed f.;zi‘g’f:;’g’;‘"‘a'y R B (Rt e
Aberdeen City Primary Care Sustainability Programme (Stage 1 - 2C £5.773120.00 Commissioning HSCP.20.049 3B 011220 . Macleod T 13012021 0111212020 01/06/2021 o Completed | COnlact award completed 7 June 2021work progressing
Remodeling) on the transition to new providers.
Alcohol Drug Partnership Update (Blood Bore Viruses) £65,000.00 Commissioning HSCP.20.068 198 011220 S. Macleod AcC 1300172021 01/12/2020 Ongoing Ongoing Ongoing Progressing, no specified end date for expenditure
Alcohol Drug Partnership Update (Blood Bore Viruses) £65,000.00 Commissioning HSCP.20.068 198 011220 . Macleod NHSG 13001/2021 01/12/2020 Ongoing Ongoing Ongoing Progressing, no specified end date for expenditure
Alcohol Drug Partnership Update (tele-health care tech) £70,000.00 Commissioning HSCP.20.068 198 011220 S. Macleod AcC 1300172021 01/12/2020 Ongoing Ongoing Ongoing Progressing, no specified end date for expenditure
Alcohol Drug Partnership Update (tele-health care tech) £70,000.00 Commissioning HSCP.20.068 198 011220 . Macleod NHSG 13001/2021 01/12/2020 Ongoing Ongoing Ongoing Progressing, no specified end date for expenditure
Annual Procurement Plan i:ﬁ;:g.sn R Commissioning HSCP.21.008 198 230221 J. Stewart-Coxon acc 23/02/2021 01/04/2021 30/09/2026 Ongoing Ongoing CrE =D of commissioned services, annual
The associated budget for these
functions and services is £237m of which
Medium Term Financial Framework (MTFF) £23m relates to Aberdeen City's share for| Commissioning HSCP.21.025 198 230221 A. Stephen NHSG 2310212021 01/04/2021 310312022 Ongoing Ongoing Updated Annually
senvices to be hosted. £46m is set aside
for large hospital services.
Medium Term Financial Framework (MTFF) £97,029,000.00 Commissioning HSCP.21.025 198 230221 A. Stephen AcC 2310212021 01/0412021 31032022 Ongoing Ongoing Updated Annually
Grant funding to counselling services 202122 £199,224.00 Commissioning HSCP.21.021 198 230321 . MacLeod ACC 2310212021 01/04/2021 310312022 Ongoing Ongoing Annual award of grant funding
a}‘mz::";’:ﬂz““’e"‘e"' FEn=TerEr e R EER RN || razenm Commissioning HSCP.21.045 198 250521 S. Macleod ACC 1510612021 01/0972021 3110812025 NA Ongoing Fe ’«';".Li?éﬁ'ﬁzyys e e
Strategy. Contract i place.
From existing budgets and change fund. Procurement of a digital solution to support the
Community Nursing Digitalisation Nt Cont £390.654 78 Commissioning HSCP.21.069 1J8 250521 A Stephen NHSG 15/06/2021 25/05/2021 2510512024 NA Ongoing mocemisaon oftr delbvery of Comminty Nursing
To develop and implement the New Service Delivery Model
Immunisation Blueprint Refresh £55,558,201.81 Commissioning HSCP.21.066 198 240821 F. Mitchelhil NHSG 24/08/2021 2410812021 Ongoing NA Ongoing for vaccination services from 2021 (including flu and covid
boosters)
Navigator - Unscheduled Care ZZ'QES‘E”“ :‘;f'ge‘su‘flﬂé 010'0 Commissioning HSCP.21.086 1B 240821 A Stephen NHSG 2410812021 01/1012021 300012023 NIA Ongoing gz‘sg:::;:fgs‘c: :Zs‘:zfg‘h‘:“;‘f;xm"y‘:;:"‘E'QE"W
Rosewell House - Frailty Pathway :;fg‘g:ﬁ%"gob“dge‘s claiE Commissioning HSCP.21.088 1JB 240821 S. Macleod acc 24/08/2021 23/10/2021 2371012023 NIA Ongoing :;‘;Vfég”d‘;‘ig';f?" s;‘f‘;:f:h‘f‘;;evm;::uzfc%'gf
R g o e o, o |onoingbuans UG commisonng wcomm [ [ e a
Technology Fund HSCP Budget - £480,000 Grant Award HSCP.21.087 198 240821 S. Macleod Acc 24/08/2021 01/11/2020 31/10/2022 NIA Ongoing E"\‘I:‘:ga;’:::':';‘" Slppatoteascpeladsipdied
Aberdeen Links Service Pomary Care Improvement Fund Commissioning HSCP.21.089 198 240821 . Macleod acc 2410812021 08/01/2022 3110312023 NA Ongoing Continuity of provision of Aberdeen Links Service (ALS)
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Appendices

1. Purposeof the Report

1.1.  This report presents the Risk, Audit & Performance Committee (RAPC) with
an update regarding progress implementing the Primary Care Improvement
Plan (PCIP).

1.2. It also presents apaper, which was considered by the Executive Programme
Board in early September 2021, which outlines the potential impact of the
revised Memorandum of Understanding (MoU) on delivery.

2. Recommendations

2.1. It is recommended that the Risk, Audit and Performance Committee:

a) Note the update presented on the PCIP, as outlined inthis report
and its appendices.

b) Requests that a further PCIP update is presented to the committee
in Spring 2022 (unless required by exception).
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c) Notes that an additional report will be presented to the Integration
Joint Board at its meeting on 02 November 2021, with a supporting
seminar on wider primary care to be delivered prior to the meeting.

3. Summary of Key Information

Background

3.1. The PCIP sets out how the Partnership intends to transform general practice
services, utilising the Primary Care Improvement Fund (PCIF) to release
capacity of General Practitioners to allow them to undertake their role as
Expert Medical Generalists as set out in the new General Medical Services
Contract. The initial PCIP was approved by IJB on 28 August 2018.

PCIP Implementation Update

The following services are being delivered as a part of the PCIP programme:
Vaccination Transformation Programme

3.2.  Pre-school vaccinations, the school-based vaccination programme and the
influenza programme have all been transferred successfully from GP
practice delivery. The travel vaccination and At-Risk age group services
are on track to be transferred by the end of March 2022. A refreshed
Immunisation Blueprint was approved by the IJB on 24 August 2021. The
vaccination programme will focus on a vaccination centre in the central
locality (recently confirmed at the former site of John Lewis), supported by
smaller venues in the North (Bridge of Don) and South (Airyhall) localities.
Pop-up clinics will also be used to support uptake.

Pharmacotherapy

3.3.  The model for pharmacotherapy delivery is based on 1 WTE pharmacy
staff member per 10,000 population, with a skill mix of 60% pharmacist
and 40% pharmacy technician time. Recruitment to the pharmacotherapy
team is ongoing.

Community Treatment & Care (CTAC) Services
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CTAC services will be delivered in a hub-and-spoke model, focusing on
practice-based delivery supported by centralised hubs of CTAC services in
each locality. Transfer of the practice-based CTAC services was completed
in May 2021. This involved the TUPE transfer of existing staff from practice
employment to NHS Grampian (NHSG) employment. A Doppler ABPI! clinic
Is in development with the podiatry service. Colleagues are identifying
capacity within the existing ACHSCP estate to deliver services from hubs —
this will focus on providing services across the GP practices and will allow
for the specialisation of some services such as ear suction. Initial
conversations with secondary care colleagues are taking place to identify
how CTAC services can be aligned with the secondary care phlebotomy
work.

Urgent Care

3.5

. All GP practices within Aberdeen City now have access to the City Visits

service. There isan ongoing recruitment drive for both Health Care Support
Workers and Advanced Clinical Practitioners.

Community Link Workers

3.6. The Aberdeen Links service is well-established, with over 5,000 referrals
received by the service since the commencement of the service in 2018.
They have also made 6,588 onwards referrals to over 400 community-
based services or resources. On 24 August 2021 the IJB approved a direct
award to the Scottish Association of Mental Health (SAMH) until March
2023. This allows further stabilisation for the service in a time where itis
anticipated that it will experience increased demand, as well as allowing
the future re-tender to consider any implications of any changes from the
Scottish Government Independent Review of Adult Social Care (Feeley)
report.

Additional Professional Roles

3.7.PCIP also funds the following additional professional roles (only a partial
contribution to the psychological therapist service, which is also funded by
Scottish Government via Action 15.

a) MSK Physiotherapy First Contact Practitioners: Services are now being
provided to 10 GP practices within the City. A member of the team has
recently passed their non-medical prescribing course, which will allow

1 Doppler is a servicewhich checks the circulation of blood flow to the legs and feet.

3
= NHS
TS
ABERDEEN Grampian

CITY COUNCIL

Page 147



Aberdeen City Health & Social Care Partnership

RISK, AUDIT AND PERFORMANCE COMMITTEE

further service development. A rolling programme of recruitment will
allow the service to expand to further practices as additional staff join
the team.

b) Psychological Therapists: The team is now at full establishment and are
working to reduce waiting times, with positive effect. Patients are still
being seen virtually, by phone or video, and the team are keen to get
back into practice when itis safe to do so.

Memorandum of Understanding (MoU)

3.8

3.9.

. A new Memorandum of Understanding (MOU 2021-2023) for the General

Medical Services (GMS) contract implementation for Primary Care
Improvement has been published, taking into account the learning and
experience to inform next iteration.

Appendix A presents a report submitted to the Executive Programme Board
on 02 September 2021, outlining the implications of the MoU on the projects
within the PCIP Programme. A copy of the MoU is provided at Appendix B.

3.10. The new MoU also makes provision for transitionary payments to be made to

practices, from the PCIF, and any associated reserves. At the time of drafting
this report, meetings were ongoing with Scottish Government representatives
to understand how exactly the transitionary payments should be allocated
and whether a formula will be provided to calculate the levels of payment
required. It is hoped that advice and guidance will be provided to HSCPs in
early autumn 2021. Colleagues from ACHSCP are represented as
appropriate at these meetings.

Underspend Proposals

3.11. Colleagues from the PCIP Implementation Group have developed a series of

proposals for allocating the accumulated underspend to non-recurring
projects or investments. They have been developed by the services and
evaluated and scored by a sub-set of the PCIP group. The scoring reflected
the prioritisation of the PCIP projects (CTAC, pharmacy & immunisations) as
a part of the evaluation. The GP Sub Committee were due to consider the
proposal on the 16" of August, but the discussion had to be deferred to their
20" September meeting. Proposals included:
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Promotion campaign for Pharmacy 15! — this has also been expanded to
include wider messaging around the changes which implementing PCIP will
mean for patients.

Pharmacotherapy IT equipment

CTAC Hub equipment

Doppler (ABPI) equipment

Leadership training for practices

Coaching training for practices

Dedicated PCIP programme management support
Immunisations [T equipment

City Visits equipment

Additional funding for back-scanning paper records in practices
Funding for non-medical prescriber courses and supervision
Clinical and/or non-clinical rooms at Torry Community Hub
Additional staffing resource for vaccination transformation
programme

Mobile unit for delivery of PCIP services such as CTAC and
immunisation

Proposals developed reflected the learning curve in the implementation of
the PCIP, identifying resource required in relation to programme
management and immunisations, which reflects a maturity of thinking and
that there is a need for more management to ensure timely delivery of the
PCIP outcomes.

The proposals were considered by the GP Sub Committee at their meeting
on 20 September 2021.

Consultation and Engagement Activities

3.14.

3.15.

Overall, the implementation of the PCIP will change how patients access
specific services in primary care, which will change the public’s experience
of primary care. There has been a lot of consultation and engagement
work, both locally and nationally, to understand patients’ perspectives and
how the PCIP will affect them.

National surveys and consultations include the Health & Care Experience
survey; the ‘Creating a Healthier Scotland’ survey and ‘What Should
Primary Care Look like for the Next Generation” survey.
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Service Activity Date

CTAC

Patient Survey (over 700 respondents); focus Autumn 2020
groups; discussions with locality empowerment
groups; GP practice workshops

Pharmacotherapy | No noticeable difference from a patient NA

perspective as it is a ‘behind the scenes’ service

Immunisations Patient survey (over 250 respondents) Spring 2021

engagement sessions?

Link Workers Interim evaluation gathered patient perspectives Summer 2019

of impact and demonstrated improvement from
baseline to 6 month follow up

MSK FCP Patient feedback methods are in development and | Autumn 2021
Physios will be implemented shortly

Psychological Patient experience questionnaires post-therapy. Ongoing
Therapists PHD student research

Urgent Care Evaluation of the West Visits pilot service 2018

(precursor to the City Visits) ; ongoing patient
feedback gathered.

4.

4.1.

4.2.

Implications for IJB

Equalities, Fairer Scotland Duty, Health Inequalities: The National
Health Service (General Medical Services Contracts)(Scotland)
Regulations 2018 (GMS) has had a comprehensive, nationally led
Equalities Impact Assessment completed and can be accessed here:
https://mww.legislation.gov.uk/ssi/2018/66/pdfs/ssiegia 20180066 en.pdf
This is applicable to the PCIP Programme. Individual projects will have
Health Inequality Impact Assessments completed for them as required.

Financial: There is specific ringfenced funding available in respect to
the implementation of the Primary Care Improvement Plan. Whilst the
funding is currently non-recurring, HSCPs have been advised by Scottish
Government to plan delivery as if the funding was recurrent. A high-

level summary of the available funding allocated to deliver the PCIP is as
set out in the table below. It demonstrates a large underspend, which the
PCIP Implementation group has developed proposals for one-off or non-
recurring projects to help PCIP delivery. It should be noted that any

2 There were alsoa number of additional events / surveys related specifically to Covid19 vaccinations, but
the lessons learned can be applied tothe PCIP vaccinations whereappropriate. These included community
leaders meetings; 18-29 years survey; and public focus groups.
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transitional arrangements paid to practices in light of the new MoU may
also need to be funding from the PCIF underspend.

Budgetallocation 2020/21 2021/22 2022/23
Total Available Funding 5055 6234 7630
Commitments
Vaccinations 496 905 1100
Pharmacotherapy 723 1078 1344
CTAC 68 500 1577
Link Workers 787 790 850
Additional Professional Roles
MSK FCP Physio 202 533 876
Visiting Service 242 547 763
Total Recurring Commitment 2518 4353 6510
Total surplus/(deficit)* 2537 1881 1120
*funding received AND carried forward to next
year

4.3. Workforce: There is ongoing recruitment to acquire the appropriate
workforce to support implementation of the PCIP. This is progressed by
each service, with an overview by the PCIP implementation, and is
detailed for some services in appendix A.

4.4. Legal: The PCIP seeks to provide the capacity within General Practice to
support the implementation of the new GMS Contract. Any commissioning
and procurement of services is required to implement the plan has
and will continue to be progressed in a compliant manner.

4.5. Carers: There are no direct implications of implementing the PCIP for
carers, however they and their cared for person will benefit from increased
capacity of GPs to act as expert medical generalists, and from the
increased range of services available in primary care.

4.6. Covid19: Delivery of the immunisation element of PCIP will need to be
aligned with longer-term delivery of Covid19 immunisations and boosters
(though funded separately).

47. Other: NA
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5. Links to ACHSCP Strategic Plan

5.1.

The PCIP is identified as a key delivery plan within the ACHSCP Strategic
Plan. It is also identified as a key priority within the strategic plan,
demonstrating the importance of delivery of the PCIP to achieving
ACHSCP’s strategic aims and objectives, particularly to “reshape our
community and primary care sectors”.

6. Management of Risk

6.1.

6.2.

Identified risks(s) and link to risks on strategic or operational risk
register: There is a risk that there is insufficient capacity in the market (or
appropriate infrastructure in-house) to fulfil the IJB’s duties as outlined in
the integration scheme. This includes commissioned services and general
medical services.

How might the content of this report impact or mitigate these risks:
As recorded in the strategic risk register, delivery of the PCIP (and
subsequently the implementation of the GMS contract) is a mitigating
action against the risk identified above.

pprovals

Sandra Macleod
(Chief Officer)

Alex Stephen
(Chief Finance Officer)
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Submission Dates:

1. Issuedto Project Leads: 23 July 2021
2. PCIP Group meeting: 10" August 2021
3. Executive Programme Board: 2" of September

Introduction

A new memorandum of understanding (MOU 2021-2023) for the GMS contract implementation for
Primary Care Improvement has been published, taking into account the learningand experienceto
inform nextiteration. The MoU2is accessible via. this link. Progress will be reviewed in March 2022.

All six MoU areas remain areas of focus, however, the focus for 2021-22 should be on the following
three priority services:

1. Vaccination Transformation Programme
2. Community Treatment & Care (CTAC) Services
3. Pharmacotherapy Service

Funding

Integration Authorities should endeavourto ensure that ring-fenced Primary Care Improvement
Fund (“PCIF”) funding supports the delivery of the three priority areas for 2021-22 before further
investment of PCIF moniesin the other MoU commitments.
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Transitionary Arrangements

The MoU also describesthe arrangements for transitionary payments to practices as the MoU is
delivered. The fundingforthe transitionary payments will come out of the PCIF and any associated
reservices.

Colleaguesare currently trying to understand whether we will be provided with national guidance
on determiningthe levels of transitionary payments to be made to practices.

There are several queries:

1. Whatif practices have fully developed access otherservicesi.e. Link Practitioners?
2. Whatifthe practice does not have the service due toa resignation from an existingteam
memberi.e. anatural vacancy?

At the time of drafting thisreport, these queries were being discussed with colleagues from Scottish
Government.

Underspend Proposals

Colleagues fromthe PCIP Implementation Group have developed aseries of proposals for allocating
the accumulated underspend to non-recurring projects orinvestments. They have been developed
by the services and evaluated and scored by a sub-set of the PCIP group. The scoringreflected the
prioritisation of the PCIP projects as a part of the evaluation. The GP Sub Committee were due to
considerthe proposal on the 16" of August, butthe discussion had to be deferred to their
September meeting. Proposalsincluded:

. Promotion campaign for Pharmacy 1°

° Pharmacotherapy ITequipment
CTAC Hub equipment

. Doppler(ABPI) equipment

° Leadershiptraining for practices
. Coachingtrainingfor practices
. Dedicated PCIP programme management support
° Immunisations ITequipment
. City Visits equipment
° Additional funding for back-scanning paperrecordsin practices
. Fundingfornon-medical prescribers courses and supervision
. Clinical and/ornonclinical rooms at Torry Community Hub
Additional staffing resource forvaccination transformation programme
. Mobile unitfordelivery of PCIP services such as CTACand immunisation
2
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Vaccination Transformation Programme
MOU Summary

e The programme should be implementedin full by April 2022

e Child Immunisations & vaccines /immunisation additional services to be removed from GMS
contract in October 2021.

e Allhistoricincome from vaccinations will transfer to Global sumin April 22.

e Travel Health Group to determinesolution fortravel vaccinations by October 2021, and to
bein place by April 2022.

Programme Overview

Current Position
Pre-school vaccinations, the school-based vaccination programme and the influenza programme
have all been transferred successfully from GP practice delivery. The travel vaccination an d At-Risk
age group services are on track to be transferred by the end of March 2022. A refreshed
Immunisation Blueprint was approved by the Integration Joint Board (1JB) on 24 August2021. The
vaccination programme will focus on a mass vaccination centre in the Central locality (recently
confirmed atthe formersite of John Lewis), supported by smallervenues in the North (Bridge of
Don) and South (Airyhall)localities. Pop-up clinics willalso be used to support uptake.

Impact of the new MoU
ACHSCP have already successfully transferred child immunisations & vaccines, which are due to be
removed fromthe GMS contract in October. Await outcomes of the travel health group and
ensure solutions fortravel vaccinationsisin-line with this.

Next steps for implementation
Nextsteps:

1. Transfersof travel vaccination and at-risk age group services by end of March 2022 to
ensure full delivery by timescales indicated in the MoU.

2. Additional resource for VTP has beenidentified in work onthe PCIP Underspend
Proposals. Inline with the MoU, this should be prioritised ahead of spend on other non-
priority elements of PCIP.

