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Welcome from Chair and Chief Officer, 
Moray Integration Joint Board

Welcome to the Moray Integration Joint Board’s 2nd Annual 
Performance Report. This has been another exciting and challenging 

year with a huge amount of ongoing effort and activity as we endeavour to 
make sure we have the right services across Moray helping and supporting 
people to stay well. We have taken some bold steps in our approach to 
how we deliver services. We are particularly proud of the housing based 
models of care developed across a number of different settings working 
with both with older people and younger adults with specific conditions. 
We have ensured people can remain independent in their own tenancies 
with the right care, whilst maintaining the right to privacy and family life.

We have had great success in the community based activity programmes we 
have delivered, working with communities to ensure good social connections 
and promoting active living. The wide variety of approaches adopted have 
been well received by communities, the number of people taking part in 
activities are testimony to the public interest and engagement with what’s 
on offer.

We have also had our fair share of challenges, recruitment and retention of 
key personnel and finance resources in particular. However, we have not lost 
our focus on change and improvement, continuing to reshape our services 
and always keeping people and families at the centre of what we do.

Whilst the challenges will always be there and may often be very difficult, 
we continue to strive to deliver on our agreed priorities and support our 
enthusiastic teams and wider support network in making a difference for the 
people of Moray. 

We have worked with particular communities around some of their local 
issues and we thank all of those communities and community councils for 
working with us to help us better understand what is needed and how we 
can work better with them.

Shona Morrison
Chair, Moray Integration Joint Board

Pam Gowans
Chief Officer, Moray Integration Joint 
Board
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Introduction 
The Public Bodies (Joint Working) 

(Scotland) Act 2014 is the legal 
framework supporting health and 
social care integration in Scotland 
and requires that Integration Joint 
Boards (IJB’s) produce annual 
performance reports that assess 
their performance in planning and 
carrying out their functions.

The IJB for this area came into 
existence on 1 April 2016 and the 
Moray Integration Joint Board was 
established.  Moray Integration Joint 
Board (MIJB) has the responsibility 
for the planning and delivery of the 
majority of adult health and social 
care services in Moray. 

The 2017/18 Report is the second 
Annual Performance Report of the 
MIJB and provides an overview of 
the progress made during the year.

In-line with the expectations explicit 
in the legislation and Scottish 
Government guidance, the report 
considers our performance from 
several different perspectives:

• The progress we have made 
in achieving the nine National 
Health and Wellbeing Outcomes 
and the related key priorities of 
the MIJB;

• Making our Strategic Plan a 
reality;

• The views of other people based 
on service user feedback, carers 
and external organisations who 
inspect and regulate our services;

• The way in which we have 
managed our finances and 
delivered best value
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Strategic Context
Scottish Government’s strategic vision is ‘by 2020 everyone is able to live 

longer healthier lives at home, or in a homely setting’.
What do we know about the 
Moray population in relation 
to health and wellbeing?
Historically Moray tends to have a 
health profile that is better than the 
Scottish national average. Overall 
Moray has:

• above average educational 
attainment at S4 level, smoking 
rates, fuel poverty

• average levels of employment, 
alcohol-related mortality,

• below average income, crime, 
homelessness, alcohol-related 
hospital admissions, 

• significantly better health 
condition prevalence rates 
than the average across 
Scotland regarding – emergency 
admissions, over 65s multiple 
emergency admissions, 
new cancer registrations 
and admissions for Chronic 
Obstructive Airways Disease 
(COPD), Chronic Heart Disease 
(CHD) and asthma. 

• above average, traffic accident 
casualties, and potential 
geographical challenges to equal 
access to services

The Moray Integration Joint Board (MIJB) was formally established on 1st 
April 2016. The Moray Integration Joint Board is responsible for prioritisation 
and oversight for delivery of a wide range of Health and Social care services 
based in the community. The integrated delivery of health and care is now 
known as Health and Social Care Moray and is made up of the services 
traditionally delivered independently by NHS Grampian and Moray Council. 
Staff remain employed by these public bodies but are deployed as directed 
by the MIJB. The key aim is to improve quality and efficiency by working 
together with wider key care partners. The challenge for the MIJB is to 
transform and modernise services ensuring they are fit for the future and 
sustainable in the longer term.

A key strategic responsibility for the MIJB, like others, is to continue to 
develop ways of working that shift the balance of care from institutional care 
to care in the community. The legislation has identified specific emergency 
admission pathways to the acute hospital, for Moray this tends to be Dr 
Grays, the assumptions are that a proportion of these admissions could be 
prevented particularly in the case of older people. It is the task of the MIJB 
to understand the trends, patterns of admission and to identify improvement 
or redesign to ensure we are maximising the opportunities for avoidable 
admissions being prevented. It is however acknowledged that this happens 
in the context of many appropriate admissions. It should be noted that in 
the last 10 years Moray has reduced the number of beds in use by circa 20% 
against an increase in the over 65yrs population of 10%. This demonstrates 
an efficiency and significant shift in the location of care delivery towards 
community having already taken place to date.

In addition, the MIJB has responsibility for hosted services of Primary Care 
Out of Hours Service (GMED) and Primary Care Contracts (General Medical 
Services, pharmacy, dentisty and opthimetry), these national contracts are 
managed on a Grampian wide basis. The hosting IJB is responsible for leading 
the strategic planning of these services again to ensure future resilience and 
sustainability. Hosting arrangements means that one IJB within the Grampian 
Health Board area hosts the service on behalf of all 3 IJB’s. These services 
at a local level are important elements of ensuring we can improve on care 
delivery in the community and maximise the range of skills available across 
the multi-disciplinary teams 24/7.

