Paper 2

Proposal for Community Health Partnerships self-assessment process

Backaground

Community Health Partnerships (CHPs) were set up in 2004 under regulations and
guidance from the Scottish Government following a 2003 commitment from all
parties in the Scottish Parliament. Subsequent guidance and policy directives are
summarised in the document at Appendix 1.

Following a comprehensive review, the three Ayrshire CHPs were transformed from
traditional management units and a model developed with partners in 2008. The
Schemes of Establishment of the refreshed CHPs set out clear guidance for
measuring their success; they were to focus on three overarching priorities, namely:

1. Shifting the Balance of Care;
2. Tackling health inequalities; and
3. Improving health and wellbeing.

This focus was strengthened by stating explicitly that the measure of success of the
CHPs would be their delivery of the health elements of the Single Outcome
Agreements (SOA) and their contribution to the delivery of other SOA commitments.

Since 2008, a number of assessments of the three CHPs have taken place (such as
the NHS internal audit of CHP Performance Management), but the publication of the
Audit Scotland (AS) Review of Community Health Partnerships and its associated
self-assessment checklist for CHPs in June 2011 offered an opportunity further to
consider the progress of the organisations, even though the unique nature of the
‘Ayrshire Model’ meant that it was hardly addressed in the document.

As a result, the Chief Executives of East, North and South Ayrshire councils and
NHS Ayrshire and Arran met to discuss the Audit Scotland (AS) review of
Community Health Partnerships (CHPs). It was agreed that an enhanced self-
assessment would be developed incorporating the checklist proposed by Audit
Scotland but ensuring that the partnerships have a ‘more challenging’ assessment
than would be provided by the AS checklist alone. In particular, the enhanced self-
assessment must both reflect the direction of travel indicated by the report of the
Christie Commission - with its emphasis on a shift to preventative spending,
integration and increased focus on tackling inequalities - and anticipate any further
guidance from the Scottish Government in relation to closer integration of public
services. Accordingly, this paper sets out:

A proposed enhanced self-assessment;

A process and timescale to manage the self-assessment across partners;

A flow-chart outlining the governance procedures for the findings; and

A system of monitoring and reporting progress against the baseline position
identified by this process.


http://www.audit-scotland.gov.uk/work/health_national.php�
http://www.scotland.gov.uk/Publications/2011/06/27154527/0�

Self-assessment

Audit Scotland’s self-assessment focuses on the areas that were identified
subsequent to the review of CHPs. It identifies 20 questions for partnerships in two
areas, Governance and Use of Resources. These questions are listed at Appendix
2.

It is clear from these questions, that the self-assessment is primarily intended to test
the robustness of the partnership arrangements as opposed to focusing solely on
the CHPs. Furthermore, while they reflect, they do not entirely address the
recommendations of the AS review that can be summarised as:

Streamlining partnership arrangements;

Increased transparency in governance and accountability;
Development of joint strategies;

Defined objectives and performance management arrangements;
Improved collection and monitoring of data on cost, staff and activity;
Improved financial governance and reporting; and

Greater involvement of GPs and other clinical professionals.

Further to these, the AS review also outlined the ‘Key Principles’ of good
governance for partnership working. These 14 principles, under four headings of
Behaviours, Processes, Performance Measurement and Management and Use of
Resources (listed at Appendix 3), have some overlap with the self-assessment but
probably complement it. Therefore, it would seem to be appropriate to include this
as part of the enhanced self-assessment process.

In addition, it is, perhaps, timely to revisit both the Ayrshire definition of success as
outlined above and the original 9 outcomes that CHPs were set up to deliver as set
out in the 2004 Statutory Guidance. These can be defined as:

Improve specific health outcomes;

Enable hospital discharge and rehabilitation;

Provide more local diagnosis and treatment;

Prevent avoidable hospital admissions;

Improve health and tackle inequalities;

Support people at home;

Take a systematic approach to long-term conditions;
Provide better access to primary healthcare services; and
Provide anticipatory care (i.e. provide preventative services).

As can be seen from the above, there is the potential to create a self-assessment
‘industry’ that would not necessarily provide robust assurance to the various
governance groups and, perhaps more importantly, the public that CHPs are
delivering to the best of their abilities. However, using the principles of logic
modelling that are now embedded in practice across all three partnerships, it is
possible to develop a model that will incorporate all of these different elements while
not imposing too great a burden on the partnerships. This model is given at Figure 1
below.