Possible barriers toimplementation:
Recruitment & workforce —mitigations for inability to recruit
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Pharmacotherapy
MOU Summary

e Focuson delivery of apharmacotherapy service as awhole to ensure interdependencies
between Level One service and Level 2/3

e Regulationsamended by SGin early 2022 so that NHS board is responsible forservice by
April 22.

Programme Overview

| Current Position

Working on the agreed model of IWTE pharmacy staff member per 10,000 population (+25%
additional to coverforleave). Recruitment outstanding:

e 5.5 WTE Band5 technicians

e 1 WTEBand 7 pharmacist

e 2.4WTE Band 8a pharmacist
Confidentinrecruitingtothe pharmacist posts. Full recruitmentto remainingtechnician posts
isunlikely due to shortage of available, trained workforce. From national discussions, the view
isthat a model of 2.5WTE pharmacy staff per 5,000 populationisclosertowhat would be
required forfull delivery of Level 1services.

Impact of the new MoU

e New MOU recognisesthatabalance between Level 1, 2, and 3 servicesisimportantfor
delivery of asustainable service and for recruitment & retention to the team. Thiswould
seemtoallow a move away from a total focus on Level 1 services and look at de livery of the
service asa whole.

e Highlights the need for national workforce plans that reflect the staffing requirements to
deliverthe pharmacotherapy service.

e Furtherinformation and guidance from the national Pharmacotherapy Strategic
Implementation Group should supportaconsistent ‘direction of travel’ interms of delivery of
the service across NHS Scotland. This would be welcomed as currently there isawide range
of staffing models and delivery of services.

| Next steps for implementation

Next steps:
e Revised MOU will be on the agenda at the next NHS Grampian Pharmacotherapy Service

Development Group as there isa needto fully considerthe implications ( as ‘NHS Boards’ are
responsible for providing the service to practices by April 22)

e Discussion required on whetherfinance could / should be diverted from otherareas of the
PCIP to provide additional resource for pharmacotherapy.

Possible barriers toimplementation:

1. Technician workforce: Inability torecruitthe required number of trained pharmacy
technicians despite multiple rounds of recruitment. MOU highlights that Level One
service should be delivered principally by pharmacy technicians ratherthan
pharmacists. Mitigation: continuing to pursue the proposal to use PCIP funding for
trainee pharmacy technician posts. National workforce plansshouldinclude a
pharmacy technician training pipeline.

2. Physical Hub: Challengesinfinding physical hub accommodation forthe additional
+25% staffing that will provide partial coverfor periods of leave (‘relief’ coverwould
have to be provided remotely). Mitigation: currently beingscoped
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Community Treatment & Care (CTAC) Services
MOU Summary

e Regulationsamended by SGin early 2022 so NHS board responsibleforservice by April 22.
e Giventhisservice draws primarily on anursing workforce, local areas should also consider
how CTAC and the Vaccination Transformation Programme could be aligned to increase the
pace of implementation and efficiency.

Programme Overview

Current Position

e Allpracticesin Aberdeen City have partial accesstoa CTACservice. All existing staff whose
role primarily delivering CTAC services have been TUPE’d into NHS Grampian employment
as of May 2021.
e A successful test of change delivered atemporary ‘hub’ to covera period of high annual
leave withinthe practices.
e The CTACteamleadis workingtodeliverthe dopplerclinic.
Impact of the new MoU
o The new MoU highlighted that thisisapriority fordelivery, so CTACservices should be
higher priority within the infrastructure group priorities.
e Closerworkingisrequired with the vaccination transformation programmeand with
secondary care phlebotomy hubs
Next steps for implementation

Nextsteps:
Work is ongoingto develop the supporting ‘hub’ element of the CTAC service model. Key

priorities will be identifying suitable premises within the ACHSCP and designing the supporting
IT solutions forappointments and information sharing.
e CTACserviceswillneed prioritised in premises allocations to facilitate delivery by April
2022.
e Additional funding will be required to adopt IT solution, ideally working on a pan-
Grampian basis
Previous recruitmentintothe CTACservice has attracted a high volume of applicants at HCSW
level, sorecruitmentis notanticipatedto be a challenge forimplementation.

Discussion required on whetherfinance could / should be diverted from otherareas of the PCIP
to provide additional resource for CTAC service delivery. Additional resource for CTAChas been
identified in work on the PCIP Underspend Proposals. In line with the MoU, this should be
prioritised ahead of spend on other non-priority elements of PCIP.

Possible barriers toimplementation:
e IT systems solution— proposal to explore dedicated IT project support resource
¢ Identification of suitable premises — proposal to prioritise the CTAC service withinthe
primary care premises group (alongside VTP / Pharm as per priorities)

Other
MOU Summary (Overall)

e PlansforUrgent Care, Community Link Workers and Additional Professional roles should
continue and services already in place should be maintained, but the expectation for 2021-
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22 is that theirfurtherdevelopment, where required, may progress at a slower pace to allow
the commitments around VTP, CTAC and pharmacotherapy to be accelerated.

Urgent Care
MOU Summary (Urgent Care)

e The Scottish Government will bring forward secondary legislation so that Boards are
responsible for providing an Urgent Care service from 2023-24.

Programme Overview

Current Position

23 GP Practices across Aberdeen now have access to the Urgent Care City Visiting Service which

provides home visits to those patients with an urgent, unscheduled need.

Workforce:

e Thisservice is provided by 4.5 wte Advanced Clinical Practitioners (ACP).

e There are 5.5wte ACP vacancies.

e The team have accessto 2 fully equipped GMED Out of Hours service carsonly.

e 1.0wte Band 7 ACP post has been redesigned to provide 2.0wte Band 3 healthcare support
workerroles. These HCSWs undertake urgent bloods, observations and monitoring which
supports GPs with diagnosis following telephone / video consultations. The HCSW functionis
currently provided tothose GP practices notyet accessingthe ACP City Visiting service.

The original evaluation of the pilot service highlighted the benefit of the Advanced Nurse
Practitioner (ANP) attending with access to drug box should immediate drug therapy be
required, venepuncture and otherclinical equipment. The currentteam only have accessto 2
drug boxes (from the GMED cars), the rest of the team providing only diagnosis and
prescriptions.

Impact of the new MoU

The new MoU states that it will be the responsibility of NHS Boards to provide an Urgent Care
service thereforefurther planning and development of the City Visiting service needs to be
linked with local ongoing workin relationtothe Redesign of Urgent Care services

| Next steps for implementation
Nextsteps:
Recruitment process currently ongoingto recruit 4.5wte ACPsand 1.0wte ACP position will a

rotational post foran Advanced ParamedicPractitionerfrom the Scottish Ambulance Service
Possible barriers toimplementation:
e lack of available suitably qualified Advanced Clinical Practitioner workforce. Mitigation:
Recruitto trainee postsunder Annexe 21 conditions
e Lack of clinical equipmentand drugs as well as lack of storage facilities for storage of
medicines. Mitigation: Allocate use of drug boxes/GMED cars on basis of triage of
referrals.
Lack of permanent staff base —the team are currently located inatemporary base at Woodend
Hospital ina room ina closed ward, with no telephone/computer ports or appropriate facilities
(e.g. storage, printer, blood label machines)
Mitigation: Remaining close by to the Hospital at Home (H@H) team means they can share
some facilities. Future planning needsto consider co-location with appropriate clinical services
(e.g. H@H, GMED/OOH services)
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Community Link Workers
MOU Summary (Community Link Workers)

e Considerationwillneedtobe given by April 2022 as to how the Link Worker workforce
interfaces with the Scottish Government’s commitment to delivering 1,000 Mental Health
Link Workers by the end of this Parliament

Programme Overview

Current Position
Aberdeen City has fully established Link Worker programme, delivered by SAMH, which has
been successfully runningforanumber of years. Abusiness case will be presented tothe 1JB.
Thisis fordirectaward for 15 months b which will allow time to understand the impact of the
commitment

Scottish Governmentis keento supportanational CLW network, which will help to further
develop the CLW programme of work. Initial scoping of a group has been undertaken on behalf
of SG. This group could also help to shape the Scottish Government’s commitmentinrelationto
1000 mental health link workers and what the CLW role means forthis new commitment.

Impact of the new MoU
Thisis still being explored and itisn’t clearyet whetherthese link workers will be building on
the current programme or be additional workers
Next steps forimplementation

Next steps:

Explore the links between the local programmes that could impact on the Mental Health Link
Workers and how they can be aligned to maximiseimpact.

Recruitment & workforce —mitigations for inability to recruit

Additional Professional Roles
MOU Summary (Additional Professional Roles)

Programme Overview

Current Position
Aberdeen City has now employed the following First Contact Practitioners (FCP):

e 2 xBand8A’s (2.0 WTE)
e 7 xBand7s (5.2 WTE), one of whichis off on maternity leave and another 0.5 WTE
awaitinga confirmed start date.

We currently coverthe following surgeries:
e Torry -4 sessions
Cove and Kincorth—7 sessions
ElImbank—5 sessions (2 not covered due to M/L)
Gilbert Road — 5 sessions
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e Danestone—3 sessions
e (Carden—4sessions

e Rubislaw—4 sessions

e (Calsayseat-4sessions
e Oldmachar—5sessions

We are about to start 2 new staff into patientfacing FCP rolesin the next 2-3 weeks, toenable
Oldmacharto increase to 9 sessionsand also look at startingin Hamilton medical practice once
furtherdiscussions take place.

Currently awaiting afurtherround of interviews/applications in nearfuture.

Currently have 1 FCP successfully completed Non-Medical Prescriber course and another Band
8 FCP hopingto start in September- reduce further workload to rest of MDT for prescription
requests/describing etc.

| Impact of the new MoU

Unsure how itwill impact FCP, currentfunding was agreed withincrease inyear4for further
staff employment. Currentroll out planis discussed regularly with representatives from
practice managementand GP colleagues.

Next steps for implementation

Nextsteps:
Identify furtherappropriate staff frominterview process.

Identify surgeries for staff toworkin.

Furtherroll out is based on needs within localities and are done in a way to ensure equity
across the city as best as possible

Possible barriers toimplementation:

Recruitmentcan be troublesome as staff needed for FCP level are of Band 7 level.

Available workforce/successful recruitment. Funding available to support courses. Space in GP
practices for implementing FCP services- Carden has previously offered use of the triage room
as a potential FCP Hub area if needed although being part of the MDT on site for at least some
of the sessions would be ideal.

Recruitment & workforce —mitigations for inability to recruit

Programme-wide limitations / barriers

e Recruitment & Workforce —there is a common theme of difficulty to recruitinto certain
roles such as pharmacy technicians/ physiotherapy etc. Mitigations include developing
alternative skills mixes; recruitment campaigns etc. Howeverrecruitment does drivethe
speed of delivery in some cases.

e Infrastructure & Estates Capacity —there s a limited estateforthe new workforce, and
competing priorities (including with acute phlebotomy hubs and otherclinics). Many

Page 160



Aberdeen City Health & Social Care Partnership

practices do not have space to support hosting the additional servicesin practice.
Mitigationsinclude: remote working

e [T solutions— world-wide shortage of semi-conductorsisimpacting delivery of ITkit for
proposals withinthe PCIP programme, forexampleforsetting up a pharmacy hub or support
remote working.

Governance U pdates
Ensuringlinks to GMS Oversight group to keep linked in nationally
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Memorandum of Understanding (MoU) 2

GMS Contract Implementation for Primary Care Improvement —
Agreementbetween Scottish Government, British Medical
Association (BMA), Integration Authorities (IAs) and NHS Boards

Introduction

The 2018 GP Contract Offer (“the Contract Offer”) and its associated Memorandum of
Understanding (“MoU”) was a landmark in the reform of primary care in Scotland. The
principles and values expressed in it remain undiminished, and three years on we now
have considerable learning and experience to draw on to inform this next iteration of
the MoU. Our key aim remains expanding and enhancing multidisciplinary team
working to help support the role of GPs as Expert Medical Generalists, to improve
patient outcomes. We remain committed to a vision of general practice and primary
care being at the heart of the healthcare system where multidisciplinary teams come
together to inform, empower, and deliver services in communities for those people in
need of care.

This revised MoU for the period 2021-2023 between the Scottish Government, the
Scottish General Practitioners Committee of the British Medical Association (SGPC),
Integration Authorities and NHS Boards refreshes the previous MoU between these
parties signed on 10 December 2017. The MoU Parties recognise we have achieved
a great deal and it is important we do not lose sight of that. But we must recognise we
still have a considerable way to go to fully deliver the GP Contract Offer commitments
originally intended to be delivered by April 2021. It also reflects the early lessons as
we continue to respond collectively to the Covid-19 pandemic, recognising the full
extent of its impact is still to be understood. While this MoU runs until 31 March 2023,
the National GMS Oversight Group will review progress in March 2022 to ensure it
remains responsive to the latest situation.

The focus of this renewed Memorandum of Understanding remains the delivery of the
General Practice Contract Offer, specifically the transfer of the provision of services
from general practice to HSCP/Health Boards. Delivery of the GP Contract Offer
should be considered in the wider context of the Scottish Government’s remobilisation
and change programme across the Scottish national health and social care landscape,
including the four overarching Care and Wellbeing Programmes and the National Care
Service (NCS). These programmes encompass Place, Preventative and Proactive
Care, Unscheduled and Integrated Planned Care and together with the NCS seek to
improve national system wide outcomes for population health, connect better with
citizens and remove silos between health and other public sector bodies, and reduce
health inequalities. The National GMS Oversight Group will consider at a national level
the synergies between these Programmes of work and delivery of the GP Contract
Offer. The National GMS Oversight Group will proactively develop policy and funding
proposals to improve healthcare system co-ordination, collaboration, and patient
outcomes.
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Priorities
Multidisciplinary Team — Prioritised Services for 2021/22

Implementation of multidisciplinary team working should remain underpinned by the
seven key principles outlined in the previous MoU: safe, person-centred, equitable,
outcome focussed, effective, sustainable, affordable and value for money.

All six MoU areas remain areas of focus for the MoU signatories. However, following
the joint SG/SGPC letter of December 2020, the parties acknowledge that the focus
for 2021-22 should be on the following three services.

Vaccination Transformation Programme

GP practices will not provide any vaccinations under their core contract from 1 April
2022. All vaccines provided under Additional Services will be removed from the
Additional Services Schedules of the GMS Contract and PMS Agreement regulations
in October 2021. All historic income from vaccinations will transfer to the Global Sum
in April 2022 including that from the five historic vaccination Directed Enhanced
Services. The Vaccine and Immunisations Additional Service is broader than the
Travel Vaccinations that are part of the Vaccination Transformation Programme. The
Travel Health sub-group will consider how these remaining vaccinations?! will be
transferred from GP delivery.

Boards have assumed overall logistical responsibility for implementing vaccination
programmes, facilitated through national digital solutions such as the vaccination
management tool and NVSS appointment system. Learning from the delivery of last
year’s adult seasonal flu and pneumococcal programme, as well as the ongoing
Covid-19 vaccination programme, should be capitalised on to ensure the
implementation of the programme in full by April 2022.

! Note that additional senice vaccines relate only and specifically to:

Anthrax —to be offered to those identified as coming into contact with an identifiable risk of Anthrax,
mainly those coming into contact with imported animal products

Hepatitis A — for those in residential care or an educational establishment who risk exposure if
immunisation is recommended by the local director of public health

Measles, Mumps and Rubella (MMR) — For women who may become but are not pregnant and are
sero-negative and for male staff working in ante-natal clinics who are sero-negative

Paratyphoid — Note no vaccine currently exists

Rabies (pre-exposure) — For lab workers handling rabies virus; bat handlers; and persons who
regularly handle imported animals

Smallpox — Note the vaccine exists but is not available to contractors

Typhoid — For hospital doctors, nurses and other staff likely to come into contact with cases of typhoid
and lab staff likely to handle material contaminated with typhoid organisms
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Although general practice should not be the default provider of vaccinations, we
understand that a very small number of practices may still be involved in the delivery
of some vaccinations in 2022-23 and thereafter. There will be transitionary service
arrangements in the regulations for practices in areas where the programme is not
fully complete as well as permanent arrangements for those remote practices,
identified by the options appraisal, where there are no sustainable alternatives to
practice delivery.

The Travel Health sub-group will be reconvened to develop a Once for Scotland
solution with substantial input from local areas, particularly on delivery of travel
vaccinations. This solution will be determined by October 2021 and put in place by
April 2022. This will also be covered by transitional arrangements in the regulations.

GPs will retain responsibility for providing travel advice to patients where their clinical
condition requires individual consideration.

Pharmacotherapy

All parties acknowledge the progress that has been made with the majority of
practices receiving some pharmacotherapy support.

Managing acute and repeat prescriptions, medicines reconciliation, and the use of
serial prescribing (which form a substantive part of the level one service described in
the GP Contract Offer) should be delivered principally by pharmacy technicians,
pharmacy support workers, managerial, and administrative staff. Progress with all
parts of the level one service should be prioritised to deliver a more manageable GP
workload.

In tandem, focus on high-risk medicines and high risk patients, working with patients
and using regular medication and polypharmacy reviews to ensure effective person-
centred care are being delivered principally by pharmacists (the levels two and three
described in the Contract Offer). This is helping manage this demand within GP
practices and developing a sustainable service which will attract and retain pharmacists
and further develop MDT working in Primary Care.

Whilst the Contract Offer and Joint Letter emphasise implementing the level one
pharmacotherapy service, there are interdependencies between all three levels that
require focus on the delivery of the pharmacotherapy service as a whole.

Regulations will be amended by Scottish Government in early 2022 so that NHS
Boards are responsible for providing a pharmacotherapy service to patients and
practices by April 2022. The use of medicines to treat and care for patients will
remain an important part of GP work. The delivery of electronic prescribing is an
essential requirement for all involved in prescribing, which will be prioritised by the
ePharmacy Programme Board, supported by National Services Scotland and the
NES Digital Service. Greater local standardisation and streamlining of prescribing
processes in collaboration with GP subcommittees / Local Medical Committees will
help enable delivery of a consistent service across practices. The national
Pharmacotherapy Strategic Implementation Group will design and support the
ongoing development of the pharmacotherapy service in line with existing contract

3
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agreements, enabling a national direction of travel with local flexibility supported by
agreed outcome measures. The group will develop guidance to clearly define GP,
pharmacist, pharmacy technician, managerial and administrative staff roles in the
overall prescribing process and will report to the National GMS Oversight Group. The
guidance will be agreed with SGPC to ensure it is consistent with the requirements
of the GMS contract agreements and will ultimately be ratified by the National GMS
Oversight Group.

NHS Directors of Pharmacy, supported by National Education Service for Scotland, will
support the delivery of national workforce plans that will reflect the staffing
requirements of the pharmacotherapy service, in particular what is required for delivery
of a level one service for each practice and the appropriate use and mix of skills by
pharmacy professionals. This will be overseen by the Chief Pharmaceutical Officer and
link into the wider Scottish Government workforce directorate plans

CTAC

Regulations will be amended by Scottish Government in early 2022 so that Boards
are responsible for providing a Community Treatment and Care service from April
2022.

These services will be designed locally, taking into account local population health
needs, existing community services as well as what brings the most benefit to
practices and patients.

The previous MoU outlined that Community Treatment and Care Services include,
but are not limited to, phlebotomy, basic disease data collection and biometrics (such
as blood pressure), chronic disease monitoring, the management of minor injuries
and dressings, suture removal, ear syringing and some types of minor surgery as
locally determined as being appropriate. Given this service draws primarily on a
nursing workforce, local areas should also consider how CTAC services and the
Vaccination Transformation Programme could be aligned to increase the pace of
implementation and efficiency.

Healthcare Improvement Scotland will establish a CTAC implementation group to
help build mutual understanding as well as share best practice in the delivery of
CTAC services. This Group will report to the National GMS Oversight Group.

Other Multi-Disciplinary Team Services

Plans for Urgent Care, Community Link Workers and Additional Professional roles
should continue and services already in place should be maintained, but the
expectation for 2021-22 is that their further development, where required, may
progress at a slower pace to allow the commitments around VTP, CTAC and
pharmacotherapy to be accelerated. Their development should also take into
account wider system redesign, and opportunities to make connections and add
value by exploring the joining up of pathways.