The Strategic Plan of the MIJB directly responds, in a local context, to the 
national requirements of the Integration of Health and Social Care set out in 
the legislation, and the 9 national health and wellbeing outcomes identified. 
These outcomes are underpinned by performance measures by which the 
success of the local strategy is measured. The MIJB is a statutory partner 
of the Moray Community Planning Partnership and a key contributor to 
the Local Outcomes Improvement Plan (LOIP) that looks to ensure wider 
partners across the public, third and private sector are working for and 
with the community to support the people of Moray to thrive in their 
communities.
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Moray Strategic Plan 2016-19

We will achieve our objectives by adopting the principles of:

The Strategic Plan 2016-19 
was approved in April 2016 

to allow the MIJB to become 
fully established was developed 
by the Strategic Planning and 
Commissioning Group. This 
group consisted of stakeholders 
from across the wider health 
and social care system, including 
representatives of all sectors and 
the public to ensure engagement 
in the preparation, publication and 
review of the Plan. This process 
supported the development and 
agreement of the strategic priorities 
in Moray as follows:

Our Vision

‘To enable the people of Moray 
to lead independent healthy 
and fulfilling lives in active and 
inclusive communities where 
everyone is valued, respected 
and supported to achieve their 
own goals’

• Working together with all 
partners including patients, 
unpaid carers, service users 
and their families, promote 
choice, independence, quality 
and consistency of services by 
providing seamless, joined up, 
high quality health and social 
care services.

• Supporting people to live 
independently at home or in 
a homely setting for as long 
as possible will always be our 
default position.

• We will strive to ensure resources 
are used effectively and 
efficiently to deliver services that 
meet the needs of an increasing 
number of people with longer 
term and often complex care 
needs.
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Strategic 
Outcomes

More people will 
live well in their 
communities

Infrastructure and 
redesign

Relationships will 
be transformed to 
be honest, fair and 
equal

Carers continuing 
their caring role 
whilst maintaining 
their own health and 
wellbeing

Technology enabled 
care will be 
considered at every 
intervention

Invest in a seamless 
workforce to support 
the aim of enabling 
people

• We will always work to support 
people to achieve their own 
quality outcomes and goals that 
improve their quality of life.

• Developing our integrated teams 
so that clinical, professional 
and non-clinical staff can work 
together to provide seamless, 
joined up, high quality health and 
social care services.

• These principles will be 
underpinned by a focus on 
building relationships with 
all parties involved based on 
respect and trust and supporting 
communities to be caring and 
resilient.
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What have we achieved so far?

The Strategic Plan 2016-19 outlines 
the key strategic outcomes to 
achieve the shared vision for change.

This report is a summary of progress 
during 2017/18 in achieving the 
principles outlined above. It also 
reviews and analyses performance in 
relation to the 9 National Outcomes 
for health and social care whilst 
highlighting some of the specific 
project work undertaken.

Key areas of focus during 
2017/18

Transforming Primary Care and Out 
of Hours Care

Transformation Programme in 
Learning Disabilities Services.

Developing Acute Care for the 
elderly in the context of our wider 
older peoples pathways of care.

Preparing for the implementation of 
the new Carers Act 2018.

Continue to build on our housing 
based initiatives supporting people 
to live independently with a range 
of personal challenges or health and 
care needs.

Continued focus on Health 
Improvement and active 
communities.

Implementing key aspects of our 
Good Mental Health for All strategy.

Start to engage more proactively 
on the possibilities of Digital 
transformation and how Technology 
Enabled Care (TEC) solutions can 
further support independence.

Continue to implement enabling 
approaches such as Self Directed 
Support (SDS) and Shared Lives.

Progress

Across the outcomes of wellbeing there are areas of notable progress: 

• Reducing emergency inpatient day rates for people aged 75+.

• Increases in the proportion of people 75+ living at home with an 
anticipatory care plan shared with the out of hours service.

• Increase in number of clients receiving more than ten hours of care with a 
corresponding reduction of clients moving to long term residential care.

• An encouraging improvement in the proportion of care services graded 
‘good’ or above.

Challenges

Where we have more challenging areas of performance these relate to:

• Whilst there is a shift in the balance of care of older people into 
community settings, demand for services is increasing related to the 
ageing population and people living longer with complex conditions.

• The number of total emergency acute hospital admissions has increased.

• The number of delayed discharges from hospital remains a challenge, 
however there has been progress in reducing the number of days delayed 
over the past year and it is anticipated that this trend will continue.

• There is increase in the readmission to hospital within 28 days rate which 
needs careful monitoring.

• Finances continue to be challenging with a picture of increasing pressures 
against a decreasing budget.

• Workforce supply, recruitment and retention continue to be a challenge 
with a reducing number in the working age population.
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National 
Outcomes 
The National Health and 

Wellbeing Outcomes are the 
Scottish Government’s high-level 
statements of what health and 
social care partners are attempting 
to achieve through integration and 
ultimately through the pursuit of 
quality improvement across health 
and social care. These outcomes 
provide a strategic framework 
for the planning and delivery of 
health and social care services 
and they focus on the experiences 
and quality of services for people 
using these services, carers and 
their families. We have used this 
framework as the basis for our 
performance report and further 
detail is provided in pages 10-49.

Health and Wellbeing 
Outcomes

1. People are able to look after and 
improve their own health and 
wellbeing and live in good health 
for longer.

2. People, including those with 
disabilities or long term 
conditions, or who are frail, are 
able to live, as far as reasonably 
practicable, independently and 
at home or in a homely setting in 
their community.

3. People who use health and 
social care services have positive 
experiences of those services, 
and have their dignity respected.

4. Health and social care services 
are centred on helping to 
maintain or improve the quality 
of life of people who use those 
services.

5. Health and social care services 
contribute to reducing health 
inequalities.

6. People who provide unpaid 
care are supported to look after 
their own health and wellbeing, 
including reducing any negative 
impact of their caring role on 
their own health and well-being.

7. People using health and social 
care services are safe from harm.

8. People who work in health and 
social care services feel engaged 
with the work they do and 
are supported to continuously 
improve the information, 
support, care and treatment they 
provide.