Figure 1: Model for enhanced self-assessment of CHPs

Consequently, it is proposed that the enhanced self-assessment incorporates a
series of questions around the following four areas:

1. How successfully have CHPs delivered the health commitments of the SOAs;

2. Can the CHPs evidence improvement against the original 9 outcomes
identified in the Statutory Guidance;

3. How does the CHP measure up against the 14 Key Principles of good
governance for partnership working; and

4. How does the CHP rate itself using the 20 self-assessment questions from
the AS Checklist.

Time pressures have meant that the proposed Task and Finish Group (T&FG) has
not met in advance of the submission of this draft; however, the involvement of each
partners’ performance staff and others will be crucial to the analysis and
understanding of the product of the self-assessment and monitoring and reporting of
progress against subsequent action plans.



Process

Both the AS review and the Christie Commission Report emphasise the importance
of CHPs reflecting a ‘bottom-up’ approach to partnership working. The Ayrshire
Model already has this at the heart of its working with its structures having what is
possibly a unique body in the CHP Forum. To ensure the continuation of this focus
on stakeholders, it is crucial that the self-assessment is carried out by as many
people as possible who are involved in the CHP and its outcomes.

Therefore, it is proposed that the four-tier self-assessment should be undertaken by
individuals from the CHP Committees, CHP Forums and Officer Locality Groups.
The self-assessment will be developed into an online questionnaire (using a tool
such as SurveyMonkey) but will also be available in paper form. Completed
responses will be analysed and reported on confidentially but should not be
anonymised as useful information can be gained from knowing, for example, the
respondent’s partner body, professional background and/or gender. Following best
practice in such assessments, the online tool should be piloted with a number of
individuals from each of the CHPs to ensure ease of use and analysis. Time
pressures may mean that this is not practicable.

Subsequent to the completion of the self-assessment element, good practice would
again suggest a follow-up with randomly-selected individuals and a number of focus
groups to test the findings of the self-assessment. Once again, pressures of time
may make this part of the process difficult to deliver and it is may be, therefore, that
the identified independent facilitators from each partner are used to deliver this part
of the process, rather than attempting to get all stakeholders together to complete
the self-assessment at the same time.

For the Task and Finish Group adequately to oversee the process, the membership
should reflect the CHPs and partners but be chaired by an independent person who
has not been directly involved in operational management of either. The proposed
membership is, therefore:

Assistant Director, Performance (NHS) Chair
3 CHP Facilitators

3 Local Authority performance officers

6 identified facilitators

To ensure pace, it is not proposed to develop extensive role and remit
documentation for this group as its work is entirely to deliver this proposal.



Timescales

As noted, timescales are tight if the proposed completion date of November 2011 is
to be met, however, the following is a suggested timeline:

Date Action Responsibility

24 August Complete draft proposal and self- | Linda Semple (LS)
assessment

25 August Agree  T&FG membership self- | Strategic  Alliance
assessment, and process for completion | (SA)

Early September Initial T&FG meeting LS

End September Self-assessment link sent out to all | T&FG
participants with information on paper
version

Early October Preliminary analysis of self-assessment | T&FG

November 17th Draft report (including proposed | T&FG
improvement actions) submitted to
Strategic Alliance

December/January | Report  taken  through individual | CHP Facilitators

Community Planning structures and
NHS Board




Governance

The Shared Services Executive Group (SSEG) suggested a governance route for
the report and improvement actions from the self-assessment process. This is
summarised at Figure 2 below. It seems unlikely that this route will be completed
within the timescales, given the dates of the relevant committees.

Another approach would be to conflate the governance process if it were acceptable
to circulate the report outwith the scheduled meetings. Alternatively, it may be
necessary to remove some steps in the process.

Figure 2: Governance process as outlined by Shared Services Executive
Group
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NB: At its meeting on Auqust 25th the Strategic Alliance agreed that this process
would be conflated into the process outlined under ‘Timescales’ (above).




Monitoring and reporting

All partners across Ayrshire have their own process for monitoring and reporting
performance. However, considerable progress has been made in developing joint
performance management approaches to the Single Outcome Agreements and it is
proposed that delivery of the outcomes from this proposal is monitored as part of
this process.

It is recommended that the Task and Finish Group take responsibility for
developing procedures for the ongoing monitoring and reporting of the
delivery of the improvement actions. This will build on and strengthen the current
activity around joint performance management, particularly in relation to the use of
shared and/or compatible electronic systems.