Urgent Care — The Scottish Government will bring forward secondary legislation so
that Boards are responsible for providing an Urgent Care service from 2023-24.

4
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Evidence from the Primary Care Improvement Plans suggests there is variation in
how this service is being delivered.

Further guidance will be provided by the National GMS Oversight Group on delivery
of this commitment in advance of April 2022. Consideration in particular will need to
be given about how this commitment fits into the wider system Redesign of Urgent
Care work currently in progress.

Community Link Workers — Link workers have proved valuable in helping deliver
better patient outcomes, addressing financial exclusion and helping patients access
support, particularly in areas of multiple deprivation, as well as improving linkages
with the third sector. Consideration will need to be given by April 2022 as to how the
Link Worker workforce interfaces with the Scottish Government’'s commitment to
delivering 1,000 Mental Health Link Workers by the end of this Parliament.

Additional Professional Roles — MoU Parties will consider how best to develop the
additional professional roles element of the MoU by the end of 2021. In particular
with Mental Health, there is a need to consider how PCIF funded posts interface with
Action 15 funded posts as well as new policy commitments for mental health. The
Primary Care Mental Health Development group in Scottish Government is taking
this consideration forward. Separate to this MoU and the arrangements in place to
fund it, the commitment of additional Mental Health Link Workers is currently being
considered in the context of the locally led model proposed by the Mental Health in
Primary Care Short Life Working Group.

Expert Medical Generalist Role

The Contract Offer set out a re-focussed role for the GP, working as part of an
extended multidisciplinary team as an expert medical generalist (EMG):

“This role builds on the core strengths and values of general practice-expertise in
holistic, person-centred care-and involves a focus on undifferentiated presentation,
complex care including mental health presentations and whole system quality
improvement and leadership. All aspects are equally important. The aim is to enable
GPs to do the job they train to do and enable patients to have better care.”

The EMG role is not a new role, but the time GPs can commit to being EMGs is to an
extent contingent on the delivery of MDT services and the identified need for 800
additional GPs by 2027 to meet Scotland’s current health needs.

Feedback to date suggests there is variation in the understanding on how the EMG
role works in practice and what else can be done to support GPs in this role. A group
consisting of the MoU parties and a wider range of stakeholders, including NES and
RCGP, will examine how GPs can be supported in this role and will publish a report
of its findings by the end of 2021.
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Transitionary Arrangements

Following Regulation change, HSCPs and Health Boards will be responsible for
providing vaccination, pharmacotherapy and CTAC services to patients and GP
practices.

GP practices will support HSCPs and Health Boards to provide MoU services in two
ways to help ensure patient safety:

- The treatment of patients requiring medical care that is immediately
necessary such as an immediate need for wound care, phlebotomy or repeat
prescriptions. HSCP/Health Board MoU service provision must minimise the
need for immediately necessary support from GP practices.

- Temporary support of routine MoU services, where necessary, under
transitionary service arrangements from 1 April 2022.

Consistent with the commitments of the joint letter, SG and SGPC will negotiate
transitionary service and payment arrangements where practices and patients still do
not benefit from nationally agreed levels of HSCP/HB vaccination, pharmacotherapy,
and CTAC services after 1 April 2022.

Transitionary service arrangements are not the preferred outcome of MoU parties, or
something we see as a long-term alternative. All parties locally should remain
focused on the redesign of services and delivery of the MoU commitments and
transitionary arrangements should not be seen as a desired alternative.

Scottish Government and SGPC will develop a set of principles for how transitionary
services and payment arrangements will work in practice by the end of Summer
2021. Acknowledging the invaluable expertise of Health Boards and Health and
Social Care Partnership they will be fully consulted in the development of this work
via the Oversight Group.

Funding

Integration Authorities should endeavour to ensure that ring-fenced Primary Care
Improvement Fund (“PCIF”) funding supports the delivery of the three priority areas
for 2021-22 before further investment of PCIF monies in the other MoU
commitments. Other services delivered to date, or planned and signed off by the 1JB,
should continue to be maintained and only developed where there is available
funding to do this.

The MoU parties are committed to determining the full cost of delivering MoU
services and refining the evidence base for this purpose. The Primary Care
Improvement Plan Trackers have been amended to reflect this. All MoU parties are
committed to developing an integrated PCIF proposition for financial years 2022-25
by Autumn 2021 for evaluation and approval by Scottish Ministers utilising Value for
Money principles and a methodology that assumes at least £155m of funding per
annum uprated in line with inflation, which will include increases in staff pay as set by
the Scottish Government.
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NHS Boards and Integration Authorities should also assume that the PCIF and any
associated reserves would meet any funding required for transitionary service
arrangements negotiated between Scottish Government and SGPC. Boards and
Integration Authorities should also consider where wider resources may support the
delivery of MoU services as well as other earmarked funds such as Action 15
monies.

Any change to the scope of the Primary Care Improvement Fund will be agreed
jointly by MoU Parties. The present scope of the call on the PCIF remains
unchanged, except for the inclusion of costs of transitionary services, by this MoU
and it is expected that any further increase in scope will be supported by additional
resources.

GP Subcommittee participation in the development of PCIPs has been enabled to
date by dedicated annual funding to support their work. For planning purposes,
partners should assume that this funding will continue for the duration of this MoU
period.

Governance
Primary Care Improvement Plans

Primary Care Improvement Plans (“PCIPs”) will continue to be developed locally in
collaboration between Integration Authorities, Health Boards and GP Sub-
Committees and will be agreed with Local Medical Committees. Six monthly trackers
will be provided to the Scottish Government to allow for national analysis to be
produced.

In remote and rural areas, the rural options appraisal process has also been
developed to determine whether it is necessary for the anticipated small number of
local GP practices to continue delivering MoU services due to their specific
remote/rural circumstances. Options appraisals should be developed as part of the
PCIP process and submitted to the National GMS Oversight Group for review.

Written plans only go so far in providing intelligence nationally on service redesign. A
Primary Care Improvement Leads group has been convened to share best practice
on implementation of MoU services as well as feed into Oversight Group
discussions. The Scottish Government is also committed to holding informal
meetings with 31 HSCPs and Health Boards where appropriate by the end of 2021
to gain understanding of on the ground issues and listen to what further support can
be provided to accelerate implementation locally.

Oversight Group

The National GMS Oversight Group will continue to oversee implementation of this
MoU and the commitments in the national Contract and will be reinvigorated to allow
it to fulfil its originally envisaged role of providing proactive intervention and support
where necessary to implement the contractual arrangements outlined in this MoU
within the agreed timescales. A key function will be to assess the extent to which
additional resources and workforce are required to deliver the MoU services. As we
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enter a new administration, the Oversight Group’s Terms of Reference will need to
be refreshed to ensure it complements and links with future primary care reform
programmes and governance structures.

The individual responsibilities of the parties to the MoU established in the previous
MoU continue to form the basis by which each party will contribute to the ongoing
work of contract implementation.

Enablers

The MoU parties recognise that progressing work on key enablers is fundamental to
delivering this MoU — workforce, data requirements, digital and premises.

Workforce

MoU implementation relies on having access to an available workforce. Partners
recognise the current constraints that a finite workforce has on planning for service
transfer and that the pandemic will likely have a significant impact on the
development of workforce.

Workforce planning and pipeline projections, building on the primary care
improvement plan trackers, are required to support the delivery of the MoU. A ‘task
and finish’ group will be established involving all 4 partners (Integration Authorities
represented by Chief Officers, Scottish Government, BMA and NHS Boards) to direct
and oversee this work. The Group will be a sub-group of the National GMS Oversight
Group and its recommendations will be used to inform the next iteration of the National
Health and Social Care Integrated Workforce Plan.

Data-Driven Delivery

The pandemic has further highlighted the need for consistent, good quality data on
which can be made available to the practice, the cluster, the Integration Authority
and collated nationally to support sustainability, planning and the evolution of the
extended multidisciplinary team. It is also important as a means to developing more
robust interface working. The MoU parties place particular focus on the following
areas:

Workforce — the GP Practice Workforce Survey will be run on an annual basis by
NSS. Alongside the primary care improvement trackers, this will give us a
comprehensive overview of GP workforce capacity. All parties to the MoU support
this activity.

Activity — PHS has been carrying out a temporary weekly survey of activity of GP
practices. The MoU parties are committed to developing long-term solutions for the
extraction of activity data from general practice.

Quality — It was agreed as part of the Contract Offer that GP practices would engage
in quality improvement planning through clusters. This should be supported by a
national quality dataset. An initial version of this dataset will be agreed in Summer
2021. This will aid local service planning, and future MDT development.

8
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Premises

It is acknowledged that with an increase in MDT working that premises will need to be
able to support new ways of working that support more care/services being provided
closer to home. Consideration should be given to remote, blended as well as co-
location in considering implementation of MDT Services.

We remain committed to supporting the agreed National Code of Practice for GP
premises and a shift to a new model in which GPs no longer will be expected to provide
their own premises. Assistance to GPs who own their premises is being provided
through the GP Premises Sustainability Fund.

Digital

Developing systems that facilitate the seamless working of extended Board-employed
multidisciplinary teams linked to GP Practices is fundamental to the delivery of this
MoU.

As part of this, NHS Boards have commissioned a procurement competition to provide
the next generation of GP clinical IT systems for GPs in Scotland. This commitment

is ongoing with the first product becoming available in Autumn 2021. All signatories
recognise the need to progress the rollout of these clinical systems at pace.

Signatories
Signed on behalf of the Scottish General Practitioners Committee, BMA

t

—

Name: Andrew Buist, Chair, Scottish General Practitioners Committee, BMA
Date: 30 July 2021

Signed on behalf of Health and Social Care Partnerships

)
\_/M C‘L/‘ﬂ/[ % ;/ =

Name: Judith Proctor, Chair, Health and Social Care Scotland
Date: 30 July 2021

Signed on behalf of NHS Boards

2. T

Name: Ralph Roberts, Chair, Chief Executives, NHS Scotland
Date: 30 July 2021

Page 171



Signed on behalf of Scottish Government

T M Ao (1 -

Name: Tim McDonnell, Director of Primary Care, Scottish Government
Date: 30 July 2021
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Appendix A - Leadership Team
Appendices Objectives Progress Quarter 1

1. Purposeof the Report
1.1. The purpose of this report is to provide an update to the Risk, Audit and
Performance Committee (RAPC) on progress on the delivery of the 2021/22

Aberdeen City Health and Social Care Partnership (ACHSCP) Leadership
Team Objectives.

1.2. RAPC on 22 June 2021 agreed that progress reports would be submitted to
the September 2021, December 2021 and March 2022 meetings.

2. Recommendations
2.1. I isrecommended that RAPC:

a) Notes the progress update in relation to the delivery of the ACHSCP
Leadership Team Objectives.

b) Notes that further progress reports will be submitted to the 21
December 2021 and 1 March 2022 meetings of RAPC.
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3. Summary of Key Information

3.1. Atthe meeting of RAPC on 22 June 2021, report HSCP.21.072 outlined the
proposed plans for delivering and monitoring the 2021/22 Leadership Team
Objectives which included organising the objectives into projects and
programmes; allocating support; creating Huddles to oversee delivery;
identifying key performance measures; and developing a Performance
Dashboard.

3.2. The programmes and projects have all be clarified, leads have been
allocated and they have been split between the three Huddles. The
Transformation Team has recently been merged with the Strategy and
Performance Team and the Capital and Assets Team. The organisational
change process, which has taken some months, is now complete and
although recruitment to vacant posts is now underway there is currently a
37% vacancy rate in the merged team. The project and programmes that
support the Leadership Team Objectives have been prioritised as the team
has been unable to support all of them at this time. Whilst support and
delivery of our objectives will accelerate when the posts are filled there is
nonetheless a risk to overall delivery which will be closely monitored over the
coming months.

3.3. Appendix A contains a visualisation of the progress made to date on our
development of a Performance Dashboard. We continue to develop and
review performance measures for all projects whether underway or planned.

3.4. We have detailed our measurable performance indicators against each
objective, however some of these indicators will develop as we progress our
projects/programmes. The Surge and Flow Dashboard has enabled our day-
to-day management of flow in and out of Hospital to Community, and has
created greater collaboration between ACHSCP, the Acute sector and
commissioned social care providers. Plans are in place with Health
Intelligence to help analyse the data within the dashboard identifying patterns
and trends since its creation at the beginning of the year. We will include
these findings in the report to the December RAP meeting.

3.5. Staff Health and Wellbeing continues to be at the forefront of the Leadership
Teams Objectives. There was concern over the impact Covid 19 related
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absences could have on service delivery and this initiated development of a
daily staffing situation report (sitrep) which detailed vacancies, annual leave
and absences of all types per service. This has proved to be an invaluable
monitoring tool to identify potential problem areas enabling pre-emptive
action to be taken which ensures our services continue to be safe. This tool
confirmed our understanding that the most disruptive impact on service
delivery is the number of staff absent due to psychological issues such as
anxiety and stress.

3.6. We are developing our data and performance dashboard alongside the
refresh of the Strategic Plan performance framework. The resultant
framework will consist of key performance measures which demonstrate
delivery of the Strategic Plan.

4. Implications for RAP

4.1. Equalities, Fairer Scotland Duty and Health Inequalities - The Leadership
Team Objectives were agreed as part of the Medium-Term Financial
Framework (HSCP.21.025, Integration Joint Board 23 March 2021) for which
a full equalities and human rights impact assessment was undertaken. The
assessment, on the whole, was positive in relation to the impact on equality
and diversity within Aberdeen, however any equality impacts on individual
project work will be kept under review.

4.2. Financial — Delivering the Leadership Team Objectives within existing
budgets is key to ensuring financial sustainability of the ACHSCP.

4.3. Workforce — The Leadership Team Objectives are to be delivered using
existing resources although as noted in paragraph 3.2 above that the
recruitment process is underway to bring the Strategy and Transformation
team to full capacity.

4.4. Legal - There are no direct legal implications arising from the
recommendations in this report.

45. Carers — There are no implications for Unpaid Carers arising directly from
the recommendations in this report.
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4.6. Covid-19 — Delivery of the Leadership Team Objectives will be undertaken
with cognisance to the relevant guidance in relation to Covid-19. Most work
continues to be carried out remotely and where it is necessary to get groups
of staff together this is done in an environment where they can remain safely
distant, wearing face masks, with good ventilation and access to hand
washing or sanitising.

47. Other - none

5. Links to Aberdeen City Health & Social Care Partnership Strategic Plan

5.1. The Leadership Team Objectives contribute to the delivery of the Strategic
Plan as follows:

Staff Health and Wellbeing — supports the enabler of Empowered Staff.
Reshaping our relationship with our communities — supports both the
Prevention aim - promoting positive health and wellbeing, and the Resilience
aim - promoting and supporting self-management and independent living for
individuals.

Reshaping our commissioning approach — supports our enabler of
Principled Commissioning.

Whole system and connected remobilisation — support delivery of the
Personalisation aim ensuring right care, right place, right time.

Living and responding to Covid —focuses on resilience in our communities
particularly those communities that have been worse affected by Covid. It
contributes to the Prevention aim - addressing the factors that cause
inequality in outcomes in and across our communities.

6. Management of Risk

6.1. Identified risks(s) -

There is a risk, if the Leadership Team Objectives are not delivered as
expected that, not only will delivery of the Strategic Aims, Commitments and
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Priorities of ACHSCP be negatively impacted, but will negatively impact on
delivery of the Medium-Term Financial Framework.

6.2. Link to risks on strategic or operational risk register:

This report links to Risks 2, 5 and 7 on the Strategic Risk Register.

2. There is a risk of financial failure, that demand outstrips budget and
Integrated Joint Board cannot deliver on priorities, statutory work, and project
an overspend.

5. There is a risk that the UB, and the services that it directs and has
operational oversight of, fail to meet both performance standards/outcomes
as set by regulatory bodies and those locally determined performance
standards as set by the board itself. This may result in harm or risk of harm
to people.

7. Failure to deliver transformation at a pace or scale required by the
demographic and financial pressures in the system.

6.3. How might the content of this report impact or mitigate these risks:

This report sets out the arrangements to ensure delivery of the Leadership
Team Objectives which will be monitored in an open and transparent way
with the opportunity for scrutiny by the RAP Committee who will be able to
hold the Leadership Team to account.

pprovals I

f Sandra Macleod
' (Chief Officer)

Alex Stephen
(Chief Finance Officer)
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" Aberdeen City Health & Social Care Partnership

Leadership Team Objectives

Progress to date — Quarter 1 2020/2021



08T abed

Leadership Team Objectives

1. Staff Health & Wellbeing

Staff Health and Wellbeing will be a
priority and we will ensure a
collaborative, compassionate and
supportive approach to recovery. Sta

will be given time, space and resources to
recover from the pandemic and prepare

2. Reshaping

our commissioning

approach

Commissioned services will be
reviewed across ACHSCP to
ensure that the model of delivery
ff is in-line with our strategic

for recovery and planning of next steps

4, Reshaping our relationship with
communities

We will focus on an integrated approach to
the way we think about physical, mental and
social health, supporting individuals to
manage and improve their health and
wellbeing and building resilient networks to
ensure that there is joint planning and co-
ordination of critical elements that impact
health e.g. education, food, housing and
transportation.

We will embed our Operational teams who
are aligned to locality areas and complete
work to align those using the opportunity to
redesign structure models to bring service
delivery in line with available resource.

commissioning plan and strategic
aims of the 1JB.

5. Living and responding to COVID

Community resilience will be key and
together with our partners we will be
focused on supporting the recovery of those
communities most impacted by COVID and
making wider communities more resilient
and better placed to cope as we learn to
rebuild and renew our health services, our
communities, education and economy.

Improved sustainability of commissioned
services across Aberdeen City to reduce
impact on secondary and primary care and
deliver better outcomes for people

Consider the impact of long Covid on our
health and social care system

3. Whole system and
connected remobilisation

Remobilisation will be undertaken through a
planned and measured approach to create
stability and resilience across our health and
care services and enable us to meet
population needs and maximise the learning
and changes we have implemented during
the global pandemic response. We will
undertake a redesign of 2c practices to
deliver a sustainable service based on patient
profile, population needs assessment and
available resource will be completed. If
redesign is not achievable within resource,
then a merge of practices to match resources
will be undertaken. We will continue to
review our Primary Care
delivery, modernising and improving
outcomes where possible.



TQT obed

Leadership Team
Objectives/

LOIP Stretch

The table
opposite lists
the
performance
indicators
identified for
the Leadership
Team Objectives
and how these
have been
allocated across
the Huddles

Huddle Leadership Team Objectives/ Huddle Indicators OHF Huddle Indicators |Outcomes
Right Way Absence Rates v
Right Way % Annual Leave Taken v
Right Way Uptake of support v
Right Way iMatter Results v
Right Way Staff Turnover v
Right Way Vacancy Factor v’
Right Way Agency costs v
Right Way Locum Costs v
Right Way Overtime Costs v
Right Way Use of Near Me/eConsult v’
Right Way Compliance with Care Home Reporting v’
Right Way Care Home Occupancy v
Right Way Covid Cases in Care Homes v’
Right Way Care Home Residents Dying in Hospital v
Right Care Training Uptake v’
Right Care No. of GP Call Outs to Care Homes v
Right Care No. Items Prescribed in Care Homes v’
Right Care Medication Errors in Care Homes v
Right Care LSS Projects Delivered v
Right Place Numbers WFH v in Office v
Right Place Travel costs v
Right Place Services Remobilised v
Right Place Space Usage v
Right Place Tenders Awarded v
Right Place MNo. GP Practices v
Right Place GP Stability Rating v
Right Place 4 hour Target Compliance v’
Right Place Unplanned Admissions v’
v’

Right Place

Delayed Discharges




Huddles

Huddles are now in place and underway. Some
projects have been prioritised over others but
will progress as capacity becomes available.