9. Resources are used effectively 
and efficiently in the provision of 
health and social care services.

National indicators have been 
developed to underpin the 
outcomes and performance is 
highlighted in the pages that follow.

National Indicators are 
identified for each of the 
National Outcomes
• Green performance is better than 

Scottish average, 

• Amber performance is worse 
than Scottish average but within 
5% tolerance, 

• Red performance is worse that 
Scottish average by 5%. Arrows 
indicate the direction of the 
current trend.

** HACE survey is undertaken every 
two years therefore information 
for 2014/15 and 2016/17 is not 
available.
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People are able 
to look after 
and improve 
their own 
health and 
wellbeing and 
live in good 
health for 
longer.

This national outcome is truly incorporated in our vision ‘to enable the 
people of Moray to lead independent healthy and fulfilling lives…’ 

We are working together with partners to facilitate people being 
independent and leading the lives they choose, maintaining good health and 
wellbeing.

During 2017/18 in addition to normal service delivery, there were a number 
of initiatives undertaken to encourage people to develop their sense of 
participation in the community. With the recognition of the effects of 
loneliness, connecting people was as focussed an objective as the emphasis 
on good physical health.

National Indicator 2015/16 2016/17 2017/18 Scotland RAG*

Percentage of adults able to 
look after their health very 
well or quite well **

96% N/A 93% 93%

Premature mortality rate 399 360 372 425

How did we do?

93% of adults surveyed in Moray believe they are well able to look after 
themselves, which is in line with the Scottish average. The premature 
mortality rates are reducing and they are already significantly lower than the 
Scottish average.

The emergency admission rate is among the lowest rates for Scotland and is 
well below the Scottish average. This performance has been sustained over 
the last few years.

NHS Grampian set their target for 2017/18 as 792 twelve week quits from our 
40% most deprived areas based on the national average Local Delivery Plan 
of achieving 1.5% quits of the smoking population. The table below illustrates 
performance of the 3 partnerships in Grampian, against the Government 
target in 2017/18, and shows that a total of 670 quits were delivered during 
the first three quarters of 2017/18 – 78% of the target of 861. 285 were 
delivered in Aberdeen City, 314 in Aberdeenshire and 71 in Moray.

Smoking cessation success after 12 weeks has dropped slightly during 2017, 
so staff resource has been targeted to this for the current year.

National
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What did we do?

Residents of Moray are provided with a wide range of support options to 
enable them to look after their own wellbeing with a number of projects and 
initiatives undertaken during 2017/18.

TSiMoray Health and Wellbeing Forum

This Forum brings together many organisations from the third sector and 
communities. The forum provides the opportunity for Moray’s local third 
sector and partners to present and raise awareness of new developments. 
The forum has served to connect forum members to each other, to funding 
opportunities and to strategic and operational partnerships such as Moray 
Alcohol and Drug Partnership, Making Recovery Real Partnership (supporting 
merger between that and Mental Health and Wellbeing Partnership). 94% 
members feel more connected as a result of participating. All these activities 
are focussed in improving choice and opportunity to achieve wellbeing 
across Moray with a range of supporting organisations and activities. 

Good Mental Health for All

Penumbra have successfully opened the Mental Health and Wellness Centre 
in Batchen Street in Elgin, April 2017. The service acts as a single access point 
for a range of adult services designed to promote positive mental health 
and support people to recover from mental ill health, concentrating on 
prevention, early intervention and education whilst also supporting people 
to access a range of advice and information in other areas, such as finances, 
benefits, housing, healthcare, and employment and educational services. 

Penumbra have developed programmes and held events in communities 
across Moray and have plans in 2018/19 to roll out the Mental Health and 
Wellness Centre model and activities to Keith, Forres and Buckie.

In the first year, 1,646 instances of support have been provided. 21% short term, 
1% medium term and 16% group sessions. 59% of contacts have been sign 
posted by GP or other health professionals, with the remainder self referring.

It has now been a year since 6 Mental Health GP Link Workers were recruited 
across Moray to signpost to a range of alternative community and non-medical 
resources, services and opportunities that can contribute to people’s mental 
health and wellbeing. Contract monitoring of these commissioned services 
show that significant numbers of people are being supported with issues such 
as self-help, signposting to mental health information and services where 
issues relating to employment, benefits, housing, debt, advocacy support, legal 
advice or parenting can be addressed. The GP Link Workers are based in GP 
surgeries and provide direct support to the primary care team and are on hand 
taking referrals for people with mental health distress. They provide a holistic 
assessment, early intervention and connect people to ongoing support. 

To support and promote independence, positive health and wellbeing for 
older people in Moray, a range of community initiatives and programmes 
have been developed with the aim of promoting independence, choice 
and reducing social isolation by increasing community connections and 
promoting the use of local assets. 
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Boogie in the Bar

Boogie in the Bar has supported the older people in Moray to increase their 
physical activity whilst enjoying a ‘boogie’ on the dance floor. Each of the 
two events to date have been linked to a health and wellbeing campaign, 
encouraging Self Care; by promoting how to reduce the risk of falls, heart 
health and increasing the awareness of the role of the unpaid carer –over 
250 people have attended each of the events. 

Boogie in the Bar has been supported by community volunteers and Joanna’s 
staff supporting the venue. Funds raised at the events have been gifted back 
to support local community groups. 

Those attending have had the opportunity to renew and make new 
friendships.

Be Active Life Long (BALL) Groups 

Throughout Moray there are 22 BALL groups, with over 750 older people 
accessing their local group each week; keeping them connected to their 
communities and encouraging new friendships. 

Outcomes highlighted in The Institute for Research and Innovation in Social 
Services (IRISS) report on the Moray BALL groups demonstrates:

Individuals can experience life-changing improvements in wellbeing through 
shared physical and mental activities. 

