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Public Bodies (Joint Working) (Scotland) Bill 
 

Late Submission - NHS Highland 
 
Following integration in the Highlands when NHS Highland became the lead 
agency for Adult Services a periods of redesign over a five year period was 
initiated. This was in line with the Partnership Agreement signed between the 
Health Board and the Council and reflected the outcomes framework outlined 
therein. 
 
The following are examples of improvements that have occurred over the first 
18 months of the Lead Agency model. It must be remembered that a number 
of changes and initiatives are coming together in adults care a- 
commissioning, co-production, community development, anticipatory care but 
these examples illustrate the real benefits as a result of adopting this 
integrated model. 
 
 
Care Homes – As part of the transfer of functions to the Lead Agency, care 
homes previously run by the Council are now the responsibility of NHS 
Highland. This has enabled a consistent approach to training of staff in 
moving and handling, infection control, tissue viability and falls prevention 
across community health and social care staff and those working in care 
homes. There are obvious benefits in relation to economies of scale but more 
importantly, all are working to the same policies and procedures providing a 
consistent approach. The joint training has also enabled better sharing of 
information and learning of roles and responsibilities across the sectors.  
 
In addition to this care homes are seen as a central resource in communities 
where a flexible service can be delivered providing a range of respire, step-
up-step-down and intermediate services in conjunction with other health and 
social care services delivered across all of the sectors. An impact of this was 
when an Independent care Home crisis was averted by local mobilisation of 
support, thus avoiding the emergency transfer of 8 vulnerable people on a 
Friday afternoon. Another example is of a lady admitted for a 2 week stay but 
was able to go home after 8 days due to the coordinated support. 
 
 
Integrated teams – work is ongoing to develop a more holistic approach to 
health and social care in our communities accessed by one single point of 
access. Many teams are already co-located with sharing of information across 
community, Primary and Social care teams to speed up access and 
deployment of services. Teams are able to consider more flexible use of all of 
their resources and services on a daily basis. For example, in the past in order 
to access a respite place a client needed to be on a Social Worker’s case 
load. Now that all professional groups are more integrated and linked in, they 
have a greater awareness of who would benefit from a period of respite and 
can allocate accordingly. The development of this holistic approach involves a 
wider range of staff and affords greater working together opportunities. 
Another example is the delivery of a memory clinic delivered by a Community 
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Psychiatric Nurse in a Day Centre. Not only do the people attending get the 
benefit on the day but also at all other times as staff gain insight and 
understanding that allows them to better support people with failing memory. 
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