Conclusion

The Ayrshire Model of CHPs has been in existence for almost three years. While
there is a requirement to undertake the Audit Scotland Self-assessment, it would be
a missed opportunity if partners did not enhance the approach to using the self-
assessment in order more robustly to gather information on the success or
otherwise of the CHPs in delivering the outcomes they were set up to achieve.

The process outlined in this paper will, if agreed, ensure richer information on the
CHPs’ — and wider partnerships’ — achievement of outcomes, provide a robust
baseline against which to set challenging improvement actions, measure progress
against these actions and provide assurance that future monitoring and reporting of
that progress will be aligned along appropriate governance structures.

Linda Semple
Assistant Director, Performance, NHS Ayrshire and Arran
20 August 2011



Appendix 1

Policy summary

April 2004

Local Government in Scotland Act 2003, Community Planning Guidance
Sats out the Scottish Executive's prioritias and adwice on cartain aspacts of
nartnershin working for puble sector bodies.

June 2004

ztional Heslth Service Reform (Scotland) Act 2004

August 2004

Advice nata issued: Community Health Partnershins and Integrated Menial

Heslth Services.

2004
The Community Health Partnerships (Scotland) Regulations 2004, ]

and Statutory Guidance

March 2002
December 2004

May 2008

Community
Care and Health
{Scotland) Act 2002

Deadline for health boards to submit schemes of establishment for their

CHPs to Secottish ministars

Gaovernanee in
Community Health

Agvice notes ssued:

Partnarships
- seffassessment

* Comrmunity Health Partnerships (CHPs) and Intsgrated Child Health Services. ) oublished by
* Impraving the health and wellbaing of pecple with learning disability andfor vt Soatland.

autistic spectrum disorder.

» Carmmunity Health Partrierships: Invelving Peapls.

Thie Community Care (Jaint Working ate.h
|Scotland) Regulations 2002

Sets out arangements for ransfer of paymeants
batween loczl authorities anc NHS bodies as
described in the Community Care and Heslth
1Scotland) Act 2002,

February 2003

Partnership for care

Whita paper calling for establishment of CHPs to
bridge the gap batween primary and secondary
healthcars; and between health and social care.

February 2003

Local Gavernment in Scatland Act 2003
Raguiras local autharities to faciltats community
planning.

May 2003
A Partnership for a better Scatland. Commitment
to estanlish CHPs reaffirmed in this Joint Statemant
signad by leaders of Scottish Labour Party and
Scettish Liberal Damocrats setting out the work of
the Scottish Pariament for the nest four years.

T
2004 2005 2005
February 2005

Advica note issued: Involving the woluntary sector. Further note
an the role of the valurtary sectar mambers of CHPs issued in
June 2007.

March 2005

Secttish Consumer Councl publishes 2 national template for CHPs
o use to producs a leafiet setting out the information people need o
help tham maka best use of their lecal health and social services.
Advica note issued: Community Health Partnerships and Heslth
Improvement.

April 2005
Advice nate issued: Guidance on the recruitment of chairs of CHPs.

May 2005
Building a Health Service Fit for the Future

End October 2005

Ministerial approval for CHP schemes of astablishment given for

12 out of 14 NHS boands. The schema for NHS Orknay was
approved in Movermber 2008 and NHS Westam Isles in March 2007,

MNovernber 2005
Delivering for Health

February 2007

The Scattish Governmeant issues the Community Health
Partnership Long-Term Conditions Self Assessrment Toolkit
All CHPs are expacted to use the toolkt and develon an
Action Plan ta ensure sarvicas and care are integrated,
responsive and of high quality.

April 2007
Scotland Performs — A Naticnzl Performance
Framewark

August 2007
Advice note issued: Governance for Joint Services:
Principles and Advice.

MNevemnber 2007
Concardat between the Scottish Government and local
governmant

December 2007

Better Health, Better Care action plan. Sats out five-
vear programme of work for the NHS in Scotland. CHPs
will increasingly be expected ta shift the balance of care.
Commits the Government o developing an intagrated
resource framawork to extend the responsibility and
aceountability of CHPs for dalivering better outcomes by
ensuring that resources follow the patient.

A
2007 2008

June 2008

Equally Well: Report of the
Ministerial Task Force on
health inequalities. Sats out 78
recommandations for reducing
health mequalitias.

December 2008

Equally Well implementation
plan descnbes how the
recormnmendations of Equally Well
will be turnad inta action. Gives
raspansibility far progress to
Commurity Planning Partnerships
through the Singles Outcome
Agraements but acknowladgas the
‘eritical role” of CHPs.