The benefits of the groups extend beyond the individual to wider community 
and by easing pressure on formal support services.

In order to support and maintain community BALL groups, POW WOW 
workshops have been developed to build on the strengths of BALL Groups 
through the provision of tailored training and support. At the first workshop 
the strengths and weakness of the groups were discussed and solutions were 
identified; 35 members attended. 

Singing Exercise & Tea (SET) Groups

SET groups are aimed at the over 60s who suffer from long term health 
conditions, dementia, reduced mobility, learning and physical disability. The 
groups offer gentle chair based exercises (supporting NHS physiotherapy 
programmes) whilst reminiscing to well-known tunes from the past. The 
skills and talents of the group members have been put to full use, this year 
with 2 of the 3 SET groups working with a local song writer and producer; 
writing, recording and performing their own songs; including ‘Porridge and 
Berries’ which can be viewed on: www.youtube.com/watch?v=snKsHw-EN2E

“People are so welcoming, I would 
be a recluse, days would go by 
without speaking to anyone”

Eleanor (Duffus BALL Group) 

“It has made me pick my life back up 
again”

Jean (Archiestown BALL Group)

“I can enjoy myself in my wheelchair 
and now I know where my 
granddaughter goes.”

attendee

“We are still young enough to enjoy 
ourselves.”

attendee

“Everything was great, music, 
meeting friends, lots of dancing and 
smiling faces“

attendee
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Men’s Sheds

The Men’s Shed movement is progressing throughout Moray; supported 
by Health & Social Care Moray and TSI. Men’s Sheds provide men with the 
opportunity to meet new people, have fun, share skills and knowledge with 
like-minded people, whilst; reducing social isolation, promoting mental 
and wellbeing and maintaining independence. Men’s Sheds are available 
throughout Moray in, Fochabers, Forres, Keith and Elgin. 

The ‘shedders’ are supported to develop their knowledge and skills to 
increase their capacity in relation to governance, committee skills, funding 
applications, opportunities and business plans through training and support, 
for example;

Members of the Keith Men’s Shed under took training to drive the Outreach 
Mobile Information Bus; enabling them to be out and about raising 
awareness of the benefits of Men’s Sheds and to increase membership; 5 
new members were recruited in Keith.

A learning day supported 35 members to visit Inverurie and Westhill Men’s 
Sheds; with 100% agreeing the learning visit was valuable. 

Health & Wellbeing Vintage Tea Parties

A further 4 Vintage tea parties were delivered across Moray. The vintage 
tea model was adapted to include 3 dementia friendly events, a community 
hospital, sheltered housing and also a primary school parent engagement 
event. Over 1000 over 60’s attended the locality based events with 
different priorities being progressed in each locality. Outcomes included 
the development of men’s sheds, increased use of community transport, 
increased membership of BALL groups and the development of new SET 
Groups. The Vintage Tea methodology won awards in the NHS Scotland 
Conference, was runner up at the Self-Management Week Alliance Scotland 
event and showcased at the Public Health Conference in 2017.
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Healthpoint

Healthpoint and heathline offer free and confidential health advice on a wide 
range of topics. Healthpoint in Moray is based within Dr Gray’s, Hospital, 
Monday to Friday, and provides an additional outreach service, supporting 
community access to information on health and wellbeing and deliver 
sessions throughout Moray using the Outreach Mobile Information Bus and 
community venues.

The information and advice on offer includes:

• Practical ways to improve your health 

• Your health concerns 

• Support groups and organisations 

• How to access NHS services 

• Long term conditions e.g. Diabetes, Asthma 

• Access to free condoms 

• Access to smoking cessation services 

During 2017 the healthpoint outreach service was delivered across Moray; 
50% of those attending were of the working age population, 35 % older 
people and the rest were split between young people, school aged children 
and the early years.

The top 2 enquiries within the healthpoint were weight management and 
physical activity.

The figures tell part of the story for clients who access the healthpoint, 
weight management support disclose other issues in their lives, including; 
immobility, stress, depression, suicidal thoughts, relationship problems, 
wanting to stop smoking, financial worries, loneliness and having a health 
condition which can impact on them losing weight e.g. someone with COPD 
having difficulty in exercising are some of the things the staff have been able 
to support clients with.

The healthpoint advisors are trained in Health Behaviour Change and are 
skilled in motivational techniques; with 42% of those attending healthpoint 
reaching a weight loss target of between five and thirty percent during 
2017/18.
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Case Study 1 
Mary had been suffering from knee pain and had been referred for a 

knee operation; prior to her operation attended the pre-assessment 
service. Due to Mary’s weight her operation was deferred and she was 
referred to healthpoint. Supported by the healthpoint advisors, Mary 
followed the healthy eating advice and made many changes to her diet 
and then increased her physical activity. She went on to lose 3 ½ stone, no 
longer required her operation and has maintained her weight loss. 

Case Study 3
This year as part of the health point outreach service, we have visited 

various men’s groups throughout Moray; which has resulted in 
an increase in the number of men accessing health point for further 
information and support, as well as an increase in the numbers of requests 
to provide health and wellbeing support and advice to groups such as 
‘Men’s Sheds’.

As part of the outreach service, we met Simon, who is a carer for his wife; 
both Simon and his wife suffer from multiple health and wellbeing issues. 
Through discussions with a health point advisor, Simon talked about how 
he was feeling emotionally weighed down. The health point advisors were 
able to signpost him to local services available to support the health and 
wellbeing of his wife, but as important for Simon too. Simon felt the advice 
and support he received was really beneficial for them both and he felt 
valued by the time the health point advisor spent with him stating that “it 
was good to be able to talk and the information provided was of value.”

