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Proposal for Community Health Partnerships self-assessment process 
 

 
Background 
 
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. 
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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.  
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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. 

Figure 1: Model for enhanced self-assessment of CHPs 
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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.  
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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-

assessment 
Linda Semple (LS) 

25 August Agree T&FG membership self-
assessment, and process for completion 

Strategic Alliance 
(SA) 

Early September Initial T&FG meeting LS 
End September Self-assessment link sent out to all 

participants with information on paper 
version 

T&FG 

Early October Preliminary analysis of self-assessment T&FG 
November 17th Draft report (including proposed 

improvement actions) submitted to 
Strategic Alliance 

T&FG 

December/January Report taken through individual 
Community Planning structures and 
NHS Board 

CHP Facilitators 
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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 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
NB: At its meeting on August 25th the Strategic Alliance agreed that this process 
would be conflated into the process outlined under ‘Timescales’ (above).  
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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 
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Appendix 1 
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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: 

• reflect the priorities in the national guidance 
• 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: 
• clearly covers the requirements set out in the statutory guidance for CHPs 
• is consistent with our corporate governance documents such as standing orders and schemes of delegation, as well as any 

partnership agreements. 
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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: 
• 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 
• 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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