Key

(Key legislation and ststutory guidancs )

Other relevant palices and legislaton
Seothish Government reperts and action plans

Adviea notes and ather {non-st@atutory] guidancs

June 2009

Health Improverment and Community Health
Parnerships advics note. Summarises current
palicy context, background to Single Cutcome
Agreemants approach o community planning, and
nead for partnershin waorking.

July 2008

Shaping the Future of Care Together, Green
Paper. Sets out a wision for a nenw care and support
system across England. The Scottish Govermment,
NHS and COSLA estanlish 2 programme of sight
primany workstreams 1o develop ways of reshaping
Care and support SEnices.

Septambear 2003

First meeting of the Integrated Resource
Framework Programme Board sat up 10 overses
the development of the IRE

|

2009 2070

May 2010

MHSScotland Quality Strategy — putting pecple at
the heart of our NHS.

|dentifies the nead for affective jaint working betweaan
health and social care to mava maore samvices from
haspitals o the community.

August 2000

Delivering Quality in Primary Care Mational Action
Plan setting cut how the NHS will delver quality primary
cara aver the next five years.

October 2010

Self-Directed Support National Strategy giving peapls
contral ovar how their indidual budget is used to maet
their care neads.

MNowvember 2010

Seottish Gevernmant anncunces £70 milien Changa
Fund in 201011 budget to shift the balance of health
and social care towards primary and community care.

Scottish Government publishas Delivering better
outcomes and use of joint resources setting out how
it will suppart furthar development of CHPs.




Appendix 2

Self-assessment for NHS boards, councils and other partners to improve joint working between health and social care

Governance

We have carried out a fundamental review of the various partnership arrangements for health and social care in our local area to ensure
these are efficient and effective and add value.

We have delivered a programme of education to ensure leaders and staff understand the differences between partners’ governance
arrangements, including decision-making processes.

Health and social care planning is integrated within the Community Planning process and CHPs are linked to this framework.

We have agreed a clear joint vision, priorities and strategy for health and social care services which focuses on outcomes for service users,
based on an analysis of need.

We have a clear strategy to involve GPs and other health and social care professionals in planning services for the local population, in
decisions about how resources are used and work with them to address variation in GP referral and prescribing rates.

We have developed sustainable strategies to address delayed discharges and emergency admissions within the local area and regularly
monitor our performance.

We have clearly defined objectives for measuring CHP performance, agree what success looks like and implement a system to report
performance to stakeholders. Measures used:

o reflect the priorities in the national guidance
e enable partners to demonstrate that their actions produce the intended outcomes.

We have up-to-date schemes of establishment for CHPs. As a minimum this:
e clearly covers the requirements set out in the statutory guidance for CHPs

e is consistent with our corporate governance documents such as standing orders and schemes of delegation, as well as any
partnership agreements.




We have partnership agreements for all integrated or delegated services, including those delegated to the CHP. Agreements cover our
respective roles and responsibilities, decision-making and accountability processes. This is underpinned by a comprehensive joint financial
framework.

We have a joint financial framework to ensure budgets are devolved or delegated and managed in a transparent and structured way. The
joint financial framework is consistent with the CHP’s scheme of establishment, partnership agreements and each partner’s scheme of
delegation.

Accurate and up-to-date schemes of delegation are in place. These include details of specific services and budgets which are delegated to
each other to manage, including via the CHP. Financial authorisation levels of individuals or groups are clear.

We systematically collect, monitor and report data on costs, staff and activity levels to help inform decisions on how resources can be used
effectively. This should include information on staffing numbers, sickness levels and vacancies.

We ensure partnership financial reports are regularly considered by the CHP, NHS board and appropriate council committees. This should
include any information on overspends.

We acknowledge and have a joint system for identifying and managing risks associated with partnership working.

We have clear policies and procedures which are consistently applied for appointing and managing joint staff. Policies cover arrangements
for dealing with differences in employment terms and conditions for staff working in integrated teams. Managerial and professional lines of
accountability are clear for all staff.

We have identified and addressed local barriers to sharing information between health and social care staff. This includes:
e ensuring that information sharing protocols developed by Data Sharing Partnerships address any specific local issues
¢ adoption of eCare electronic system or ensuring compatibility issues are identified and addressed where eCare is unsuitable

e ensuring that Single Shared Assessment forms accurately capture information required to assess and manage risks of those requiring
care.