Case Study 2
Bob an extremely shy, quiet gentleman who was referred via the 

Department of Working Pensions; since attending healthpoint, during 
his weekly weigh in, the healthpoint advisors have noticed a change in 
his confidence levels. Bob now engages in conversation and is confident 
enough to travel by bus for his weekly weigh in (previously he used to rely 
on a lift). Bob has lost six stone in weight and to further support his weight 
loss journey he has incorporated a home exercise routine. 
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People, 
including those 
with disabilities 
or long term 
conditions, or 
who are frail, 
are able to 
live, as far as 
reasonably 
practicable, 
independently 
and at home 
or in a homely 
setting in their 
community.

One of our strategic outcomes is ‘Supporting people to live 
independently at home or in a homely setting for as long as possible 

will always be our default position’ and the work that has been carried 
out with partners under Strategic Housing Implementation Plan (SHIP) for 
Moray demonstrates that commitment. 

The SHIP has been developed from an assessment of forecasts of future 
needs for Moray in terms of accommodation requirements, and Moray 
Council, HSCM and partners are working to build appropriately to meet these 
requirements. We have also established a strong partnership with a housing 
association and this has enabled the delivery of extra care facilities that allow 
people to live independently in their own tenancy with the care on site. More 
detail of these initiatives are in the examples further on in this report.

In the event of people finding themselves in hospital our aim is to get 
you back home as soon as you are medically fit, particularly in the older 
population. The evidence is clear that extended hospital stays often lead to 
people losing their confidence, mobility and as such their independence. 
Preventing delays in discharge remains a focus in Moray and new initiatives 
are showing encouraging signs of positive impact for future. 

National Indicator 2015/16 2016/17 2017/18 Scotland RAG*

Percentage of adults 
supported at home 
who agreed that they 
are supported to live as 
independently as possible**

74% N/A 83% 81%

Emergency admission rate 
(per 100,000 population)

8,673 8,734 9,037 11,959

Readmission to hospital 
within 28 days (per 1,000 
population)

76 74 81 97

Proportion of last 6 months 
of life spent at home or in a 
community setting

90% 90% 90% 88%

Delayed discharge bed days 764 1,095 955 722

How did we do?

Moray continues to perform well in terms of low emergency admissions. 

Emergency Admission to hospital rates are well below the national average 
and the average across Grampian. Although there has been a slight increase 
in 2017/18.

This is an area of work that is closely monitored by the IJB and Health & 
Social Care Moray.

In relation to occupied bed days, it is encouraging to see that the rate of 
emergency occupied bed days for over 65’s per 1000 population has also 
reduced during 2017/18, as can be seen below:

• Apr–Jun – 2558 
• Jul–Sept – 2531
• Oct–Dec – 2495
• Jan–Mar – 2444

National

Outcome
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What did we do to make a 
difference?

There have been a number of 
initiatives undertaken in the past 
year to make a positives changes 
to where people are cared for and 
providing different options.

Acute Care of the Elderly 
(ACE) in Dr Gray’s

There have been major shifts in 
the provision of elderly medicine 
in Moray with the commissioning 
of a community based model with 
hospital in-reach. An additional 
Geriatrician was appointed and 
started in August 2017 after a period 
with no Geriatrician in place in 
Moray, we now have 2 Geriatricians 
equating to 1.6 whole time equivalent. In Dr Gray’s Hospital, ward 7, a 10 
bedded unit has been created as Acute Care for the Elderly Unit (ACE). This 
new approach seeks to actively identify frail elderly people admitted to the 
hospital who would benefit from enhanced specialist care involving the 
family all of the way. It is resulting in shorter spells in hospital and increasing 
the chances that people will get back home, retaining their independence 
with support if required.

Clear plans are created with the person and their family having discussions 
with the team. This leads to timely discharge to return home or to a homely 
setting.

For those people identified to require longer input in rehabilitation there are 
other options such as community hospital placement or Jubilee Cottages. 
This approach has resulted in significant reductions in people’s hospital stays. 

The Geriatricians are now working closely with all community based staff and 
community hospital teams to bring about further improvement, seeking to 
optimise the potential of our community settings with this specialist support 
in place. Good joint working is also being taken forward with our Older Adult 
Mental Health Teams alongside the more general teams supporting older 
people. By working more closely, in line with integration principles, the right 
knowledge and experience will be available to facilitate improved decisions, 
making the pathway of care and recovery better and improving people’s 
experience.

5,000

10,000

15,000

M
or

ay

Emergency admission rate for adults
(per 100,000 population)
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Daily Dynamic Discharge in Moray Community Hospitals

As part of the a national quality improvement programme 6 Essential Actions 
to improve Unscheduled Care, staff from Health & Social Care Moray, The 
Moray Council, and Dr Gray’s are working together to implement Daily 
Dynamic Discharge in Moray Community Hospitals. The intended outcomes 
are that this focussed piece of work will impact positively on patient 
experience, ensuring people are treated accordingly and moved seamlessly 
through the health and care system to a positive discharge. This approach 
further enhances our ability to prevent delays in hospital. 

The Daily Dynamic Discharge is now established practice for the Seafield 
Hospital team, where communication has improved and evidence of positive 
impacts for people is emerging. The next step is to introduce Daily Dynamic 
Discharge at Fleming Hospital, Aberlour and share the learning with peers at 
Dr Gray’s and other Community Hospitals through out Moray Senior Charge 
Nurse meeting forum.

Early indications are promising where performance over the year has 
improved with a reduction of 24% against this indicator as shown below. As 
this is a complex area the situation will continue to be monitored closely. 

People will be supported in their communities by a variety of services 
including the Care at home services. 

Care at Home

During 2017 there was a restructure of Care at Home services to ensure a 
more local community based approach to try to provide sustainability in an 
environment where demand is outstripping capacity. This is a particular issue 
during summer holiday period and winter.

Brokerage services have been further developed and realigned with a 
reablement manager overseeing progress on a weekly basis, to streamline 
the process of securing appropriate service for people in the community. 