Right Way — All projects are already

underway. |JB Workshop planned on digitisation
and Leadership Team Development Session early
October will focus on “What is Locality
Working?”

Rght Care — Workforce/ Staff Wellbeing is a main
%cus. See later slides for details on Q1 absence
fates and reasons and some of the plans and
ogress to help mitigate absences and support
staff. Immunisation Blueprint agreed at Aug 1JB,
Covid Vaccinations ongoing.

Right Place — Currently reviewing return to office-
based working. Engagement on MHLD
Residential Commissioning has taken place - 4
workshops with current providers to coproduce a
Market Position Statement for the future needs
of the services.

Right Way

Staff Wellbeing
Support for Staff
Working Conditions
Embed Locality Working
Redesign of ASW
Digital

Digitisation

Pathways and Redesign
Care Home Reporting

Care Home Support

Capacity/Occupancy in Care Homes
Review Referral Pathways

Rehab Pathway

2C Redesign

Data & Evaluation
Dashboard Production

Measure Progress

Right Care

Workforce

Workforce Plan

Training and Education
General Practice

Agree GP Input to Care Homes
NHS Triage Model for GPs
Quality Improvement
Identify LSS Projects

Quality in Care Homes
Reduce Medication Errors
Interface Group

Models of Care for Long Covid
Reduce Health Debt
Immunisations

Immunisation Blueprint

Covid Vaccinations

Right Place

Recover from Covid

Review Models of Work
Reduction in Travel Costs
Rationalise Space Usage
Reduction in Headcount
Support Remobilisation
Commissioning

Review NCHC

MHLD Commissioning

C@H Oversight within Localities
Review Grant Funded Orgs

Stay Well Stay Connected
Market Position Statement
Primary Care

Refresh Primary Care Improvement Plan

Deliver Community Treatment &
Assessment Centres

Urgent Care
Embed Frailty Pathway
Redesign of Urgent Care



m Programmes/ Projects included

€gT abed

Right Way
Right Way
Right Care
Right Way

Right Way

Objective — Staff Health and Wellbeing

Staff Health and Wellbeing will be a priority and we will ensure a collaborative, compassionate and supportive approach to recovery. Staff will be given time, space and resources to recover from the
pandemic and prepare for recovery and planning of next steps.

ACC Services Absence

Rates
Staff Wellbeing

Care Home Support

Workforce
Increase of 204 days

lost due to sickness in
quarter 1 compared
to previous year.

Recover from Covid19

Stay Well, Stay Connected

Measurable performance indicators for this

Objective

* Absence rates and cause.

* Agency/Bank costs and hours

* Locum costs and hours.*

* Overtime costs and Time in Lieu hours. *

* Proportion of Annual Leave taken throughout

the year.

» Staff Survey results, 360-degree feedback,

and Staff Turnover rate *
* Training compliance rates *
* Psychological support uptake rates *

* Data still being sourced/ verified for these

indicators.

38.29% of ACHSCP
ACC Services
absences have been
due to Psychological
Reasons for the
month of June

NHS Services Absence
Rates

Increase to 3.94%
absence rate.
(Awaiting
comparative data)

22.21% of ACHSCP
NHS Services
absences have been
due to Psychological
Reasons for the
month of June

Staff Survey iMatters Report 20/21

This is due to be produced in the next few weeks.
ACHSCP Staff Return rate is currently at 52%.
Results will be included in December Report.

Top Absence Reasons

Psychological issues, such as Stress and Anxiety is
highest reason with musculoskeletal then Gastro-
intestinal issues next. Covid19 Absences are not
included within these figures.

Health and Safety Committee — Deep Dive

Health and Safety Committee will be conducting
a deep dive into staff absences and sickness
reasons, report can be shared/ included in
December paper.



Objectives — Staff Health and Wellbeing

Staff Health and Wellbeing will be a priority and we will ensure a collaborative, compassionate and supportive approach to recovery. Staff will be given time, space and resources to recover from the
pandemic and prepare for recovery and planning of next steps.

Aberdeen H&SCP - Sickness Absence Rate - NHSG Services

Sickness Absences — ACHCSP — ACC Services

4.30%

4.08% ik Number of Working Days Lost due to Staff Absence (Total Days)
4.10%
3.90%
3.94%
3.88%
3.70%
3.54%
;?3-50% 3.58%
(@)
(D3.30%
= Apr-21 May-21 Jun-21
oo
D
Aberdeen H&SCP === NHS Hrampian
SICKNESS_CATEGORY June 2021 :
Absence Reason Aberdeen H&SCP Absence Rate NHSG Absence Rate . The LeaderShlp Team have been
Psychological 38.29% i i i
p—— Va2l  dun2l  Apr2l  May21  wma1 o0 — monitoring Sickness Absence, Vacancy
PR — T 2%  Rates and Covid Related absences over
depression/other psychi Musculoskeletal 11.42% the paSt 3 months on a dally basis.
atric illnesses 15.09% 20.62% 22.22% 20.25% 22.14% 20.94%  Other 7.61% SiCkneSS and Absence reasons remain

the level of staff off with psychological
% Issues such as stress and anxiety.

(]

H i Malignancy
Gastro-intestinal gnancy

problems 4.92% 7.20% 6.72% 5.85%

Other musculoskeletal Gynaecological 4.35% .. . . .
problems 12.76%  7.20% 10.52%  8.64%  9.23%  Respiratory 3,573 similar across our services, while Covid
Hospitalisation 2.29% related absences have been disruptive
Back problems 5.39% 6.62% 5.53% 6.66% 5.88%  id-19 Related 0.44% . . . .
soyice 18 Belec el to service delivery, the bigger concern is
Injury, fracture 6.64% 2.78% 6.34% 5.13% 7.18% Viral 0.17%

D
D

Unauthorised Absence



Reshaping our Commissioning Approach

Commissioned services will be reviewed across ACHSCP to ensure that the model of delivery is in-line with our strategic commissioning plan and strategic aims of the |JB.

Programmes/ Projects
included

Right Care Home Reporting

Way Care Home Support
Care Home Occupancy/
Capacity Review of Referral
Pathways

Right Commissioning

E@ce

&easurable performance indicators for

fRis Objective

l;o Older people’s residential bed

U1 availability and usage

*  MH residential bed availability and
usage

* LD residential bed availability and
usage

* C@H capacity and usage

*  Day Opportunities available and
used.*

*  Planned Respite available and used.*

*  Number of Carers Supported *

*  Carerand Service User
satisfaction rates *

* Data still being sourced/ verified for
these indicators.

ACH&SCP Surge & Flow Overview i

% OCCUPANCY WARD 102, ARI

ROSEWELL (NHS BEDS)

Admissions Discharges Average Availadie 5
Occupied Cyrrent Refer,, Admissions
Déotandn LengthofSta.  Beds - >t

103 2

wovec)
1
o 1 - @

s (Yesterday)

5 2

Discharges  Available
Pravrad)

Reds

Standard Complex

WOODEND REHAB

os Averagelongth  Available
of Stay (o Beds

39.8 2

Over 14 Days

CARE SEARCHES (in place)

Awaiting Hospital  Requiring End
Discharge

256 (2547) 56 17 24

Urgent

UNMET NEEDS

Chonts (Weekly Hrs)

138 (1108)

\ &

GRANITE CARE CONSORTIUM

INTERIM BEDS

Open Bed Capacity

MHLD Residential Commissioning

* The Strategic Review of MH/LD Residential Services began in July 2021 and
over a series of 4 collaborative workshops with around 40 attendees at each

30

Occupied Beds

22
®-

meeting from an audience of providers, 3" Sector and independent

interfaces. We are now working towards a draft codesigned Market Position
Statement which outlines the main challenges, relevant demand and activity
data, and actions over the short, medium and longer term which is focused
on enablement, connections to the community and independent living.

We are able to review the occupancy levels,
delayed discharge, level of unmet need and
our interim bed situation through our Surge
and Flow Dashboard, this has enabled
ACHSCP Staff, Granite Care Consortium,
Bon Accord Care and other providers to work
collaboratively throughout the pandemic
period and is also now informing how we
prepare for Winter pressure.

The use of the TURAS online reporting
platform has enabled our providers to keep
us informed of occupancy, staffing

and vacancy rates and escalate issues as
necessary.

Strategic Commissioning Programme
Board

* The SCPB has now been
established with representation
from ACHSCP commissioners,
ACCCPSS and third and
independent sector interfaces. It is
meeting on a monthly basis to
ensure effective and forward
strategic planning of
commissioning activity



Whole System and Connected Remobilisation

Immunisations
Report approved at August 1IB for the Immunisations Blueprint/ plan for the next 3 years across Aberdeen with the
establishment of new model of working that is an integral part of the Vaccination Transformation Programme.

m Programmes/ Projects included Currently existing vaccination uptake data is available on a city and practice level on a quarterly basis, around 6 months

following each quarter (Reports for quarter 1 will be available for December report). It has been identified that in order

Right Care Immunisations _ to continue to make improvements and be confident that these improvements are having a positive impact on
Pathways and Redesign our vaccination uptake levels, frequent, quality data is required at a community/ locality level.

Right Way Digitisation _ During COVID19, public health data on uptake is now available to the service at a community level on a daily basis to
Data and Evaluation support the vaccination programme to identify areas that require further promotion and support. Work is ongoing with

NHS Health Intelligence to ensure this information is available for all vaccination programmes.

R;f?ht Place Primary Care
(@]

Neasurable Performance Indicators for this

%iective. :

> Data and Evaluation Dashboard Performance

«  Number of GP Practices in the City We are developing our data and performance | fremework . Strategic Plan 1 Low

«  Practices Stability Rate (% Green) * dashboard alongside the refresh of the Strategic Measures 2. NHS Plan for the Future

Strategic Plan performance framework. Our
Leadership Team

* % Services Remobilised *

* Immunisation Figures and increases in uptake e
operational teams’ performance data will
inform our Strategic Plan. We are creating a
dashboard that will have our

operational measures and show how they

feed into each Leadership Team Objective, . Rightmace :
. Right Way Huddle Huddle Right Care Huddle
and subsequently into Obijectives " Objectives

. e Objectives
overall strategic measures within the

Strategic Plan. =
Operational Teams and Programmes - Performance Data




Reshaping our relationships with our Communities

We will focus on an integrated approach to the way we think about physical, mental and social health, supporting individuals to manage and improve their health and wellbeing
and building resilient networks to ensure that there is joint planning and co-ordination of critical elements that impact health e.g. education, food, housing and transportation. We
will embed our Operational teams who are aligned to locality areas and complete work to align those using the opportunity to redesign structure models to bring service delivery in

line with available resource.

Programmes/ Projects
included

Right Pathways and Redesign
Way Redesign of Adult Social
Work

Right Quality Improvement
Care
U

ht Recover from Covid19
%ce Commissioning
= Stay Well Stay Connected
210 Primary Care

Urgent Care

Measurable Indicators for this
Objective

* Headcount v establishment

*  Travel costs*

*  Space usage *

*  Redesign of social work in line
with locality working and
system working across MHLD
and Adults.

* Data still being sourced/ verified

for these indicators.

Stay Well, Stay Connected

Evaluation is progressing well.

A framework has been
drafted and work is
progressing to develop

measures and baselines for

each of the 4 workstreams

using a logic model approach.

Day Care — currently reviewing budgets to
understand resource to support this
workstream. 40 people are currently
attending Kingswood Court and 18 receiving
1:1 care as an alternative with waiting lists of
4 and 5 people respectively. This is an equal /
favourable position to the situation pre covid

Dementia Workstream
- Workshop with staff
and community
members looking at
dementia friendly
activities has taken
place. Looked at
activities pre/during
and post covid (what
worked well, what can
we adapt) and now
have a few activities
that we will be
concentrating on. A
thematic review of
responses from staff,
carers and clients is in
draft format and will be
shared.

Physical Activity- Step
out September update:
Website now live and
week of walks have been
created. People are
encouraged to make a
pledge for themselves or
their organisation to take
part. Alternative
Activities resource has
also been created and is
available on the website.
Evaluation methods
being developed for this
initial pilot of Step Out
September: Website: htt
ps://www.sportaberdeen
.co.uk/step-out-

september

Digital - Working with Ability Net and Silver City
Surfers (third sector digital support providers)
Promotion of services and increase in capacity of
volunteers across Aberdeen. Using connecting
Scotland as a way to measure a baseline for the
city.

Respite — We have 1 nursing care and up to 8
residential care (flexible use which includes
respite) beds for bookable respite. This is working
well and bookings are being made months in
advance so far. There is an evaluation process in
place to gain feedback from clients and their
carers. Emergency Respite is currently being spot
purchased were possible due to a lack of market
uptake. Anecdotal feedback is that demand is not
being met due to lack of provider uptake. Group
agreed to review this in September and meets this
week. Data capture data is a priority to
understand demand/occupancy.

Adult Social Work
Redesign

A proposed locality
structure for adult social
work has been shared
with staff through a
webinar and teams. A
social work organisational
change group has been
established, they will be
tasked to oversee change
process, develop and
implement the action plan
and timeline, staff
engagement and
consultation plan. Q&A
sessions will be held in the
near future to get
feedback from all staff.


https://www.sportaberdeen.co.uk/step-out-september

Living and Responding to Covid19
m Aberdeen City HSCP Delayed Discharges - Awaiting care package (25D)

Right Way Pathways and Redesign 45 °00
35 400

2 25 300
Right Care Quality Improvement 2

DleA‘AAAAAAAAA A A izz

LN\ == = W N A e |
Right Way Primary Care > Jan Feb Mar Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar Apr May Jun 0
Urgent Care 2019 2020 2021
Measurable Indicators for this Objective Delay Episodes 4 Cenus Delays Bed days Lost
&
& Ynplanned Admissions/ reasons/ areas of city/ From Jan 21 to May 21 Grampian Ave Rest of Scotland
M GP practice
—ALE attendances A&E Attendances +58.1% +59.9%
toDelayed Dlsph_arg_es ) Emergency Admissions +16% +17.1%
* No of prescribing items in care homes*
* Medication errors in care homes * Delayed Discharges (Bed Days) -2% +0.6%
* No. of care home residents dying
in hospital.**
* No. of GP call outs to care homes. ** . o o
With a cross over to the data we are overviewing within the Surge and Flow Dashboard,
*indicators that will be available with progression we are also monitoring how we are progressing against the rest of Scotland, we are
of eMar Project. below the Scottish average across A&E attendances, Emergency Admissions and
Delayed Discharges. This has fluctuated in the same pattern to when we have been in

** Data still being sourced/ verified for these lockdown/restrictions. However, our percentage rate has not exceeded pre Covid rates.

indicators.
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Briefing re Young People Monitoring
Report 2019-20, Mental Welfare

Report Title T
P Commission

Report Number HSCP.21.108

Jane Fletcher, Lead for Mental Health
and Learning Disability Inpatient
Lead Officer Services, Specialist Services and
CAMHS

Alex Pirrie, Service Manager, Child &
Adolescent Mental Health Services
(CAMHS)

alex.pirrie@nhs.scot

Report Author Details

Consultation Checklist Completed Yes

Appendix A - Young People Monitoring
Report 2019-20, Mental Welfare
Appendices Commission

Appendix B — National CAMHS Service
Specification

1. Purposeof the Report

1.1. The purpose of this report is to provide the Risk, Audit and Performance
Committee (RAPC) with a brief overview of the Young People Monitoring
Report 2019-20, highlight any implications for our services and provide
assurance regarding our progress in relation to the recommendations made
by the Mental Welfare Commission.

1.2. It is important to note that, of the mainland Child and Adolescent Mental
Health Services (CAMHS) inthe North of Scotland, Grampian had the lowest
admission rate for children and young people to non-specialist wards, with a
total of 4 young people admitted to a non-specialist setting for the care and
treatment of their mental health in 2019-20.

o 3-'55
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2. Recommendations
2.1. I isrecommended that RAPC:

a) Note the recommendations made by the Mental Welfare
Commission in the Young People’s Monitoring Report 2019-20
(Appendix A) and the IJB’s progress in relation to these.

b) Agree to receive at the 1 March 2022 RAPC a further paper from the
Service Manager (CAMHS) following the publication of the 2020-21
report that provides an overview, highlights any implications for our
services and provides assurance regarding our progress in relation
to any new recommendations made.

3. Summary of Key Information

3.1. Since the implementation of the Mental Health (Care & Treatment) (Scotland)
Act 2003 (the ‘Act’) health boards in Scotland have a legal duty to provide
appropriate services and accommodation for young people who are under
the age of 18 years and who are admitted to hospitals for treatment of their
mental illness. The Mental Welfare Commission (MWC) monitors the use of
this legislation in relation to young people to ensure that their rights are
respected, to identify and highlight any deficiencies in care, and, more
recently, to monitor and record the provision of age appropriate services
under the Act.

3.2. Under article 24 of the United Nations Convention for the Rights of the Child
(UNCRC), children have a right to the highest attainable standards of health
within available resources and have a right to access health services for their
care and treatment. In a significant majority of instances where a young
person needs inpatient care and treatment for the mental illness, this is
provided in a regional or national specialist child and adolescent inpatient
unit. Specialist adolescent units and wards are designed to meet the needs
of young people with mental iliness. These units and wards differ from adult
mental health wards and adult Intensive Psychiatric Care Units (IPCU) in staff
training and the ward environment and a young person’s needs may not be
fully met in an adult mental health ward or IPCU.

%5 NHS
LIl =~
ABERDEEN Grampian
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3.3.

3.4.

3.5.

3.6.

Aberdeen City Health & Social Care Partnership

RISK, AUDIT AND PERFORMANCE COMMITTEE

The MWC publishes a report annually showing the trend of admissions of
young people to non-specialist wards. Between 1 April 2019 and 31 March
2020 there were 103 admissions for children and young people to non-
specialist wards. This equates to 30.6% of overall admissions of children
and young people under the age of 18 for care and treatment of their mental
health in Scotland to non-specialist wards — primarily adult mental health
wards and adult IPCUs.

Reasons for young people being admitted to adult wards include a shortage
of specialist beds and a lack of provision for:

e Highly specialised care for young people with learning disabilities

e Young people who have offended due to mental health difficulties and
require forensic care

e Young people who require intensive psychiatric care provided in
specialised beds

e Young people who are in distress and need a safe space during a crisis
but are unable to return to the home environment or due to a breakdown
in their care placement

In comparison to the national figure of 103 admissions (30.6% of overall
admissions) of children and young people under the aged of 18 to non-
specialist wards for care and treatment of their mental health, Grampian’s
figure was significantly low, with a total of 4 admissions to non-specialist
wards in 2019-2020.

Of the mainland CAMHS in the North of Scotland, Grampian has the lowest
admission rate for children and young people to non-specialist wards. There
are several reasons for this:

e We continue to focus on the expansion of community CAMHS to provide
intensive treatment at home and in the community as an alternative to
hospital admission wherever possible. This is supported by our highly
skilled and dedicated Tier 4 clinicians, including the Tier 4 Network
Liaison Nurse for Grampian.

e Grampian CAMHS provides a service for children and young people up
to the age of 18 years, regardless of whether or not they are in education,
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3.7.

3.8.

3.9.
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which has a positive impact on the number of admissions for 16-18 year
olds to non-specialist wards. Some CAMH services in Scotland will only
provide a service to young people age 16-18 years ifthey are in education
— other young people in this age bracket who are not in education are
managed by adult services for their mental iliness and are more likely to
be admitted to a non-specialist ward.

Grampian CAMHS is part of the Tier 4 North of Scotland Obligate Network.
The Network works on the principle of “as local as possible and as specialist
as necessary’ where admission of young people to a non-specialist setting
only occurs where it is deemed to be necessary.

All young people admitted to non-specialist beds in Grampian receive input
from a CAMHS Responsible Medical Officer and other clinical members of
the CAMHS multi-disciplinary team, and we work to ensure that their
admission is as short as possible.

The MWC makes three recommendations in the Young People Monitoring
Report 2019-20, attached at Appendix A:

Recommendation 1: The Commission recommends that work to explore the
accessibility and provision of intensive psychiatric care facilities (IPCU) for
the under 18s in Scotland is sufficiently prioritised, resourced and supported
by Scottish Government to ensure that its work can be brought to completion
within an appropriate timescale and result in meaningful change nationally
for young people having access to IPCU facilities that are age appropriate.