Use of Resources

We have processes in place for identifying, allocating and monitoring resources used to administer joint working.

We have reviewed the scope for and have a plan for achieving efficiencies through sharing assets including staff, buildings, equipment and
IT.

We are using the Integrated Resource Framework to help plan how resources are used in the local area.

We always carry out an options appraisal, including an assessment of the costs and benefits before implementing service changes or
initiating pilot projects. This includes an assessment of workforce, finance and other resource implications. Decisions on service delivery
changes secure value for money.
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Exhibit 5
Good govemance principles for partnership working
Theare are several key principles for succassiul parmership working.

Features of partnerships when things are
going well

Key principles

Behaviours

Appendix 3

Faatures of parinerships when things ars
not going well

Parsonal commitment
from the parinarship
Izadars and staff for
joint strategy
Understand and
organisations’ cukture
and practica

Leadars agres, own, promota and
Leaders are ciaarly visibls and taka a
constructive part in resolving difficultes
Ea willing to change what they do and
how they do it

Bahave openly and deal with conflict
promptly and constructivaly

= |ack of leader visibility in promoting
and axecutives)

* Boinfiswble and unwilling to changa.
what they do and how they do it

* Adopt a culture of bisme, mistrust
and criticism

= Complain of bamars 1o joint working
and do not focus on solutions

= Take decisions without consulting
with partners

* Haye numerous meetings whare
discussion is about procass rathar than
gatting things dona

|

Meed or drivers for the
parinership are clear
Clear vision and strategy

Roles and
responsibiliies are clear
Right paopla with

right skills

Risks associatad with
partnarship working ara
identified and managed
Clear decision-making
and accountsbdity
structuras and
processas

Roles and responsibilities of each
partner are agreed and understood

Stratogies focus on outcomes for
sanvice usars, based on analysis of need

Have clear decision-making and
accountsbdity processas
Acknowladge and have a system

for idantifving and managing risks
assocated wath partnership warking
Agres 3 policy for dealing with
differencas in employment terms
and conditions for staff and apply this
consistently to ensure faimess

Raview parinership processes to

assess whather they ane efficient
and affective

* Roles and responsibifities of each
parimer are unclear

* Linable to agree joint prionties and
strategy

* | ack of clarity on decision-making
processas

+ Parinarship decision-making and
accourntabifity procasses are not fully
applied or reviewed reguiarhy

* Risks ara not wall undersiood or
managed through an agreed process

& [aal with differencas in employmeant

tarms and conditions for staff on an
ad hoc basis

Continued overiaaf



Use of resourcas

Features of partnerships when things are
going wall

Understand the needs of thes local
communities and priofitise thase

Hawva a clear picture of what success
looks like and can arbculste this

* Have clearly defined outcomes,

thay own collectively

Have a systam in piaca to monitor,
report to siskeholders and improva
thair performanca
Demonstrate that the actions they carmy
out produce the intended outcomes and
biach

Faatures of partnerships when things ame

not going well

Parformance measuremant and managemeant

Prioritise thes own objectives ovar those
of the partnarship

* Unable to identify what succoss

locks like
Fail to dekver on their partnership

Unable to demonstrate wihat difference
thay are making

Idantify budgets and
monitor the costs of
partnarship working
throwgh sharing
resources, including
manay, staff, premisas
and equipmant

Accass spacific initiative
funding made available
for joint working
batwean health and
social cara

Integrate servica, financial and workforcs
planning

Have clear dolegated budgatary authority
for partnership warking

|dentify, allocate and monitor resourcas
usad to administar the partnarship
Understand ther seovice costs and
activity lavals

Plan and allocate ther combinad

resources to deliver more effective and
efficiant sarvices

Assoss the costs and benefits of a range
of options for sanvice dalivery, including
axtamal procurameant

Have stronger negotiating power on costs
Achieve better outcomas made possible
only through wiorking together

Do not integrate sanica, financal and
wirkiorce planning

Unzble to identiy the costs of
administaring the parmership

Defivar sanices in the sams way or
changa how sanvices are deliversd
without examining the costs and
benefits of other cpirons

Have duplicate sanices or hawe gaps in
provision for some paaple

Pean, allocate and manage their
resources saparataly

Fail 1o achigve sfficiancies or other
financial benefits

Unable to demonstrate what differonce
the partnership has made

Mote: To download am A3 ":19r warsion of this tabls visit: http:fewssudit-sootand gevskfworkfheakth_nationsl php

Source: Audit Scotland,
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