• HSCM provide 51% of care at home with the remaining 49% provided by 
external providers. This is managed through a partnership working group that 
meets weekly to review the care provided to clients. This group ensures co-
ordination of care amongst the various agencies to deliver the required care 
using available resources in the most efficient and effective way.

• There are currently 919 people receiving support from Care at home 
services, an increase of 26 clients on previous years, which is forecast to 
increase significantly over the next couple of years. 

• Moray has a rate of 18.6 per 1,000 population (aged 65+) receiving care 
which is significantly higher in comparison to the national average rate of 
16.9 per 1,000 population.

One of our key aims is to support people to live independently at home, or in 
a homely setting for as long as possible. When clients are supported at home 
it increases the potential for client satisfaction and reduces the use of care 
home places, thereby saving associated costs.

Number of Bed 
Days Occupied by 
Delayed Discharges 
per quarter (inc 
code 9) per 1000 
18+ population

Apr–Jun 17 50

Jan–Mar 18 38
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To accomplish this, for some clients with specific needs, there has been 
an increase in the amount of double up care provided (where two carers 
are required to attend at the same time). This has resulted in the average 
number of hours received per client increasing to 13.2hrs over the year. 

A local customer satisfaction survey issued to service users of care at home 
had a 38% response rate and has shown positive results:

• 93% feel they had an Overall positive experience 
• 96% feel positive about Quality of Care provided (increased from 94%)
• 100% of service users view the service helps to improve their quality of life

It continues to be the case that in Moray we have areas where care is less 
available and we continue to seek to identify ways in which we can attract 
people into this vital area of service. 

Transforming Accommodation Options: Woodview

In last year’s annual performance report, we highlighted that the 
construction of a £2.5m new build of 8 bungalows for people with autism 
and challenging behaviour was nearing completion at Urquhart Place, 
Lhanbryde. This project is a ‘first’ because HSCM provide the landlord 
function for these properties which allows us to ensure co-ordination of 
actions round the premises are carried out with the tenants specific needs 
in mind. In addition we are able to tailor the accommodation to the needs of 
the tenant whilst ensuring the accommodation is sustainable for future use.

The first 4 tenants from Maybank, Forres successfully made the transition to 
the new development in August 2017.

The project immediately achieved some outstanding results. This includes: 

• All 25 WTE support worker posts being filled. This had never previously 
been achieved at Maybank and the Manager was always engaged in a 
continuous process of recruitment;

• A 75% reduction in medication based on a survey of the same period in 2016;

• A 91% reduction in number of incidents per month from 12.6 to 3 since 
the same period in 2016;

• The overall recorded incident severity is 90% less than the historic 
monthly average;

• A 100% reduction in staff injuries from an average of 6.6 in the same 
period 2016 to nil; and

• A 97.4% reduction in use of BSS (restraint techniques) and 100% 
reduction in use of supine since the same period in 2016.

These benefits continue to be sustained and a further 4 tenants will have 
moved into Woodview Urquhart Place by June 2018.
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Transforming Accommodation Options: Varis Court

In partnership with Hanover (Scotland) Housing Ltd, we also reported on 
a substantial extra care development at Varis Court, Forres. The new build 
provided housing with care for older people; including people with care.

The strength of our partnership approach was demonstrated in an 
agreement with Hanover Housing, to lease 5 of the 33 units with the 
purpose of testing new models of delivering health care with the purpose 
of informing how health and social care services could be redesigned in the 
future for the Forres locality area. The 12 month test site was based on a 
nursing team providing 24 hours of care, 7 days a week at Varis Court with 
a strong reablement and recovery focus. The nursing team also provided 
support for people in their own homes in the community.

Although the benefits of the test site are in the process of being fully 
evaluated, it is clear that important insights and learning can be gained 
from this project that will inform the future design of health and social care 
services in the Forres Area.

This site also has designated dementia flats that help support clients to live 
independently for longer when they have been unable to stay at home due 
to the associated risks.

Linkwood View Development is Social Housing Development 
of the year

The benefits of Health & Social Care Moray’s partnership were further 
demonstrated last year with the opening of the Linkwood View Development 
at Glassgreen, Elgin.

Commissioned by Health & Social Care Moray, with the landlord and care 
functions provided by Hanover Housing for the 30 unit facility, Hanover 
Scotland won the Premier Guarantee Award, with local construction firm, 
Springfield Properties, for ‘Best Social Housing Development of the Year!’

Following its opening in 2017, all units are filled and the development is 
making an important contribution to the delivery of extra care housing for a 
wide mix of tenancy groups in the Moray area. The age range is more diverse 
than other developments with older people, learning disabilities, mental 
health and dementia tenancies being accommodated and supported.

During the final quarter of 2017/18, we worked to deliver the aims and 
aspirations in the Scottish Government’s 6 Essential Actions to Improving 
Unscheduled Care Programme (Winter Plan). This plan set out the need for 
Health and Social Care Moray to provide safe and effective care, ensuring 
flow through additional surge capacity and ensuring continuity of social care 
access for people. 

Our staff demonstrated the highest levels of commitment and endeavour in 
supporting people to remain at home. 
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Making Recovery Real

The Making Recovery Real (MRR) in Moray programme via the Moray 
Recovery Partnership consisting of the Scottish Recovery Network, local 
partners and those with lived experience of mental health problems has 
embedded well and outcomes were celebrated with a Ministerial Visit in 
November 2017. Making Recovery Real in Moray has been a key driver in 
the delivery of the Moray and the National strategies underpinning recovery 
focused priorities and objectives. Making Recovery Real in Moray ensures 
that recovery focused principles and values, and the experience of those 
with mental health problems are at the centre of delivering upon our shared 
vision for good mental health for all in Moray.

Self-Directed Care (SDS)

171 people received a direct payment in 2015-16, this figure increased to 
199 in 2016/17 and there were 31 new referrals in 2017/18. It is anticipated 
this increase in demand will be sustained during 2018/19 and beyond.