Recommendation 2: Health Board Managers with a duty to fund and provide
advocacy services for individuals with mental health difficulties in their area
should review the availability of dedicated advocacy support for children and
young people with mental health difficulties locally and ensure the resourcing
and provision of any dedicated specialist advocacy service is sufficient to be
able to meet the needs of young people with mental health problems and to
support and protect their rights.

Recommendation 3: Hospital managers should ensure that whenever a
child or young person is admitted to a non-specialist ward that consideration
and exploration of their educational needs and their right to education should
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be a standard part of care planning for the young person during their hospital
admission.

3.10. The progress of Grampian CAMHS regarding these recommendations is
monitored and evaluated in relation to our implementation of the National
CAMHS Service Specification (attached at Appendix B). Sections 1-7 of this
Service Specification detail the minimum standards to be delivered by all
CAMHS in Scotland. A summary of CAMHS Grampian progress in relation
to the three recommendations inthe Young People Monitoring Report 2019-
20 is as follows:

Recommendation 1: Links to Standards 1, 3 and 7 of the National CAMHS
Service Specification — (1) High Quality Care and Support that is Right for
Me; (3) High Quality Interventions and Treatment that are Right for Me; (7) |
Have Confidence in the Staff who Support Me. Grampian CAMHS has
actively contributed to the scoping review of intensive psychiatric inpatient
care provision for young people in Scotland. The Scottish government
recently published the report which can be accessed via the following link -
Scoping review of intensive psychiatric inpatient care provision for young
people in Scotland: report - gov.scot (Www.gov.scot)

Recommendation 2: Links to Standard 4 of the National CAMHS Service
Specification — My Rights Are Acknowledged, Respected and Delivered.
Advocacy Services in Grampian are commissioned via the Local Authority
and/or Health and Social Care Partnership. Grampian CAMHS will routinely
audit whether young people admitted to non-specialist wards are offered
advocacy going forward and will work collaboratively to ensure provision of
and access to dedicated advocacy support.

Recommendation 3: Links to Standard 3 of the National CAMHS Service
Specification (see above) and in particular 3.2 —take account of children and
young people’s education needs and, with informed consent, work with
school and education authority staff to contribute to the child or young
person’s educational support. Going forward, Grampian CAMHS will monitor
whether consideration of and exploration of children and young people’s
educational needs and their right to education are a standard part of care
planning during their hospital admission and will work collaboratively with
education providers.
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3.11. The MWC intends to publish the 2020-21 report by 21 October 2021 and will
then ask Chief Officers to respond to the recommendations from both reports
over the following six months.

4. Implications for IIJB

4.1. Equalities, Fairer Scotland and Health Inequality - There are no direct
implications in relation to Equalities, Fairer Scotland or Health Inequality
arising from the recommendations in this report.

4.2. Financial - There are no direct financial implications arising from the
recommendations in this report.

4.3. Workforce - There are no direct workforce implications arising from the
recommendations in this report.

4.4. Legal-There are no directlegal implications arising for the recommendations
of this report.

45. Other - There are no other direct implications arising from the
recommendations in this report.

5. Links to ACHSCP Strategic Plan

5.1. This report ensures that our service delivers within all the headings of the
Strategic Plan — Prevention, Resilience, Personalisation, Connections and
Communities.

6. Management of Risk

6.1. Identified risks(s)
Risk 3 — outcomes are not delivered and non-performance is not identified

Risk 5 —risk of harm to people

Risk 6 —risk of reputational damage to the IJB and its partner organisations
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6.2.

6.3.
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Link to risks on strategic or operational risk register:

Risk 3 - There is a risk that the outcomes expected from hosted services
are not delivered and that the IJB does not identify non-performance
through its systems. This risk relates to services that Aberdeen IJB hosts
on behalf of Moray and Aberdeenshire, and those hosted by those JBs and
delivered on behalf of Aberdeen City.

Risk 5 - There is a risk that the 1JB, and the services that it directs and has
operational oversight of, fail to meet both performance standards/outcomes
as set by regulatory bodies and those locally-determined performance
standards as set by the board itself. This may result in harm or risk of harm
to people.

Risk 6 - There is a risk of reputational damage to the IJB and its partner
organisations resulting from complexity of function, delegation and delivery
of services across Health and Social Care.

How might the content of this report impact or mitigate these risks:

Our review of the annual report by the Mental Welfare Commission and
reporting to RAPC on our position against any findings ensures we meet
our requirements within the Mental Health (Care & Treatment) (Scotland)
Act 2003 and we consider the risk to be low against all three risks noted
above.

pprovals I

Brnaa Maclooe Sandra Macleod
Lo gae( (Chief Officer)

\IL { { Alex Stephen
™ g . . ,
/ KJAIC/ (Chief Finance Officer)
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Our mission and purpose

Our
Mission

Our
Purpose

Our
Priorities

Our
Activity

To be a leading and independent voice in promoting
a society where people with mental illness, learning
disabilities, dementia and related conditions are
treated fairly, have their rights respected, and have
appropriate support to live the life of their choice.

We protect and promote the human rights of
people with mental iliness, learning disabilities,
dementia and related conditions.

To achieve our mission and purpose over the next three
years we have identified four strategic priorities.

* To challenge and to promote change

» Focus on the most vulnerable

» Increase our impact (in the work that we do)
» Improve our efficiency and effectiveness

* Influencing and empowering
* Visiting individuals

» Monitoring the law

» Investigations and casework
« Information and advice
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What we do

We protect and promote the human rights of people with mental health problems, learning
disabilities, dementia and related conditions.

We do this by:

Checking if individual care and treatment is lawful and in line with good practice.
Empowering individuals and their carers through advice, guidance and information.
Promoting best practice in applying mental health and incapacity law.

Influencing legislation, policy and service development.

Executive Summary

Under article 24 of the United Nations Convention for the Rights of the Child (UNCRC), children
have a right to the highest attainable standards of health within available resources and, have
aright to access health services for their care and treatment.

In its concluding observations to the fifth and latest periodic report from the UK' in 2016, the
Committee on the Rights of the Child expressed concerns regarding the treatment of children
(in Scotland and England) in hospitals far away from home, with inadequate provision of child-
specific attention, support and placement in adult facilities. The CRC recommended that the
prohibition of placement of children with mental health needs, in adult psychiatric wards,
should be expedited while ensuring age appropriate mental health services and facilities were
provided to children and young people.

The Mental Health (Care and Treatment) (Scotland) Act 2003 places a legal obligation on
health boards to provide appropriate services and accommodation for young people admitted
to hospital for treatment of their mental ill health.

In 2019-20, the number of young people under the age of 18 admitted to non-specialist
hospital wards — primarily adult wards - for treatment of their mental health difficulties in
Scotland was 103 admissions involving 88 young people. This is a slight fall from the 2018-
19 figures which were 118 admissions involving 101 young people and appears to reflect a
downward trend in admissions since 2013.

In a significant majority of instances where a young person needs inpatient care, this is
provided within the regional or national specialist child and adolescent inpatient units.
According to Public Health Scotland data, between1 April 2019 and 315t March 2020 30.6 %
of overall admissions of children and young people under the age of 18 for care and treatment
of their mental health were to non-specialist wards?.

T Para 60c and 61c.
http://docstore.ohchr.org/SelfServices/FilesHandler.ashx?enc=6QkG1d%2FPPRICAghKb7yhskHO|6VpDS%2F

%2FJqg2Jxb9gncnUyUgbnuttBweOlylfyYPkBbwffitW2JurgBRuMMxZanGgerUdpijxij3uZ0bjQBOLNTNvQ9fUIEO

VAS5LtWOGL
2 PHS (2021) Quality Indicator Profile for Mental Health
https://beta.isdscotland.org/find-publications-and-data/conditions-and-diseases/mental-health/mental-

health-quality-indicator-profile/
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10.

11.

12.

13.

14.

Reasons for young people being admitted to adult wards include a shortage of specialist beds,
and a lack of provision for:
a. Highly specialised care for young people with learning disability,
b. Young people who have offended due to mental health difficulties and require forensic
care; and
c. Young people who require intensive psychiatric care provided in specialised units.

In some instances it may be appropriate for a child or a young person to be admitted to a non-
specialist setting if available alternatives would not be in their best interests. However the
United Nations Convention of the Rights of the Child indicates the necessity of ensuring
special safeguards for children and young people due to their stage of development.

The majority of admissions of young people to non-specialist wards continue to be short in
length, however 41% remain on those wards (mostly adult) for over a week.

A positive finding is the specialist medical staff either supporting or available to support these
admissions remains high — 57% of the doctors in charge of care or Responsible Medical
Officers (RMO) were child specialists and in a further 28% of admissions a CAMHS consultant
was available to give support, if needed.

Of all the young people admitted to non-specialist wards, 22% were care experience and
looked after and accommodated by a local authority.

Access to specialist advocacy remains limited. We were disappointed to note that while 70%
of young people had access to advocacy, only 20% had access to advocacy that specialised
in the particular needs and rights of young people.

We are aware that CAMHS clinicians continue to provide support to young people in non-
specialist inpatient wards, but over recent years the proportion of young people being able to
access non-medical specialist CAMHS input whilst an in-patient on a non-specialist ward has
not improved.

Action 20 of the Mental Health Strategy is a commitment to scoping the level of highly
specialist mental health inpatient services for young people and act on the findings. The
Commission notes the progress towards developing inpatient facilities for children and young
people who require specialist forensic care and for those young people who have a learning
disability.

The Commission is encouraged that, following a recommendation last year, work has begun
once again to explore the needs of young people who require CAMHS specialised intensive
psychiatric care unit (IPCU) support in Scotland. This has been a recommendation of ours for
a number of years in annual monitoring reports, and we continue to emphasise the importance
of this work and the need for it to be prioritised and brought to a conclusion. However we
remain concerned that young people’s access to intensive psychiatric care unit (IPCU)
facilities have not been given similar prominence to Learning Disability and Forensic provision
for the under 18s. We are aware of the complexity of this task and that previous initiatives to
explore this question have been unsuccessful. We continue to emphasise the importance of
addressing the need for IPCU facilities nationally for young people. It is important that any
work looking at access to IPCU facilities is sufficiently supported by Scottish Government to
be able to come to a conclusion that will have meaningful change for young people across
Scotland in the delivery of intensive psychiatric services and accommodation.
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Recommendations

Recommendation 1:

The Commission recommends that work to explore the accessibility and provision of intensive
psychiatric care facilities (IPCU) for the under 18s in Scotland is sufficiently prioritised, resourced
and supported by Scottish Government to ensure that its work can be brought to completion within
an appropriate timescale and result in meaningful change nationally for young people having access
to IPCU facilities that are age appropriate.

Recommendation 2:

Health Board Managers with a duty to fund and provide advocacy services for individuals with
mental health difficulties in their area should review the availability of dedicated advocacy support
for children and young people with mental health difficulties locally and ensure the resourcing and
provision of any dedicated specialist advocacy service is sufficient to be able to meet the needs of
young people with mental health problems and to support and protect their rights.

Recommendation 3:

Hospital managers should ensure that whenever a child or young person is admitted to a non-
specialist ward that consideration and exploration of their educational needs and their right to
education should be a standard part of care planning for the young person during their hospital
admission.
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Cases

The following composite cases illustrate the problems this report seeks to highlight. These are not
real cases but are based on the information that Commission is aware of through our work.

JD is a 15 year old young person who is a secondary school student, and lives with their family. JD
developed an episode of psychosis and required admission to a regional CAMHS inpatient unit
located over fifty miles away from his home. Whilst there, as part of their illness, JD became paranoid
about the staff and other young patients. This led to episodes of aggression, and the clinical team
felt JD’s care needs required more intensive psychiatric care. There are no IPCU facilities for young
people in Scotland and the adult IPCU nearest to the regional CAMHS inpatient unit suggested JD
would be better placed in the IPCU nearest to his home. However, JD’s home IPCU said that they
could not accept a 15 year old and advised them to speak to other IPCUs elsewhere. This lack of
clarity was difficult for the young person, the family and JD’s clinical team. JD remained on the
adolescent unit whilst unwell but this had significant impact on JD and the other young people in the
CAMHS unit. The lack of a specialised IPCU facility for young people and the lack of a clear protocol
for how to progress the request for more support was unhelpful.

SKis a 16 year old person who enjoys dancing and painting. She has diagnoses of autism and mood
disorder. She developed an episode of mania and required an admission to a regional young people’s
inpatient unit. She was very distressed and hit out on several occasions at her support workers. This
led to an admission to the local adult IPCU to ensure the level of care and support she needed.
However this was on a ward with very unwell adults and adults involved in the criminal justice system
and she was vulnerable. This required her to have staff placed with her constantly and she perceived
this as intrusive and restrictive although she understood it was for her safety. The clinical team
informed the Mental Welfare Commission of the admission of this young person to a non-specialist
ward and the MWC collected information about her stay on the ward and access to CAMHS clinicians,
education and age appropriate recreation. Despite the efforts of the CAMHS team, local adult mental
health services, the admission was difficult for SK and her friends and family who were concerned
about the environment in which she was placed.
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Introduction

The United Convention on the Rights of the Child (UNCRC) is an international human rights treaty that
comprehensively outlines a range of rights that are applicable to all children (a child is an individual
who is younger than 18 years old in UNCRC). In 1991 the UK government ratified UNCRC and made a
commitment to take steps to ensure that the rights described in UNCRC should apply to all children
in the UK. The body responsible for monitoring compliance of states with UNCRC is the Committee
of the Rights of the Child (CRC) which reviews and responds to the periodic submission of a report
by the UK government which details the progress made in implementing UNCRC within the UK and
describes areas of concerns and makes recommendations to the UK government or devolved
administrations (where relevant mandates such as for example health in Scotland fall under their
jurisdiction). On the 1st September 2020 the UNCRC (Incorporation) (Scotland) (Bill) was introduced
to the Scottish Parliament and was passed unanimously on 16th March 2021. The Bill's main purpose
is to bring UNCRC into Scots law with the aim for it to be passed before the end of the current
parliamentary term.

The importance of children’s mental health and access to appropriate mental health services is
reflected in a number of UNCRC rights and these in turn have shaped existing mental health
legislation:

Article 6 describes the right to life and maximum survival and development of any child and is one of
the core principles of UNCRC.

Article 19 describes the rights of children to be protected from all forms of violence including mental
or physical violence and also requires measures to be taken to help protect children from suicide and
self-injury.

Article 24 describes the rights for children to attain the highest standard of health including mental
and emotional health within available resources and includes the children’s rights to access health
services for treatment and rehabilitation of health. Article 24 also requires that states “strive to ensure
that no child is deprived of his or her right to access health care services”.

Article 37 requires that children deprived of their liberty are treated “in a manner that takes account
of the needs of the person of his or her age” and goes to state that “every child deprived of their liberty
shall be separated from adults unless it is considered in the child’s best interests not to do so.”

In addition to these health related rights children have a number of other rights which may be feature
during admission to hospital. These include:

Article 12 which describes the rights of children who are capable of forming their view to be able to
express them in all matters that affect them with due weight given to their views depending on their
age and maturity. Advocacy is a right that all individuals with mental iliness and related conditions
have a right to under the Mental Health Act and access to specialist children’s advocacy is an
important mechanism by which children’s rights can be protected.

Article 28 describes the right to equal access to education for children. Specialist child and
adolescent units have access to educational facilities as a standard feature of inpatient provision.
Article 31 describes a child’s right to recreational facilities, leisure and play and to take part in cultural
activities.
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In its concluding observations to the fifth and latest report periodic report from the UK® in 2016 the
Committee on the Rights of the Child outlined concerns regarding the treatment of children (in
Scotland and England) in hospitals far away from home, with inadequate provision of child-specific
attention and support and placement within adult facilities. The CRC recommended that the
prohibition of placement of children with mental health needs within adult psychiatric wards should
be expedited while ensuring the provision of age appropriate mental health services and facilities to
children and young people.

Since the implementation of the Mental Health (Care & Treatment) (Scotland) Act 2003 (the ‘Act’) in
2005 health boards in Scotland have had a legal duty to provide appropriate services and
accommodation for young people who are under the age of 18 years and who are admitted to
hospitals for treatment of their mental disorder (or mental iliness, as we refer to it in this report).

The Code of Practice to the Act states “whenever possible it would be best practise to admit a child
to a unit specialising in child and adolescent psychiatry “and that young people should be admitted
to a non-specialist ward only in “exceptional circumstances”*.

The Commission believes that admitting a young person to an adult ward should only be acceptable
in rare situations. This would depend upon the individual needs and circumstances of the young
person e.g. their maturity, the nature of mental health difficulties and the care they require and the
distance to the regional unit and what is in their best interests. When an admission to a non-specialist
ward does become unavoidable then every effort should be made to provide for the young person’s
needs as fully as possible.

Specialist adolescent units and wards designed to treat the needs of adults with mental iliness differ
in staff training and the ward environment and a young person’s needs might not be fully met on an
adult ward.

Since the inception of the Act, the Commission has monitored the admissions of young people to
adult wards to ensure that their rights are respected, to identify and highlight any deficiencies in care,
and to monitor and record the provision of age appropriate services under the Act. We publish our
findings annually.

The most common non-specialist wards to which young people are admitted are adult mental health
wards and adult intensive psychiatric care units (IPCUs). °

8 Para 60c and 61c.
http://docstore.ohchr.org/SelfServices/FilesHandler.ashx?enc=6QkG1d%2FPPRICAghKb7yhskHOj6VpDS%2F
%2FJgg2Jxb9gncnUyUgbnuttBweOlylfyYPkBbwffitW2JurgBRUMMxZgnGgerUdpjxij3uZ0bjQBOLNTNvQ9fUIEO
VASLIWOGL

4 Code of Practise Volume 1, chapter 1 paragraph 50.
https://www?2.gov.scot/Publications/2005/08/29100428/04302

5 Adult IPCU facilities are specialised psychiatry wards designed to provide a care setting for adults when they
are very unwell and present with high levels of risk either to themselves or others.
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https://www2.gov.scot/Publications/2005/08/29100428/04302

Numbers of admissions can vary across the country. We have been told that approaches to try and
reduce admission rates have included investing in and increasing the capacity of the specialist
adolescent inpatient estate and promoting the development of CAMHS intensive services in the
community to provide alternatives to admission and help reduce length of stay within adolescent
units.

Although this goal has not been achieved completely across Scotland, in 2015-2016 and 2016-2017
we did see numbers of young people admitted to non-specialist wards fall substantially and
admission figures have remained lower from that point. We welcome this development. Enquiries at
the time suggested that the role of CAMHS community intensive treatment services has been a key
contributory factor along with approaches to help co-ordinate and streamline admission and
discharge procedures of the specialist inpatient units. Additionally the stability of staffing within the
inpatient units and the expansion of capacity to deliver evidence based and intensive treatment in
Tier [l CAMHS within the community and thereby avoid the need for admission were also key.

The Scottish Government’s current approach to mental health is outlined in In the Mental Health
Strategy 2017-2027 which outlines a number of actions to further develop services across Scotland.
Some of these actions are specific to Child and Adolescent Mental Health Services (CAMHS) with the
aim of promoting and protecting children’s and young people’s mental health and wellbeing and
improve their access to timely, evidenced based intervention and support®.

As part of Action 19 of the Strategy the CAMHS Lead Clinician’s Group was commissioned to develop
a nationally agreed best practice guideline to ensure a clear protocol and standards for those
occasions when a young person is admitted to a non- specialist ward. The Commission made a
significant contribution to this activity which was published in June 2020 and our young person'’s
monitoring data collection reflects a key number of these standards. ’

Action 20 of the Mental Health Strategy 2017-2027 states plans to: “Scope the required level of highly
specialised mental health inpatient services for young people and act on its findings.” The services
referred to in this action are those that would meet the needs of young people who also have learning
disability or autism or who due to the nature of their illness may have committed offences that require
care to be delivered in specialist child and adolescent psychiatric forensic care.

