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Public Bodies (Joint Working) (Scotland) Bill 
 

East Renfrewshire Community Health and Care Partnership 
 
Background to Comments 
East Renfrewshire Council and NHS Greater Glasgow and Clyde took the 
decision to create a fully integrated Community Health and Care Partnership 
in 2005. The CHCP has a single Director accountable to both the Chief 
Executive of the Council and to the Chief Executive of NHS Greater Glasgow 
and Clyde. The Director is on the Council’s Corporate Management Team and 
the Senior Management Team of the NHS Board. 
Evidence on principles and approach 
We agree with the principle of a focus on wellbeing. East Renfrewshire CHCP 
was established with an ambitious agenda. The purpose of the CHCP 
included both the management of ALL local NHS and social care services, i.e. 
fully integrated provision; and to improve the health of its population and close 
the inequalities gap. 
 
As we move towards more of a focus on early intervention and prevention, the 
importance of the new integrated health and care partnership being fully 
embedded within both partner organisations cannot be under estimated. As a 
fully integrated CHCP, our Health Improvement Team has provided support 
and encouragement to the wider in their public health role and is seen as an 
integral Council as well as health service. Similarly the Early Years 
Collaborative is being led by the CHCP with the full support of the Council 
CMT and elected members. 
 
When East Renfrewshire CHCP was established, the CHCP Committee 
became a formal part of the community planning structures. The CHCP 
Director represents the NHS at community planning meetings and leads the 
NHS contribution to the Single Outcome Agreement making this a very simple 
and efficient process. We consider it vital that this ‘golden thread’ is retained 
and strengthened through the new. 
 
Evidence on outcomes and benefits  
 
East Renfrewshire CHCP was formed to create a single integrated 
mechanism for service delivery when previously services had been split 
across health board areas resulting in very different models and access to 
health care within the same local authority area. The scale of the CHCP and 
the principle of being co-terminus was important to the partners’ vision of 
modern and integrated community health and social care services focused on 
natural localities. We have found this successful in terms of outcomes for local 
people and local accountability and ownership. 
The whole of the local authority social work service is managed within the 
CHCP as well as the majority of community health services. The CHCP is also 
responsible for the prescribing budgets for local GPs and for the contracts 
with local GPs, dentists and pharmacists. 
There are advantages in this arrangement which significantly outweigh the 
challenges: 
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 Care pathways are developed from a customer/patient perspective not 
along organisational boundaries. For example, there is one senior 
manager responsible for older people services – from home care to 
district nursing to older people’s mental health services. 

 Close relationships with local voluntary organisations and community 
groups – essential for developing community capacity and networks of 
support. 

 Close relationships with other Council Departments – essential for truly 
collaborative working to promote health and wellbeing in its widest 
sense. 

 No dislocation between children and families services and adult 
community care – particularly important when working with vulnerable 
families. 

 Developing strong relationships with primary care enabling us to cluster 
services around this ‘universal’ provision – the family doctor. 

 Significant savings in management / accommodation and back - office 
costs. 

 
Evidence on barriers and issues where the Bill could be strengthened  
 
Integration plans  
 
We assume that section 3 and 4 and others apply equally to Integration plans: 
same local authority and Health Board area and Integration plans: two or 
more local authorities in Health Board area but this is not clear due to the 
current layout of the proposed legislation.  
 
Assessment  
 
Locally we have developed plans for a Single Point of Access to screen all 
referrals for both health and social care “help”. Instead of having parallel 
routes the plan is to have all referrals coming to one place and decisions 
being made on the most appropriate response by a multi disciplinary team 
involving health and social work professionals.  
 
However our understanding based on discussions with the Council’s Chief 
solicitor is that due to the local authority’s responsibilities under the SW 
Scotland Act 1968 to promote social welfare and by extension offer an 
assessment where people with potential needs come to their attention and 
issues around indemnity where functions normally undertaken by local 
authority employees are “delegated” to health employees is that the referrals 
will all need to be assessed (not a full written assessment, but a professional 
judgment made) by a local authority member of staff (usually social work but 
could be an Occupational Therapist). The decisions then need to be “signed-
off” by a social work team manager since unlike most health professionals 
(nurses etc) social workers are not “independent practitioners”. All decisions 
they make are subject to oversight and scrutiny by a more senior professional. 
Potentially, the net result is a potentially clumsy and time-consuming system 
which requires a social work manager to oversee many more referrals than 
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they would previously have done and fails to make best use of valuable 
people and other resources 
 
Another potential issue is that where an assessment is undertaken by an NHS 
staff member for and this leads to a ‘local authority’ services being accessed 
the council has essentially delegated an assessment function to the NHS. The 
advice is that this brings potential difficulties for the council’s liability. This may 
even be problematic where assessment is reviewed by a local authority 
employed professional (usually social work, but could be occupational 
therapist). 
 
We would like to understand how the Bill will overcome these barriers and 
enable a more streamlined service for adults and older people without putting 
either the Local Authority or NHS at risk of additional liabilities. It should also 
be noted that any emerging arrangements for operational leadership and 
management need to take into account the differences between professional 
groups and their registration arrangements. 
Information sharing 
We are currently experiencing barriers in enabling NHS staff to access 
Council IT systems and Council staff to access NHS IT systems. This is vital 
in developing shared records and facilitating shared management. In 
particular we are very concerned about the implications of recent advice from 
the Cabinet Office that PSN cannot be ring fenced and that unmanaged end 
user devices (i.e. non council or non corporate devices) cannot be allowed to 
connect to the council network. Our current agile working programme rests on 
the assumption that NHS staff using NHS devices can access council systems 
when out visiting patients in order to read and record appropriate information 
about their care and support needs, thus ensuring a service that is integrated 
from the point of view of recipients. We would like the Bill and its guidance to 
overcome some of the information security barriers that currently prevent the 
integration of information systems and networks. 
 
Conclusion 
 
We would like to reiterate our support for and commitment to integrated health 
and social care. We have worked hard to achieve integration under current 
legislation and our observations have been made in the light of this practical 
experience of promoting wellbeing from within both the NHS and Council and 
trying to deliver an integrated service that is focused on supporting people to 
achieve their personal outcomes. 
 
 
East Renfrewshire Community Health and Care Partnership 
8 August 2013 