Moray Council have been part of a Scottish Government project alongside 
East Renfrewshire taking part in a two year project in relation to SDS in a 
Residential Care Home.  We explored the use of all four options of SDS, 
with an emphasis on Option 1 (Direct Payments).  The Social Care (Self-
Directed Support) (Scotland) Act 2013 stipulates that you cannot use a 
Direct Payment (DP)in a residential care home, therefore the project was to 
explore if the use of a DP would allow for better outcomes for individuals in 
a residential setting.  Over the course of the two years we worked alongside 
residents and their families, and two care homes in Moray (Andersons and 
Parklands Group) to explore the use of SDS with an emphasis on a DP.   On 
line training was offered to all staff within the care homes, with those who 
took this up reporting the benefits of this and the positive impact that this 
will make in their working practice.  The final report was submitted to the 
Scottish Government in June 2017, highlighting the positive impact that 
a Direct Payment can have on an individual’s social support which can be 
individualised to them.  Scottish Government are currently holding a series 
of meetings to discuss the outcomes of the project from both Moray and 
East Renfrewshire to determine if there will be a change in legislation.  Taking 
part in the project has allowed us to reflect on our own working practice and 
the conversations which we have with individuals in a residential setting.

A project was also undertaken to look at Individual Service Funds (ISF’s) 
which forms part of Option 2 of SDS.  An ISF aims to afford greater choice 
and control to an individual which would normally be afforded to a DP.  The 
processes were co-produced in conjunction with partner providers who 
wished to explore the use of ISF’s within their organisation.  Through the 
use of an ISF, individuals would work in collaboration with their chosen 
ISF provider to ascertain how they would wish for their agreed outcomes 
to be met and the provider would arrange the agreed support.  Whilst 
it is acknowledged that an ISF has delivered positive outcomes for some 
individuals, it has also been less positive for others, however, this has 
allowed areas of improvement to be identified.
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People who 
use health 
and social 
care services 
have positive 
experiences of 
those services, 
and have 
their dignity 
respected.

We work in partnership with service users, carers, providers and a wide 
range of other stakeholders to develop and improve the services we 
provide. We listen to the feedback from community engagement, surveys 
and planning groups when planning our services and the following table 
highlights what people think about our services.

National Indicator 2015/16 2016/17 2017/18 Scotland RAG*

Percentage of adults 
supported at home who 
agree that their health and 
care services seemed to be 
well co-ordinated

96% N/A 93% 93%

Percentage of people with 
positive experience of 
accessing their GP practice

74% N/A 83% 81%

End of Life Care 90% 90% 90% 88%

Proportion of care services 
graded ‘good’ or above 
in Care inspectorate 
inspections

78% 78% 85% 85%

How did we do?

93% of people surveyed considered their health and carte services were well 
co-ordinated, which is in line with the Scottish average. 

There was a slight reduction from previous years, however there was an 
increase to 83% of those who had a positive experience of access to their GP. 

What did we do to make a difference?

We regularly undertake surveys and run community engagement on a variety 
of issues. We are also committed to training our staff to provide them with 
the skills required to deliver a quality service that people value. 

Dementia Skilled Practice Level of the Promoting Excellence 
Framework.

This framework defines the skill level required by all staff involved with direct 
contact with people with dementia, their families and carers. Approximately 
350 carers provide a service to 950 adults across Moray.

An innovative method of engaging and providing training was delivered to 
Homecare staff during 2017. Staff were provided access to LearnPro (Moray 
Council’s learning platform) or were issued with hard copies of the training 
packages and peer or telephone support was made available during office 
hours. Upon completion of all five modules and assessments a certificate of 
achievement was presented.

National

Outcome
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Mental Health Services, Moray

An outpatient survey was carried out in October 2017. It was concerned 
with the patient’s experience of our outpatient department. It covers 
aspects relating to the process of receiving an outpatient appointment, 
waiting times, the environment and care and treatment. 41% of completed 
questionnaires were returned for analysis, which is 99 out of the 242 sent.

The survey included questions under the following headings.

Out patient appointment process

• 99% of patients were happy with the method used to communicate their 
appointment date and time.

• 98% of patients ‘strongly agreed’ or ‘agreed’ that their appointment was 
issued in sufficient time to be able to make arrangements to attend.

• 77.8 felt that the length of time to wait for their first appointment was 
‘just right’

• 20.2% of patients felt the wait was ‘too long’

Attendance

• 43.4% of patients were ‘seen on time’ by the clinician
• 27.3% were seen in ‘less than 15 minutes’
• 19.2% were seen in ‘more than 15 minutes’

Environment

The majority of patients were ‘very satisfied’ or ‘satisfied’ with the:

• Cleanliness of the waiting area
• Temperature of the waiting area
• Seating suitability of the waiting area

However, comments for seating suitability ranged from ‘little privacy’, ‘lack of 
seating’, ‘layout used as a through corridor’, ‘dingy and cramped’.

Care and Treatment

• 94.9% patients felt that the Reception staff were ‘very helpful’ or ‘helpful’
• 95% patients ‘strongly agreed’ or ‘agreed’ that they felt supported and 

listened to; 4% ‘disagreed strongly’ or ‘disagreed’
• 97% patients ‘strongly agreed’ or ‘agreed’ that they were treated with 

dignity and respect
• 94.9% patients ‘strongly agreed’ or ‘agreed’ they felt involved in decisions 

about their care and treatment.

Overall

93% patients rated their level of experience with the service provided as 
either ‘excellent’, ‘very good’ or ‘good’. 3% patients rated their experience as 
‘poor’.

The survey will be repeated in December 2018.
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Health and 
social care 
services are 
centred on 
helping to 
maintain or 
improve the 
quality of life of 
people who use 
those services.