Currently Scotland does not have these inpatient facilities and the Commission has highlighted the
continued lack of provision in these areas previously.

NHS Ayrshire and Arran has been chosen as the site for the building of a National Secure CAMHS
Inpatient Facility (National Secure Adolescent Inpatient Service (NSAIS)) and encouragingly progress
on the project has continued so that building work is anticipated to start in 2021 with an expectation
that admissions should begin in 2022. This proposed development would meet the needs of those
young people who require specialised forensic psychiatric care. The Commission has been involved

6 Mental Health Strategy 2017-2027 published March 2017 http://www.gov.scot/Publications/2017/03/1750
7 www.gov.scot/publications/best-practice-guideline-admission-adult-mental-health-wards-under-18s-mental-
health-problems-adaptation-scotland/pages/2/
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in supporting appropriate contingency planning for the unit to ensure that this respects and upholds
young people’s rights.

NHS Lothian has been chosen as the location for the development of a four-bedded unit for young
people between the ages of 12 and 18 with a learning disability and facilities for the under 12s with a
learning disability are to be developed within the National Child Inpatient Unit in Glasgow. Work on
this project is continuing but is at a less advanced stage than the forensic unit NSAIS. The
Commission has been involved in the planning of this unit to ensure that CAMHS management
remains involved in the unit activity rather than the unit being managed under adult learning disability
services.

In recent years the Commission has been highlighting the lack of IPCU provision for young people in
Scotland and the impact that this has on young people and their families. The need for IPCU facilities
is quite different from the forensic needs that NSAIS is designed for. Last year we again made
recommendations about IPCU provision for young people in Scotland. Historically work has taken
place by different parties and at different times to explore ways in which the needs of young people
for IPCU care may be addressed in Scotland. Unfortunately these previous attempts have never been
able to come to a conclusion and no solution has been found as to how best meet the needs of young
people for IPCU in an age appropriate manner in a way that is practical, sustainable and accessible
for the whole of Scotland.

Since our recommendations last year we are pleased to hear that that work has started to explore the
need for IPCU provision for young people in Scotland. Young people’s views are to be collected as
part of this project and, although work to bring about changes in the ability of young people to access
IPCU facilities nationally remains in the early stages we very much welcome this development.

Recommendation 1: The Commission recommends that work to explore the accessibility and
provision of intensive psychiatric care facilities (IPCU) for the under 18s in Scotland is sufficiently
prioritised, resourced and supported by Scottish Government to ensure that its work can be brought
to completion within an appropriate timescale and result in meaningful change nationally for young
people having access to IPCU facilities that are age appropriate.
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Specialist Child and Adolescent Inpatient Services in Scotland

In Scotland, there are three NHS regional adolescent in-patient units for young people aged between
12-18. These units are:

Skye House is a 24 bedded specialist adolescent unit based in Stobhill Hospital, Glasgow. that
receives admissions of young people from NHS Dumfries and Galloway, NHS Ayrshire and Arran, NHS
Greater Glasgow and Clyde, NHS Lanarkshire and NHS Forth Valley (West of Scotland region).

The Young People’s Unit in Edinburgh is a 12 bedded unit in the Royal Edinburgh Hospital campus
and receives admissions of young people from NHS Lothian, NHS Borders and NHS Fife (East of
Scotland region).

Dudhope House in Dundee is a purpose-built 12 bedded unit that receives admissions of young people
from NHS Highland, NHS Grampian, NHS Tayside, NHS Shetland and NHS Orkney (North of Scotland
region).

In addition to these regional units for adolescents the National Child Inpatient Unit based in Glasgow
receives admissions of children under the age of 12 years with mental health difficulties from across

Scotland ( 6 beds).

In February 2019 the 10 bedded non-NHS Huntercombe Hospital in West Lothian which admitted
patients between the ages of 12 and 18 closed.
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The Young Person’s Monitoring Process

The Commission collects information through notifications from health boards about the admissions
of young people under the age of 18 years when they are admitted to wards for mental health care
that are_not in any of the units mentioned above. Information from mental health act forms also feed
into this routine collection process and Commission staff are alerted to the admissions of young
people to a non-specialist ward.

The Commission does not collect information on those admissions that are less than 24 hours in
duration, are solely related to drug or alcohol intoxication or are solely for the medical treatment of
self-harm.

Once we have been notified about an admission we send out a questionnaire to the consultant in
charge of the young person’s care (or RMO) to find out further information about the admission.

In order to improve accuracy of our data collection in addition to the above routine process, every
three months medical records staff from each Health Board area are required to submit details of any
young person under the age of 18 who have been admitted to non-specialist wards in their Health
Board area and who meet our criteria. Commission staff then cross reference this information with
the admissions we have been notified about and chase ones that are missing from routine notification
processes.

13
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Young people (under 18) admitted to non-specialist facilities, by
year 2010-2020

Table 1: Young people (under 18) admitted to non-specialist facilities, by year 2010-20

2010- | 2011- | 2012- | 2013- | 2014- | 2015- | 2016- | 2017- | 2018- | 2019-
2011 2012 2013 2014 2015 2016 2017 2018 2019 2020

No. of
admissions
to non-
specialist
inpatient
settings

151 141 177 202 207 135 71 103 118 103

No. of young

people 128 115 148 179 175 118 66 90 101 88
involved

No. of
admissions
where further

. ) 135 120 147 180 184 129 61 89 100
information 89
was provided
to MWC*

No. of young

people 115 96 126 163 156 115 59 76 86 77
involved

*admissions where completed monitoring form returned to MWCS

Figure 1: Young people (under 18) admitted to non-specialist facilities, by year 2010-19

250
== No. of admissions to non-
200 specialist inpatient settings
150 == No. of young people involved
100
No. of admissions where further
information was provided to
50 MWC*

== No. of young people involved

In 2019-2020 we were notified of 103 admissions to non-specialist wards which involved 88 young
people. We received further information on 89 of these 103 admissions.
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This is a slight decrease from last year when the figures had increased to 118 admissions involving
101 young people.

The lowest numbers were collected in 2016-2017 (71 admissions involving 66 young people).

This year's figures, however, remain an improvement on 2013-14 and 2014-2015 figures when
admissions above 200 were recorded each year and also an improvement from figures before 2013
when admission numbers were higher than present levels. We welcome this development and are
keen that ongoing review of the specialist adolescent inpatient estate in Scotland together with
services that provide an alternative to admission remains ongoing to enable admissions of children
and young people to non-specialist wards to be reduced further. This will be particularly important if
specifications for CAMHS services in Health Boards which look after young people who are age 16
and 17 only if they are in full time education are altered which would likely increase demand for
specialist adolescent inpatient provision.

Public Health Scotland (PHS) also collect information on admission to non-specialist wards using
SMRO04 (the name of a form) data completed by medical records staff at the time of discharge. We
are keen to work with PHS colleagues to explore PHS and Commission data collection and review the
processes to optimise the collection and reporting of children and young people to non-specialist
admissions and intend to undertake a project with PHS in the near future to further our knowledge in
this regard.
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Young people admitted to non-specialist facilities by NHS board, by year 2012-2020

Table 2: Young people admitted to non-specialist facilities within an NHS board, by year 2012-2020

2012 - 2013 2013 - 2014 2014 - 2015 2015 - 2016 2016 - 2017 2017 - 2018 2018 - 2019 2019 - 2020
Health Board ) Young ) Young ) Young ) Young ) Young ) Young ) Young ) Young
Ac_jm|s People Ac_jm|s People Ac_jm|s People At_imls People Admls People Agjmls People Agimls People Ac_im|s People
sions Involved sions Involved sions Involved sions Involved sions Involved sions Involved sions Involved sions Involved
Ayrshire & Arran 8 8 17 15 26 21 21 17 9 8 <5 <5 9 9 6 5
Borders 6 5 <5 <5 13 6 7 7 <5 <5 6 <5 5 <5 7 5
Dumfries & Galloway 13 10 13 9 6 6 5 5 <5 <5 <5 <5 6 <5 5 5
Island Boards*++x 0 0 0 0 <5 <5 <5 <5 <5 <5 0 0 <5 <5 <5 <5
Fife <5 <5 6 5 7 <5 5 5 6 6 <5 <5 8 6 8 6
Forth Valley 21 19 26 25 16 15 11 9 5 5 8 8 7 7 7 6
Grampian 31 22 20 17 27 23 15 12 <5 <5 17 14 6 5 <5 <5
Greater Glasgow & Clyde 30 24 37 34 36 30 17 16 7 7 16 14 26 23% 20 18
Highland 6 6 21 19 12 1 9 8 <5 <5 5 <5 7 7 7 <5
Lanarkshire 48 40 | wexxq3 | wern3g 37 34 27 24 25 22 22 19 27 21* 22 18
Lothian <5 <5 8 7 8 8 <5 <5 <5 <5 | <Bxx <5k <5 <5 8 8
Orkney 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0
State <5 <5 0 0 0 0 0 0 0 0 0 0 0 0 0 0
Tayside 9 9 10 9 19 17 12 1 <5 <5 14 12 12 10 n 10
Independent (Ayr Clinic)** 0 0 0 0 0 0 0 0 <5 0 0 0 0 0 0 0
Scotland 177 148 202 179 207 176 135 118 71 66 103 90 118 101 103 88

* GGC total =23 as 1 YP also admitted to Lanarkshire. Some of these figures (<3) relate to young people looked after by Esteem. **We were informed that one admission to NHS Lothian was an out of
area admission from NHS Greater Glasgow and Clyde (2017/2018).*** Ayr Clinic shown as independent rather than included in NHS Ayrshire and Arran figures. This admission followed a preceding
admission to a non-specialist ward in Scotland. It is therefore not included in the individual data due to the young person being counted already elsewhere.**** We were informed that one admission to
NHS Lanarkshire was an out of area admission from NHS Greater Glasgow and Clyde (2013/14).***** |sland Boards comprise Eilean Siar ( Western Isles) , Shetland and Orkney. The figures have been
pooled in line with good practise relating to the publication of small numbers.
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Figure 2: Graph showing Annual number of admissions within each Health Board area
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The Mental Health Act places a clear legal duty on health boards in relation to the provision of child
inpatient care and the Act has a clear principle that the child’s welfare should be most important in
framing service response The Commission’s view is that when a young person requires in-patient
treatment, their individual clinical needs should be given paramount importance.

When comparing admissions to non-specialist facilities by NHS board area, the Commission is
looking to see whether there have been significant changes in the number of admissions within a
specific area compared with the previous year.

There continues to be differences in the configuration of CAMHS across the country with varying
eligibility criteria for young people for CAMHS versus Adult Mental Health services depending on their
age and educational status. Some CAMHS provide mental health services for children and young
people under the age of 16 years and only for young people between the ages of 16 and 18 years who
are in full time education. Others provide mental health services for children and young people up to
the age of 18 years. Importantly this difference in service configuration can affect the numbers of
young people admitted to non-specialist wards. In the Commission’s 2015-6 report an additional
monitoring exercise® showed that young people aged between 16 and 18 who were not in full time
education and were looked after ordinarily by general adult mental health teams in certain health
boards were unlikely to access a specialist adolescent bed when admitted to hospital due to
perceived continuity and consistency issues for the local adult psychiatric team. Recently published
Scottish Government CAMHS specifications suggest that all CAMH services in Scotland should
provide services for all children and young people up to the age of 18.°

Figures in Table 2 compare admissions to non-specialist in-patient mental health beds for young
people up to the age of 18 years within an NHS board area from 2011-12 to 2019-20. This year,
admission numbers for each NHS board areas in Scotland are mainly either similar to last year’s
figures or show some slight falls (Greater Glasgow and Clyde, Lanarkshire). Lothian figures showed
a slight increase. We maintain the view that a single year’s figures are difficult to interpret and several
years of data collection is required in order to be able to make conclusions about trends with any
confidence.

There does, however, appear to be a moderate but definite reduction in overall admission numbers
from previous levels across the country since 2013 although there are regional differences in annual
admissions figures and the number of admissions continue to affect the care and treatment of a
sizeable number of children and young people.

8Young Person Monitoring 2015-2016. October 2016.
http://www.mwcscot.org.uk/media/343729/young_person_monitoring_report_2015-16.pdf

9 National Service Specifications for CAMHS February 2020 https://www.gov.scot/publications/child-
adolescent-mental-health-services-camhs-nhs-scotland-national-service-specification/

18

Page 214


http://www.mwcscot.org.uk/media/343729/young_person_monitoring_report_2015-16.pdf
https://www.gov.scot/publications/child-adolescent-mental-health-services-camhs-nhs-scotland-national-service-specification/
https://www.gov.scot/publications/child-adolescent-mental-health-services-camhs-nhs-scotland-national-service-specification/

Length of stay in non-specialist wards, by year 2015 to 2020

We have been aware, from our monitoring activity and from our visits to young people that lengths of
stay in non-specialist environments can vary considerably and a small but significant minority of
young people are looked after for long periods of time on wards which are not designed for their
needs.

The length of stay is the amount of time that a young person remained in a non-specialist ward during
an admission.

We believe that length of stay together with standards of care provided while a young person is looked
after in a non-specialist environment are important quality issues to keep in mind alongside the overall
numbers of young people admitted to non-specialist wards nationally.

Table 3: Length of stay in non-specialist wards, by year 2016-2019

Lengthof | 2015/ o 2016/ | 2017/ o 2018/ [ 2019/ | ,,,
Stay* 2016 ° 2017 . 2018 ? 2019 ° 2020 ?
1-3 days 36 27% 25 35% 29 27% 35 30% 36 | 35%
4-7 days 28 21% 17 24% 23 22% 37 31% 25 | 24%
8-14 days 28 21% 8 1% 20 19% 13 11% 19 | 18%
1-2 weeks

15-21 days 13 10% 4 6% 10 9% 12 10% 9 9%
2-3 weeks

2228days |, 8% 7 10% 3 3% 6 5% 0 0%
3-4 weeks

29-35days | 5% 3 4% 2 2% 5 4% 5 | 1%
4 weeks+

36 days

or more 12 9% 7 10% 19 18% 10 8% 13 13%
5 weeks +

Total 135 | 100% | 71 100% | 106 | 100% | 118 | 100% | 103 | 100%
Mean

(doy%) 15 19 23 16 21

*The Commission collects data on admissions that are 24 hours and above. Totals are based on the total
number of admissions for that year. ** Based on 103 admissions

The majority of admissions continue to be short in length (35% are between 1 and 3 days). However,
sizable numbers of young people remain inpatients in a non-specialist environment for longer periods
(41% last over 7 days, 23% last over two weeks and 13% lasted over 5 weeks).

When we looked into the admissions which were over five weeks in length many involved young
people for whom there was no national provision of inpatient beds for their age group and/or mental
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health needs. This often relates to young people who have learning disability and does again this year
(see page 30/31). All 13 of the young people who were admitted to a non —specialist ward for over
five weeks were either 16 or 17 years old. Five needed an IPCU admission as part of their hospital
stay at some point and three were care experienced young people.

In longer admissions of young people to non-specialist wards, it is very important that the young
person has access to a range of CAMHS specialist care relevant to their needs and provided by
differing professional groups as appropriate.

While a small majority of admissions are less than one week in length, this still represents a

considerable amount of time for young people in a non-specialist environment, many of whom have
never been in hospital before.
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Specialist health care provision for young people in non-specialist
care, 2019/20

The Commission requests information as to whether specialist child and adolescent mental health
support is available to a young person admitted to a non-specialist ward, to ensure that appropriate
care and treatment is being provided to the young person, and that relevant guidance and support is
available for staff in non-specialist units who will have less experience of providing treatment and
support to young people.

Access to specialist child and adolescent services following admissions of a young person to an adult
ward continues to vary across the country.

Table 4: Specialist health care for admissions of young people in non-specialist care, 2019/20

- . - Age Age %0
Specialist medical provision 0-15 16-17 All %
RMO at admission was a child and adolescent specialist 10 41 51 57%
CAMHS consultant available to give support other than as 6 19 25 28%
RMO
Nursing staff with experience of working with young people o

. . , 15 27 42 47%
were available to work directly with the young person
Nursing staff with experience of working with young people o
! : . 16 52 68 76%
were available to provide advice to ward staff
The young person had access to other age appropriate 9 08 37 429%
therapeutic input
None of the above 1 9 10 11%
Total admissions* 19 70 89 100%

* Total=89, all admissions where further information was provided; percentages may sum to more than 100% as more
than one type of specialist medical provision might be provided at any one admission.

Once again in 2019-2020 there has been no substantial improvement in the percentages of young
people receiving specialist care input from CAMHS staff during their admission to a non-specialist
unit and the figures have now remained at a similar level over several years.

In some circumstances where an admission might be of very short duration, the provision of direct
specialist clinical contact might not be as important in terms of provision of care as stays of longer

duration.

However, even in short admissions the task of liaison, communication and co-ordination of care
around discharge and discharge planning is crucial for young people presenting in crisis.

In 2019-2020 the consultant in charge of a young person’s care (or RMO) was a child and adolescent
specialist in 51 out of 89 admissions (57%). This compares with 57% in 2018-2019, 41% in 2017-2018,
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54% in 2016-2017,49% in 2015-2016, 54% of admissions in 2014-2015, 50% in 2013-2014 and 52% in
2012-2013.

In 2019-2020 there were a further 25 admissions (28%) where a CAMHS consultant was available for
advice for the admissions although was not the actual consultant in charge of care.

Figure 4a: RMO as Child Specialist
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Data is based on the further information provided to the Commission (89 admissions) and reported on
annually.

Once again in a large proportion of admissions there was no direct input from nurses experienced in
working with children and adolescents.

In 2019-2020 42 out of 89 admissions (47%) experienced direct nursing care from child and
adolescent experienced nurses.

This compares with 56% in 2018-2019, 54% in 2017-2018, 39% in 2016-2017, 46% in 2015-2016, 48%
in 2014-2015, 56% in 2013-14 and 58% in 2012-2013. The percentage of admissions where there have
been nurses available with relevant CAMHS experience to provide advice to ward staff also remains
similar to previous years 68 admissions (76%). This compares with 80 out of 100 admissions (80%)
in2018-2019 85% in 2017-2018,84% in 2016-2017,78% in 2015-2016,85% in 2014-2015, 80% in 2013-
2014, and 76% in 2012-2013. This data reports the number of admissions when nurses with CAMHS
experience were available for advice if needed but not whether that advice was ever sought.
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Figure 4b: Direct Specialist Nursing Care provided
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Data is based on the further information provided to the Commission (89 admissions) and reported on annually.

In 2019-2020 37 out of 89 admissions (42%) were able to access additional age appropriate
therapeutic input.

This compares with 46% in 2018-2019, 41% in 2017-2018, 49% in 2016-2017, 38% in 2015-2016, 59%
in 2014-2015, 51% in 2013-2014 and 88% in 2012-2013.

When looking at the information provided to the Commission in relation to the admissions of young
people to non-specialist wards it is often not clear what factors influence whether a young person
receives input from CAMHS whilst an inpatient.

For those health boards where adult mental health services provide services for some 16-17 year
olds, such young people would not necessarily be expected to receive input from CAMHS while in
hospital. Of the 10 admissions in which the young person received no input at all from clinicians
specifically trained and experienced in child and adolescent mental health all but one admissions
occurred in a health board whose CAMHS service does not included everyone under the age of 18
years.

Where admissions are very short or over a weekend, for example, specialist input may not be provided.

These factors do not explain many findings, however. This year, as in previous years, the provision of
specialist care is inconsistent across non-specialist admissions.
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Concerningly in the 10 admissions which received no specialist input from child and adolescent
clinicians during their hospital stay, 50% related to admissions lasting longer than one week and 20%
lasted longer than 5 weeks. 2 of these 10 admissions also required IPCU admission at some point
during their hospital stay.

Of the 13 admissions involving young people that lasted longer than 36 days, a high percentage ten
(77%) had either a consultant in charge of their care who was a child specialist or a CAMHS consultant
available for advice if needed. Only six of these 13 admissions had direct CAMHS nursing provision
provided to the admission (46%) and only 7 (54%) had other age appropriate therapeutic intervention
provided.

Of the 89 admissions that we obtained additional information about, 36 neither received direct
specialist nursing support or specialist therapeutic input (40%) during their stay. Of these 36
admissions, 14 lasted between 1-3 days (39%), 10 lasted between 4-7days (28%), five lasted between
8-14days (14%), two lasted between 15-21 days ( 6%) and five lasted longer than 36 days (14%).

It is not clear if capacity issues in community CAMHS staff impacts negatively on the availability of
nursing and other clinical staff to support non-specialist admissions of young people.

Figure 4c: Other specialist therapeutic care provided
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Data is based on the further information provided to the Commission (89 admissions) and reported on annually.
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Admissions of care experienced young people and social work
provision for admissions of all young people to non-specialist care,
2019/20

Table 5: Social work provision for admissions of young people to non-specialist care, 2019/20

. - Age Age N

%
Social work provision 0-15 1617 All
Young persqn was looked after and accommodated by the 7 13 20 29%
local authority
No information 1 3 4 4%
Young person had access to social work 16 47 63 71%
No information 3 17 20 4%
Total 19 70 89 100%

*Total=89, based on all admissions where further information was provided to the Commission.

Many young people admitted to a non-specialist facility will have had no prior involvement with social
work services, but our expectation would be that if social work input is felt to be necessary at the time
when an admission is being considered, or after admission, there should be clear local arrangements
to secure that input.

The Commission is particularly concerned about vulnerable groups of individuals and is interested in
the provision of services to care experienced or “looked after” children. A young person is described
as being ‘looked after 'if, under the provisions of the Children (Scotland) Act 1995, they are under the
care of their local authority and either subject to voluntary or statutory measures and looked after at
home, or looked after away from home in foster or kinship care, a residential care home, a residential
school or secure young people unit.

There is evidence that such children generally experience poorer mental health and there is an
established national requirement that NHS boards ensure that the health care needs of care
experienced or ‘looked after’ children are assessed and met, including mental health needs'. The
Guidance on Health Assessments for Looked after Children and Young People' emphasises that

10 Children and young people looked after by the local authority or young people leaving care wish to be known
collectively as care experienced. For this report we retain the use of the term ‘looked after and
accommodated’ to describe a specific group of children and young people who are care experienced and are
accommodated by the local authority.

11 Action 15 Looked After Children and Young people: We can and must do better. January 2007
https://www?2.gov.scot/resource/doc/162790/0044282.pdf

2 The Scottish Government (28 April 2009) CEL16 http://www.sehd.scot.nhs.uk/mels/CEL2009_16.pdf

The Scottish Government (2014) Guidance on Health Assessments for Looked After Children and Young People
in Scotland http://www.gov.scot/Resource/0045/00450743.pdf
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mental health problems for care experienced young people are markedly greater than for their peers
in the community.

In the recent Mental Health Strategy 2017-2027"2 Action 5 addresses particular issues “for young
people on the edges of and in secure care” and seeks to ensure mental health needs are considered
in the pathway of care for these children and young people.

We have been collecting information about young person’s admissions to non-specialist wards and
whether they are ‘looked after and accommodated’ since 2014. We would assume that any ‘looked
after’ young person admitted to a non-specialist facility should have an identified social worker.

Twenty (22%) of the admissions for which we received further information involved young people who
were described as being ‘looked after and accommodated'. This compares with 21% in 2018-2019,
16% in 2017-2018, 13% in 2016-2017, 13% in 2015-2016 and 13% of young people in 2014-2015. Of
the twenty admissions of young people this year, seven were admissions of young people under the
age of 15 or and 13 related to admissions of young people aged 16 to 17 years. In terms of length of
stay, three of the admissions (15%) lasted longer than five weeks, four were longer than two weeks
(20%) and eight (40%) were longer than one week. A similar number of admissions to 2018-2019
involving young people who were “looked after and accommodated “also had an identified learning
disability (three out of twenty admissions 15%).

There were fifteen IPCU admissions of young people in 2019-2020 and five of these involved young
people who were for looked after and accommodated.

A small number of young people who are ‘looked after accommodated by a local authority are
admitted to non-specialist wards at a time of crisis and breakdown of their care placement. At times
there are substantial concerns about the young person’s mental health at this time and these
admissions are entirely appropriate. However, we are aware of other occasions when it appears that
a lack of suitably available and/or suitably adapting care provision appears to be the important factor
behind admission and the young person is admitted as a result of a need of a place of safety rather
than for assessment or treatment of mental health difficulties.

In 2019-2020 63 out of 89 admissions (71%) had access to a social worker. This compares with 71%
in 2018-2019, 64% of the admissions we were given additional information about in 2017-2018, 77%
in 2016-2017, 71% in 2015-2016, 74% in 2014-15, 76% in 2013-2014, and 74% in 2012-2013.

3 Mental Health Strategy. March 2017. http://www.gov.scot/Publications/2017/03/1750
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Figure 5: Admissions involving Care Experienced Young People
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Data is based on the further information provided to the Commission (89 admissions) and reported on
annually
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Supervision of young people admitted to non-specialist care
2019/20

The Commission asks for specific information about the supervision arrangements for young people
admitted on non-specialist facilities to monitor whether the need for increased observation is being
carefully considered.

In previous reports the Commission has reported that young people report feeling lonely and bored
due to intense supervision that might be in place on a ward on which they might be more vulnerable

than they might be if on a ward with peers of a similar developmental age.

Table 6: Supervision of young people admitted to non-specialist care, 2019/2020

. . Age Age o) %k
Supervision arrangements 0-15 16-17 All %
Trapsferred to. an IPCU or locked ward <5 13 15 17%
during the admission*

Accommodated in a single room o
throughout the admission 19 64 83 93%
Nursed under enhanced observation 18 48 66 74%
Constant observation because of ward 11 42 53 60%
policy

porjgtant observation  following an 15 40 55 62%
individual assessment of the young person

Total** 19 70 89 100

*This is taken from information recorded on the forms.
**Total=89, based on all admissions where further information was provided to the Commission; percentages may sum to more than 100%
as more than one of the above arrangements may apply.
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Figure 6: IPCU admissions
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Data is based on the further information provided to the Commission (89 admissions) and reported on annually.

This year fifteen of the 89 admissions (17%) where further information was supplied to the
Commission were cared for in an IPCU or locked ward at some point during their hospital stay. during
admission.

This contrasts with 9% of 100 admissions in 2018-2019, 16% of admissions in 2017-2018, 23% of
admissions in 2016-2017,11 % in 2015-2016, 11% in 2014-2015, 9% of admissions in 2013-2014 and
13% of admissions) in 2012-2013.

In 2019-2020 two young people under the age of 16 were admitted to an IPCU (13% of IPCU
admissions). In previous years the proportion of the young people admitted to an IPCU or locked ward
under the age of 16 has been around 25% of those admitted to an IPCU overall and in 2017-2018 this
figure rose to 36%."*

The lack of specialist adolescent IPCU service provision and the lack of clear pathways around access
to adult IPCU facilities that are equipped to cater to the needs of younger people can add significant
difficulties for the young person, their family and their clinical team when a bed for the young person
within a secure hospital environment is required. Clinicians continue to inform the Commission that
this is particularly difficult for young people under the age of 16 and for female young people in
general requiring IPCU care.

We are also concerned that, because of the lack of any IPCU some young people have to be cared for
with significant restrictions in place in an attempt to manage risk on an open ward; a situation which
may prove to be unsuitable for the young person and the other patients on the ward.

T4 MWCS Young Person’s Monitoring report 2017/2018 www.mwcscot.org.uk/publications
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The figures we report are likely to underrepresent the number of young people whose care needs
indicate the need for IPCU facilities as the lack of IPCU provision means that clinicians have to try to
manage these needs in other ways.

In last year’s report the Commission once again highlighted the importance of the lack of provision
of IPCU facilities for young people under the age of 18 in Scotland and the lack of established and co-
ordinated process and protocols to ensure that young people requiring IPCU facilities have access to
appropriate provision when needed. We welcome the news that work has again begun to look at the
issue of IPCU for young people in Scotland.
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Other care provision for young people, 2019/20

Table 7: Other care provision for young people, 2018/19

22| g | |
Access to age appropriate recreational activities 6 41 47 52%
Appropriate education was provided 2 3 5 6%
Access to advocacy service 9 53 62 70%
Has access to specialist advocacy service 3 15 18 20%
Total* 19 70 89 100%

*Total =89 admission where further information provide to the Commission

As part of our monitoring the Commission asks about access to other provisions to develop a clearer
picture of how NHS boards are fulfilling their duty to provide age-appropriate services to young
people. The importance of access to age-appropriate recreational activities and consideration of
access to education becomes more important as the length of stay in the non-specialist environment
increases.

In 2019-2020 the proportion of admissions where a young person was described as having access to
age-appropriate recreational activity rose slightly to 52% (47 out of 89 admissions). This compares
to 47% in 2018-2019, 49% in 2017-2018, 67% in 2016-2017, 42% in 2015-2016, 60 % in 2014-2015,
62% in 2013-2014 and 55% in 2012-2013.

Figure 7: Access to Age Appropriate Activity

120 80%
70%

100
60%

80
50%
60 40%

4

o

2

o

30%
20%
I 10%
0 0%

2012-13 2013-14 2014-15 2015-16 2016-17 2017-18 2018-19 2019-20

I Number e Percentage

Data is based on the further information provided to the Commission (89 admissions) and reported on annually.
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Every year we ask for information about the activities that young people are able to access while they
were receiving care and treatment as in-patients. Many young people are reported to have access to
electronic games, their phones and to music and DVDs. Some young people are reported to be able
to access gym facilities. In previous reports we have suggested that, even when admitted for a
relatively short space of time, staff looking after the young person should give sufficient attention to
structuring daily activity for young people with clear documentation regarding decisions made
regarding appropriate activities available to a young person (involving the young person’s views) and
how these can be provided'.

Article 12 of UNCRC describes the rights of all children to express their views freely in all matters that
affect them and have their views “given due weight in accordance with their age and maturity. “ A key
way in which this right can be promoted relates to the accessibility and availability of independent
advocacy services for children. In our monitoring process we enquire whether independent advocacy
services are readily available which is a right that anyone with a mental disorder has in being able to
access this service. In the 2015 amendments to the 2003 Mental Health Act, health boards were given
new responsibilities to demonstrate how they are discharging their legal responsibilities in relation to
the provision of advocacy.

In 2019-2020, 70% of young people (52 out of 89 admissions in which further information was
provided to the Commission) had access to advocacy. This compares with 76% of young people in
2018-2019, 67% in 2017-2018, 61% in 2016-2017, 65% in 2015-2016, 72% in 2014-2015, 65% in 2013-
14 and 70% in 2012-2013.

Of the young people who had access to advocacy during the admission, 18 of the 89 admissions
(20%) had access to advocacy which specialised in the particular needs and rights of young people.
This result remains disappointing and compares with 2017-2018 data of 18%, 20% in 2016-2017,17%
in 2015-2016 and 29% in 2014-2015.0ur data does not provide information about whether the young
people accessed advocacy during their admission, only that advocacy services might have been
available should they have wished to have used them.

We expect advocacy support to be available and to be routinely offered to young people. It may be
that during a very brief admission there is no time to involve advocacy to support a young person.
However, the findings from our monitoring project described in 2016 raised concerns about the
accessibility of advocacy supports during young people’s admissions to non-specialist wards. '®

Recommendation 2: Health Board Managers with a duty to fund and provide advocacy services for
individuals with mental health difficulties in their area should review the availability of dedicated
advocacy support for children and young people with mental health difficulties locally and ensure
the resourcing and provision of any dedicated specialist advocacy service is sufficient to be able to
meet the needs of young people with mental health problems and to support and protect their rights.

5 Young Person Monitoring 2015-2016. October 2016.
http://www.mwcscot.org.uk/media/343729/young_person_monitoring_report_2015-16.pdf
16 Young Person Monitoring 2015-2016. October 2016.
http://www.mwcscot.org.uk/media/343729/young_person_monitoring_report_2015-16.pdf
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Article 28 of the UNCRC gives rights to children to access education and this applies whether the
child is in hospital or not. In its general comments in 2007 the CRC stressed that “every child of
compulsory school age has the right to education suited to his/her needs and abilities "'”.As part of
our monitoring activity, we ask for information about whether education has been considered for and
discussed with the young person and, if not, to give reasons why. If education has been considered
for a young person, we ask whether education has been provided.

In 2019-2020 twenty two out of the 89 admissions in which further information was provided to the
Commission were reported to have had a discussion regarding access to education during their
inpatient stay (25%) and five young people had educational materials provided to them during their
admission. These figures are comparable to previous years. The remaining young people were
described as being either too unwell to access education, their admission was too short or the young
person either was no longer in education or had not been in education due to their mental health
difficulties. Of the nineteen admissions during 2018-2019 which involved young people who were
under the age of sixteen and therefore of statutory school age, education was discussed in only six
admissions and in only two was educational material provided.

It may not always be appropriate or relevant to discuss access to education or learning if an
admission is for a very short period of time or during a weekend or school holidays or when the young
person is no longer in education.

However, we are aware from previous reports'® that access to education remains a fragile area of
service provision when a young person has been admitted to a non-specialist facility. Education
authorities have a duty to arrange for the education of young people who cannot attend school
because of prolonged ill-health. We do think it is important that education needs are considered when
a young person is admitted to an adult ward for a sustained period and remain concerned that staff
in adult wards may not know how to access education services should that be appropriate while a
young person is in hospital.

Recommendation 3: Hospital managers should ensure that whenever a child or young
person is admitted to a non-specialist ward that consideration and exploration of their
educational needs and their right to education should be a standard part of care planning
for the young person during their hospital admission.

7 UN Committee of the rights of the child, general comment no 10 ( 2007) Children’s rights in juvenile justice,
para 89.

18 Visits to young people who use mental health services: Report from our visits to1 young people using in-
patient and community mental health services in Scotland 2009 (2010)
http://www.mwcscot.org.uk/media/53171/CAMHS_report_2010.pdf
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Young People with a Learning Disability 2019/20

Table 8: Admissions involving a Young Person with a learning disability

Age 0-15 Age 16-17 All *%
Young person has a learning disability <5 7 9 10%
Total * 19 70 89 100

Total = 89 admissions where further information was provided to the Commission

Figure 8: Admissions involving a Young Person with a learning disability
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Data is based on the further information provided to the Commission (89 admissions) and reported on annually.

The number of admissions to non-specialist settings where additional information was provided and
the young people was described as having a learning disability in 2019-2020 was nine out of 89
admissions (10%). This is similar to previous years in terms of percentages: 8% in 2018-2019, 2017-
2018 and 2016-2017, 5% in 2015-2016; 8% in 2014-2015 and 2013-14 and 10% in 2012-2013.

Of the nine admissions this year only four (44%) were for less than seven days and three for more
than five weeks (33%).

Three of the fifteen admissions to an adult IPCU (20%) in 2019-2020 involved individuals with a

diagnosed learning disability, In 2019-2020 three of the nine admissions of young people with a
learning disability were also looked after and accommodated by their local authority (33%).
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Age and gender 2019/20

We are interested in the age and gender of young people admitted to non-specialist settings to identify
trends that develop over time that might indicate particular unmet needs.

In 2019-2020 there were ten children aged 14 years or younger who were admitted to a non-specialist
environment. Half of these were admitted to a paediatric ward in the local hospital.

In 2019-2020 the proportion of 16 and 17 year old young people admitted to a non-specialist
environment was comparable with previous years (67 out of 88 young people in total, 76%). In 2018-
2019 the proportion of 16 and 17 year old young people admitted was 75%, 72% in 2017-2018, 82% in

2016-2017 and in 2015-2016, 69% in 2014-15, 65% in 2013-14 and 62% in 2012-13.

The higher rates of admissions of young people in the 16-17 year age range reflects current
understanding of the prevalence and the types of mental health difficulties affecting young people in
this age group in particular.™

Table 9: Age of young person by gender

2016-2017 2017-2018 2018-2019 2019-2020
Age (yrs) F M Total F M Total F M Total E M Total
15 <5 <5 6 9 <5 12 10 <5 13 5 6 11
16 10 6 16 12 12 24 16 8 24 17 3 20
17 20 18 38 21 20 41 28 24 52 27 20 47
Total* 37 29 66 51 39 90 62 39 101 56 32 88

*Total describes all individuals admitted over the year, including where no further information was supplied to
the Commission. The data for young people 14 years and under is included in this total but not provided in the
table due to the low numbers. F=Female. M=Male

19 https://dera.ioe.ac.uk/32622/1/MHCYP%202017%20Summary.pdf https://digital.nhs.uk/data-and-

information/publications/statistical/mental-health-of-children-and-young-people-in-england/2017/2017

Mental Health of Children and Young People in England 2017.

35

Page 231



https://dera.ioe.ac.uk/32622/1/MHCYP%202017%20Summary.pdf
https://digital.nhs.uk/data-and-information/publications/statistical/mental-health-of-children-and-young-people-in-england/2017/2017
https://digital.nhs.uk/data-and-information/publications/statistical/mental-health-of-children-and-young-people-in-england/2017/2017

Figure 9a: Young people admitted to non-specialist wards by gender (number of individuals), by
year 2008-2018
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Figure 9b: Young people admitted to non specialist wards by gender (%), by year 2008-2018
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1
Child and Adolescent Mental Health Services (CAMHS)

NHS Scotland National Service Specification

Introduction

NHS Scotland Child and Adolescent Mental Health Services (CAMHS) are multi-disciplinary
teams that provide (i) assessment and treatment/interventions in the context of emotional,
developmental, environmental and social factors for children and young people
experiencing mental health problems, and (ii) training, consultation, advice and support to
professionals working with children, young people and their families.

All children and families should receive support and services that are appropriate to their
needs. For many children and young people, such support is likely to be community based,
and should be easily and quickly accessible.

Children, young people and their families will be able to access additional support which
targets emotional distress through Community Mental Health and Wellbeing Supports and
Services. Community supports and services should work closely with CAMHS and relevant
health and social care partners, children’s services and educational establishments to
ensure that there are clear and streamlined pathways to support where that is more
appropriately delivered by these services.

CAMHS will support both universal and additional children and young people’s services,
including new and enhanced Community Mental Health and Wellbeing Supports, by
providing consultation, advice and training, and where appropriate, supervision of those
staff providing psychological interventions. Children, young people and their families
supported in CAMHS will also have access to supports provided within universal and
additional services.

Most young people requiring CAMHS will present with mental health problems that are
causing significant impairments in their day-to-day lives, and where the other services and
approaches described above have not been effective, or are not appropriate. These
presentations can result in both the need for scheduled and/or unscheduled care.

CAMHS will be available for all children and young people who are aged 0 — 18, and who
meet the agreed CAMHS referral criteria in Scotland (see Annex 1 - National Referral Pro-
forma for Child and Adolescent Mental Health Services (CAMHS) in Scotland). CAMHS will
accept requests for assistance and referrals from all children’s services professionals,
adults with concerns and young people where the National Referral Criteria are met.

CAMHS are usually provided within a stepped and matched care model described in Tiers.
This is consistent with the Getting it Right for Every Child (GIRFEC) model and principles
(and the model agreed by The Children and Young People’s Mental Health and Wellbeing
Programme Board). CAMHS works within the network of children’s service providers, both
statutory and third sector, and will be fully engaged in Children’s Services Planning
Partnerships. CAMHS will aim to treat children and young people in the right place, at the
right time and as close to home as possible.
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Diagram 1: CAMHS within the agreed Children and Young People’s Mental Health and
Wellbeing model:

team around the child
with a single child’s plan

CAMHS supports universal and targeted community services (Tier 1 and Tier 2), but
primarily works as a multi-disciplinary team within a local area - CAMHS Locality Teams
(Tier 3), supported by services that have specific and additional expertise, often provided
over a larger area (e.g. Forensic CAMHS, Psychiatric Inpatient Care) (Tier 4).

Sections 1 to 7 below are the minimum service standards to be delivered by all NHS
Scotland CAMHS and these standards will be reviewed regularly, and in the first instance, in
June 2020 on the basis of learning from the implementation process. All statements should
be read with the preface “CAMHS in Scotland will”:

1. High Quality Care And Support That Is Right For Me

These are the CAMHS ‘experience of service’ standards to be delivered for children, young
people and their families:

1.1 Publish information in a clear, accessible format about what and who CAMHS is for,
and how children, young people and their carers can access CAMHS.

1.2  Offer a first appointment to all children and young people who meet the CAMHS
Scotland referral criteria. This first appointment, unless in unscheduled or urgent care,
should be as soon as possible and no later than 4 weeks.

1.3  Provide support and personalised, meaningful signposting to the child/young person
and their family/carers, with informed consent, to access other services within the children
and young people’s service network, in cases where families’ needs are best met
elsewhere.

1.4 Conduct a full initial assessment, based on the information from the referrer, and the

Child’s Plan where completed and available, which includes a comprehensive psychosocial
assessment.
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1.5 Assure that the member of staff undertaking the initial assessment is appropriately
trained and experienced to undertake assessments, to identify strengths and difficulties
including identification of mental health disorders, supported by formulation or diagnosis
where appropriate.

1.6  Provide interventions and treatments, where required and agreed with children,
young people and families/carers, as soon as possible, and no later than 18 weeks from first
referral, with the median experienced wait for treatment being no longer than 12 weeks.

2. I Am Fully Involved In The Decisions About My Care

Getting It Right For Every Child (GIRFEC) stresses the importance of care planning and
collaboration between professionals as the required standard for delivery of children’s
services in Scotland, and CAMHS will work to the GIRFEC principles on a multi professional
and agency basis.

2.1  Build on and contribute to other parts of agreed multi-agency care pathways.

2.2  Agree through a process of shared decision making the goals of the child and family
and regularly review those interventions and progress towards the goals.

2.3  Ensure that the rationale for formulation and diagnosis, evidence considered, and
decisions made will be fully documented. This will be shared with the child/young person
and parent/carer in writing as appropriate. Share and involve the child, young person and
family/cares in the information to be shared with the referrer e.g. that the assessment has
taken place and the goals of the care plan.

2.4  Develop a risk management plan, if required, in collaboration with the child/young
person and their families/carers, including crisis planning where relevant.

2.5 Ensure that initial and continuous care planning involves all members of the CAMHS
team providing care, the child/young person and their families/carers.

2.6  Ensure that care plans are in place for all children and young people receiving
support from CAMHS.

2.7 Ensure care plans: are coordinated across agencies (using the GIRFEC principles),
teams and disciplines; are clearly written; identify the case holder/care coordinator; are
developed in collaboration with children/young people and families and carers (e.g. The
Triangle of Care)

2.8  Provide copies of the care plan to children, young people and their families/carers,
and, with informed consent, those professionals in other agencies working with the child,
young person and families/carers such as social work, schools and children’s services
providers and primary care (e.g. GPSs).
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3. High Quality Interventions And Treatment That Are Right For Me

CAMHS has a specific role in the assessment and provision of interventions/treatment of
children and young people’s mental health problems and this section summarises the main
components of CAMHS Tier 3 and Tier 4 services:

3.1  Provide recommendations for interventions and treatment options in consideration of:

e Engagement, accessibility, flexibility and choice.

e Age-appropriate best practice/evidence-based psychological intervention.
e Environmental and occupational/educational interventions or support.

e The availability of a multimedia prevention packages.

e Psychosocial and Pharmacological and interventions.

3.2  Take account of children and young people’s educational needs and, with informed
consent, work with school and education authority staff to contribute to the child or young
person’s educational support. This will include responding to requests for assistance under
the terms of the Additional Support for Learning Act.

3.3  Provide specific support for the mental health of Looked After Children, including
support to the system of care (e.g. advice, consultation, training) and, via the Child’s Plan
and requests for assistance, children and young people who are experiencing mental health
problems.

3.4 Provide a liaison mental health service to all children and young people who are
receiving treatment in acute settings such as hospitals, including, in partnership with acute
colleagues and other agencies, a robust clinical emergency service with out of hours,
weekend and bank holiday capability.

3.5 Provide and/or contribute to a 24/7 mental health crisis response service for children
and young people, including support and advice to front line services, assessment and
interventions/treatment for mental health crisis presentations, and access to inpatient
medical and/or psychiatric care.

3.6 CAMHS Locality Teams (Tier 3) will provide services for:

e Severe Depression and Anxiety

e Moderate to severe emotional and behavioural problems, including severe conduct,
impulsivity, and attention disorders

e Psychosis

e Obsessive-compulsive disorders

e Eating disorders

e Self-harm

e Suicidal behaviours

e Mental health problems with comorbid drug and alcohol use

e Neuropsychiatric conditions

e Attachment disorders

e Post-traumatic stress disorders

e Mental health problems comorbid with neurodevelopmental problems
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e Mental health problems where there is comorbidity with mild/moderate intellectual
disabilities and/ or comorbid physical health conditions, additional support needs and
disabilities including sensory impairments

e Children and young people in the above categories and who require Intensive Home
Treatment and Support

3.7 CAMHS Locality Teams (Tier 3) response to the above, but will also be supported by
services providing additional and specific expertise to children and young people supported
in CAMHS who, have more complex and/or specific difficulties. These services are often
delivered across board boundaries, regionally or nationally and include Psychiatric In
Patient Units. The areas of specific expertise required are children and young people with
mental health problems and

e an intellectual disability

e forensic risks and needs

e experience of complex trauma

e an eating disorder

e an admission to an acute hospital

e substance misuse

e uestioning or experiencing distress about their gender

e placement in secure care (where secure care facilities are within the relevant NHS
Board)

e a complex neurodevelopmental problems
e an early onset psychosis

e a need for inpatient psychiatric care

4. My Rights Are Acknowledged, Respected and Delivered

CAMHS will commit to working within a rights based approach and, given the impact of
inequality and discrimination on positive mental health, it's important that children, young
people and their families know the actions taken to ensure their rights are respected and
they are included. Partner organisations are reminded of their duties under the Equality Act
2010 and the Equality Act 2010 (Specific Duties) Regulations (Scotland) to assess the
impact on persons who share a protected characteristic in the delivery of this service.

4.1  Ensure CAMHS are available to all children and young people, taking into account all
protected characteristics. Where it is deemed clinically appropriate, alternative services may
be established that meet the specific needs of one or more groups within a community.
Such services will enhance rather than detract from the minimum standards.

4.2  Ensure CAMHS is delivered in timely, age-appropriate, accessible, and comfortable

settings, as close to home as possible, and that meet the needs of children and young
people.
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4.3  Ensure that informed consent issues around both sharing of information within the
family and with other agencies and around interventions/treatment are clearly explained and
documented.

4.4  Provide care/interventions that will reduce the risk of and/or prevent unnecessary
admission to an inpatient bed and promote safe discharge and recovery.

4.5 Ensure that all service developments and/or redesigns are undertaken using best
standards of engagement, involvement of children, young people and their families including
co-production.

4.6 Provide and act upon a risk assessment for all those children who did not
attend/were not brought, including, implementation of local ‘unseen child’ protocols and
standards. (NB: CAMHS should not close a case due to non-attendance/engagement
without discussion with the referrer that the child or young person has not attended/was not
brought. See Child Protection Guidance for Health Professionals SG 2013)

4.7  Publish clear re-engagement policies and make them available to referrers,
children/young people and families and carers.

4.8  Offer creative and acceptable alternatives to face to face clinical work where the
children and young people live at a distance from clinical bases e.g. the use of approved
technology like Attend Anywhere or advice to a local professional who is working with the
child, young person and their family.

5. I Am Fully Involved In Planning And Agreeing My Transitions

Transitions for children and young people are known to increase risks, particularly for the
most vulnerable. The Scottish Government published the Transition Care Planning
Guidance in 2018 and this describes the standards required in the planning of good
transitions for young people moving from CAMHS to Adult Mental Health Services. The
Principles of Transition guidance is relevant in planning and supporting all transitions for
children and young people.

5.1 Implement the Scottish Government’s Transition Care Planning Guidance. CAMHS
will have protocols in place to ensure that transitions between CAMHS and other services
are robust and that, wherever possible, services work together with the service user and
families/carers to plan in advance for transition (this is especially critical in the transfer from
CAMHS to adult mental health services and primary care or other services, e.g.
voluntary/third sector).

5.2  Ensure the Transition Care Plan provides children and young people with continuity
of care and that any risks and child and adult support and protection concerns are clearly
identified and documented.

Groups of children and young people who are more at risk to adversity during transitions
and require robust transition plans include:

e Looked after children
e Care leavers moving to independent living
e Young people entering or leaving inpatient care
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e Young people entering or leaving prison

e Young offenders

e Children and young people with intellectual disabilities

e Unaccompanied asylum-seeking minors

e Children and young people with caring responsibilities

e Those not in education, employment or training

e Children supported under the Additional Support for Learning Act
e Young Parents

e Young people entering college or university study and, in particular, those moving
health board area

6. We Fully Involve Children, Young People And Their Families And Carers

The Children and Young People’s Mental Health Programme has been built on and
informed by significant involvement of children, young people and their families: in
particular, but not limited to, the Rejected Referrals Report, The Youth Commission on
Mental Health and the Children and Young People’s Mental Health Taskforce. CAMHS will
work in partnership with children, young people and their families in all aspects of service
design and delivery.

6.1 Provide clear ways and simple to use means for children, young people and/or
families/carers to provide regular feedback or to complain. This feedback should be used to
improve the support offered.

6.2  Ensure independent advocacy and support services to the whole system are well
signposted and children, young people and/or families/carers are supported to access the
help available.

6.3 Seek feedback from children, young people and/or families/carers, and other
professionals involved with the child or young person with agreement, each time they are
supported and are involved in reviewing progress, goals and outcomes.

6.4 Involve children, young people and/or families/carers in all decisions/plans that affect
them. This includes the design, planning, delivery and review of services.

6.5 Develop leaflets, websites, social media and other communications aimed at
children, young people and/or families/carers in partnership with them.

7. | Have Confidence In The Staff Who Support Me

No public service can provide quality of care without a commitment to develop and sustain a
high quality workforce. The variation in workforce levels, professional mix, skill mix, activity,
productivity and outcomes in CAMHS was noted in both the Rejected Referrals report and
the Audit Scotland report. CAMHS workforce development is a critical element of the
delivery of high quality and consistent care across Scotland.
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7.1 Provide sufficient staff resources to meet the recommended standards for:

(i) minimum critical mass for CAMHS Tier 3 and Tier 4 services, taking into account
specific local circumstances;

(i) demand and capacity, taking into account wider provision for children and young
people’s mental health care, and current demand for locality CAMHS teams,
ensuring Fair Work standards, and quality of care standards, are met;

(iif) an assessment of population level need.

[NB: Further guidance will follow on Scottish Government’s recommended CAMHS capacity
and workforce model which will include Fair Work Standards, and the Health and Care
(Staffing) Scotland Act]

7.2 Involve children, young people and/or their families/carers, and their views taken into
account, in recruitment and appointment of staff.

7.3  Involve children, young people and/or families/carers in the design, delivery and/or
evaluation of staff training.

7.4  Provide opportunities for team / service away days to build team relationships,
facilitate learning and service development. This should be done on a multi
professional/agency basis wherever possible.

7.5 Develop effective relationships and pathways with key local organisations to ensure
the holistic needs of children, young people and/or families/carers are met in a timely and
appropriate manner, in line with the GIRFEC National Practice Model, The Child’s Plan
(where completed).

7.6  Clearly describe the roles of professionals in CAMHS, including the capacity for
supporting children, young people and their families, and including administration support,
team meetings and supervision, and make this information available in a range of audiences
and formats.

7.7  Ensure sufficient resources are available for professional, clinical and managerial
supervision, including supervision regarding the arrangements for the safety of children and
young people.

7.8  Provide opportunities for CAMHS professionals to participate in small group case
discussions about case goals and outcomes, and on a multi-agency basis where possible.

7.9 Include children, young people and/or families/carers’ views of their experience in
CAMHS professional appraisals, and provide systems and processes to gather views
appropriately, and with consent, for this purpose.

7.10 Ensure systems and processes are in place (IT and others) to monitor, report on,
analyse and respond to, fluctuations in the local planned capacity calculations, but also to
report on outcomes of interventions and treatment.

7.11 Ensure CAMHS staff are supported to grow and develop the necessary compassion,
values and behaviours to provide person-centred, integrated care and enhance the quality
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of experience through education, training and regular continuing personal and professional
development that instils respect for children/young people and families/carers.

7.12 Ensure the workforce capacity, current and for the future, is sufficient ensuring an

appropriate skill mix and scope of practice to deliver a range of recommended evidence-
based interventions within the recommended delivery and capacity model.
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ANNEX 1 - National Referral Pro-forma for Child and Adolescent Mental Health
Services (CAMHS) in Scotland

Child and Adolescent Mental Health Services (CAMHS) are core clinical multi-disciplinary
teams with expertise in the assessment, care and treatment of children and young people
experiencing serious mental health problems. Specialist services for those at risk and with
specific conditions are also provided, including inpatient care. CAMHS works with and
provides support to the wider system of mental health care for children, young people and
their families within the Getting It Right For Every Child (GIRFEC) model.

Specialist CAMHS are for children and young people age 0 — 18" birthday with clear
symptoms of mental ill health which place them or others at risk and/or are having a
significant and persistent impact on day-to-day functioning. While some children and young
people will need to come straight to CAMHS i.e. those requiring urgent mental health care,
most will require this service when an intervention within primary care, education or a
community-based service has not been enough.

Name and demographics of the child or young person - including contact details and Next of
Kin — as per ISD requirements.

Who has given consent for this referral?

If the young person is alone, how should we contact them for appointments?

Reason for referral; please specify:

mental health symptoms, risk to child or young person and/or others and impact on day to
day life.

Are there any child protection concerns about the child or young person?

What else has been done to address the problem? Please give details e.g. the name of the
service, intervention etc.

Past medical history Physical and Mental Health
Medication Current & Past

Allergies

Family History

If referral relates to a suspected eating disorder:
Physical health data: HR, BP, Height, Weight, BMI, date and results of any recent
investigations.

Please ask child or young person to add any further information from them and
school/college if appropriate about the difficulties and add this to your referral.

Are there any special requirements for appointments e.g. wheelchair access, interpreter Y/N
If Yes, please specify:

Referrer's detailS. ... e
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ANNEX 2

Definition of CAMHS Professionals and Services

Tier 3 CAMHS

Tier 3 CAMHS works with children and young people from 0 years up to the age of 18 years
who present with significant mental health problems. The team is based in a local area, is
multi-disciplinary, made up of nurses, clinical and applied psychologists, social workers,
psychiatrists and occupational therapists as the main professions, with access to systemic
and family psychotherapists, child and adolescent psychotherapists, speech and language
therapists and dieticians as required. These professionals provide consultation and advice
to other professional groups and agencies. CAMHS provides specialist diagnostic
assessment and provides psychological, systemic and/or pharmacological therapy. They
also work with other the staff in the other services out with CAMHS. CAMHS is available for
consultation to other professionals concerned about children and young people’s emotional
wellbeing and mental health issues. CAMHS Tier 3 teams deliver the National Referral to
Treatment Standard so are key to delivering the CAMHS Service Specifications.

Substance Misuse Service

CAMHS substance abuse services provide support for the management and treatment of
children and young people with co-morbid mental health and substance misuse problems.
This may be provided with the Tier 3 CAMHS team, or by a more specialist Tier 4 team over
a larger area. CAMHS substance abuse services will work along with other community
based agencies that deliver services to help young people who are misusing substances
whether legal or illegal. Therapeutic intervention will be aimed at reducing or stopping
substance misuse through discussion on the physical, psychological, social, educational,
systemic and legal issues related to their substance misuse. CAMHS substance abuse
services also offers opportunities for consultation and educational group sessions to
professionals, children and young people their families and carers.

Eating Disorders Service

CAMHS Eating Disorders services treat children and young people under 18 years who
have difficulties with their eating patterns. Examples of eating disorders are Anorexia
Nervosa, Bulimia Nervosa and Eating Disorders Not Otherwise Specified (EDNOS). This
can be provided within a Tier 3 CAMHS team, or by a dedicated Tier 4 team working across
a larger area. CAMHS/Eating Disorders services will provide a family and individual
assessment and a range of interventions are available, such as Motivational Work,
Individual Therapy, Family Therapy (e.g. Family Based Treatment), Individual Nutritional
Assessment, education and reviews. Various group supports may also be provided such as
nutritional education and carers support which may be provided over a specific number of
weeks.
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Intensive Home Treatment Service

A CAMHS nursing/medical/AHP team available in the community to reduce and/or manage
children and young people who are at immediate risk or who need intensive therapeutic
care. The primary objective of this service is to prevent admissions to acute hospital care.
Where admission is required, this service is aimed to provide earlier step down from in-
patient psychiatric care.

Crisis Service

CAMHS crisis services provides a 24/7 emergency/crisis response assessment and
management service, working alongside other agencies (Police, ED, SWS etc.) and may
provide support as required to these agencies. CAMHS Crisis services work intensively
with children and young people and their families/carers as required to respond to mental
health crisis immediately. CAMHS crisis services ensure children and young people are
safe and receive appropriate follow up care, including medical and psychiatric inpatient care
where require, social work and other services response. CAMHS crisis services will work
closely with the Crisis supports under development for the Children and Young People’s
Mental Health and Wellbeing Programme Board.

Gender Identity Service

This service will provide assessment, specialist interventions/treatment and therapeutic
support to young people who have issues regarding their gender and also includes work
with families. These services often work over a larger area, and works in collaboration with
Tier 3 CAMHS teams offering consultation and liaison (and with wider children’s services)
as necessary and appropriate. Gender identity services link with and/or signpost users and
carers to other relevant voluntary/community sector organisations for additional information
and support. This service could be delivered on a regional or a national basis.

Forensic CAMHS

This service supports a range of agencies and professionals in addressing the mental
health and risk management needs of young people presenting with high risk behaviors.
This is conducted through clinical consultations and specialist assessments. This will often
include young people in the criminal justice system, prison and secure care. This service
should be delivered on a regional basis with links to and from the National Secure Inpatient
Psychiatric Service (opening in 2022).

LD/Intellectual Disability CAMHS Service

This service works with children and young people with Intellectual Disabilities/Learning
Disabilities (ID/LD) and mental health difficulties or complex behavioral difficulties. It
provides comprehensive assessment and specialist, multidisciplinary, therapeutic
interventions, broadly similar to mainstream CAMHS, with additional interventions/treatment
approaches tailored to the needs of children young people with ID/LD e.g. behavioral and
communication interventions. ID/LD CAMHS understands the complex genetic, neurological
or physical health difficulties which often impact on the mental health and development of
children and young people with ID/LD and tailor their approach accordingly.
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ID/LD CAMHS work along with other specialist services involved with children and young
people with ID/LD particularly education, social work and community paediatric teams. NHS
Scotland are considering the case for a National CAMHS Inpatient Service. Children and
Young People with Complex Neurodevelopmental Problems and mental health risks and
impact may also be referred to this team where the risks and impact are beyond the
supports available in Core CAMHS and wider children’s services.

Liaison CAMHS

This service provides CAMHS input to acute physical healthcare settings, recognising that
children and young people who are frequent attenders and in-patients have a higher
incidence of mental health disorders. This is particularly the case for children and young
people with neurological conditions and chronic health conditions. Psychiatrists, nurses and
clinical psychologists work with paediatric and adult healthcare colleagues to provide mental
health promotion, early intervention and treatment services so that children and young
people receive high quality holistic care for emergency and routine presentations. They also
support children and young people admitted to acute healthcare settings as a consequence
of mental health disorders e.g. for physical stabilisation of a child or young person with an
eating disorder or where they present with an acute crisis. Therapeutic work comprises of
psychological and psychopharmacological therapies based on careful assessments and
joined up working with acute physical healthcare colleagues.
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