Improving people’s quality of life by reducing social isolation and connecting 
people to their communities is an area of focus. Supporting those with long 
term conditions by developing self- management programmes can have a 
benefit of reducing unplanned admissions to hospital. 

A key project underway has a focus to deliver transformational change in 
Learning Disabilities, in relation to increasing levels of independence in the 
community with the intention to further improve their quality of life.

National Indicator 2015/16 2016/17 2017/18 Scotland RAG*

Percentage of adults 
supported at home who 
agree that their services 
and support had an impact 
in improving or maintaining 
their quality of life

86% N/A** 79% 80%

Percentage of people with 
positive experience of the 
care provided by their GP 
practice

87% N/A** 80% 83%

Emergency admission rate 
(per 100,000 population)

8,673 8,734 9,037 11,959

Readmission to hospital 
within 28 days (per 1,000 
population)

76 74 81 97

Delayed discharge bed days 764 1,095 955 722

Local Indicator 2015 2016 2017

Client feedback:
‘I feel satisfied with my level of involved 
in the design of the support plan’

99.5% 99.8% 99.6%

How did we do?

National survey results for people’s feelings of a positive experience in 
relation to services provided have shown decreases on previous years’ 
results and are below the Scottish average.

Clients who have support plans are requested to provide feedback on their 
experience. 1,463 clients were asked and of 59% responses received in 2017, 
99.6% agree they feel satisfied with their level of involvement.

What did we do to make a difference?

Improving unscheduled care across Scotland is a key priority for the Scottish 
Government. The aim of the 6 Essential Actions for Improving Unscheduled 
Care (6EA USC), is for safe, person centred, effective care, delivered to every 
patient, every time without unnecessary waits, delays and duplication. This 
includes improving the timeliness and quality of patient care from arrival to 
discharge from hospital; aiming to ensure that ultimately 98% of patients 
attending Emergency Departments anywhere in Scotland are seen, treated 
and discharged or admitted within 4 hours.

There was no dedicated Occupational Therapy (OT) provision to the 
Emergency Department (ED) at Dr Gray’s Hospital (DGH) prior to 2016. 

National

Outcome

24   Health and Social Care Moray



A report by the Royal College of Occupational Therapists November 2016, 
made a number of recommendations including ‘all rapid response and acute 
emergency care services must have occupational therapists embedded 
within the Multidisciplinary team’. In 2015, there had been 5 referrals to OT 
from the ED.

Following a successful bid (Nov 2016) to the 6 Essential Actions For 
Improving Unscheduled Care initiative, time limited resource was secured to 
fund OT staff to be based in the ED at DGH.

The project supported Essential Actions: EA6 – Ensuring patients are Cared 
for in their Own Homes EA2 – Capacity and Patient Flow Realignment EA5 – 7 
Day Services The key aims were: 

• Prevent unnecessary admissions 
• Provide multi factorial assessment in the Emergency Department and 

Clinical Decision Unit over 7 days (extended to include Acute Medical 
Assessment Unit and Surgical Assessment Unit March 2017) 

• Establish an OT integrated falls pathway to prevent falls-related hospital 
admissions 

• Maximise the OT contribution to achieving delayed discharge targets and 
reducing overall length of stay 

November 2016 to November 2017 

• 560 new referrals were made to OT 
• 86 of the 560 patients were treated in ED ‘Out of Hours’ & were referred 

to OT for follow up telephone assessment 
• 324 follow up contacts made by OT staff after initial assessment 
• 884 total patient contacts with OT 
• 225 of the 560 patients referred to OT were discharged directly home 

(40%) 
• 207 of the 560 referrals were falls 

Occupational Therapists played a critical role in the: 

• contribution to the ED 4-hour performance 
• discharge of patients from hospital at multiple contact points 
• reduction of admissions, positively impacting on bed availability 
• absolute value of getting patients back to their own homes and staying 

mobile and independent 

The aims of the project were achieved. 

Transformational Change in Learning Disabilities

Our learning disabilities accommodation review team was created and 
funded through the Integrated Care Fund. In late summer 2016 we 
established, through a commissioned study by Alder Advice, that there is 
significant scope to improve the quality of life of people with a learning 
disability in Moray.  We were missing opportunities to help people achieve 
greater levels of independence whether in terms of living arrangements 
or work/leisure.  There are strategic and operational initiatives in hand to 
address this; we recognise that there is also significant scope to improve the 
economic impact, efficiency and effectiveness of the services being provided.  
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There is therefore a strong business case for service transformation which is 
in summary:

• A higher quality of life occurs when services deliver better outcomes for 
people with a learning disability.

• Better outcomes and higher quality of life reduce need.

• Need is a driver of services, and therefore cost.

• By focussing on improved outcomes, and so reducing need, we have 
the opportunity to reduce the level of expenditure and develop a more 
sustainable financial model.

We have introduced the ‘Progression’ model as part of a transformational 
change of services in Moray. The ‘Progression’ model is a person-centred 
developmental approach that has been tried and tested in England and 
Wales, and seeks to help each adult with a learning disability to achieve their 
aspirations for independence. It is a relational change from traditional care 
management approaches by focussing on the individuals’ hopes and choices, 
using these as the basis to co-develop care and support plans that enable 
each person to reach their potential. 

The model calls for changes to systems and processes that will have 
implications for professional practice: 

• The way in which assessments are carried out. 

• Support plans are prepared. 

• Risks are managed.

• Reviews are undertaken. 

There are also implications for the way in which care and support services 
are commissioned. 

Services such as residential care, supported living and day opportunities 
must introduce new models that offer greater flexibility and provide a strong 
focus on enablement of individuals.

Our introduction of the ‘Progression’ model has linked to the opportunity 
created through Integration moves to develop more effective working 
between NHS Grampian and Moray Council. This has required significant 
changes to establish practices. By simultaneously introducing the 
‘Progression’ model we have ensured alignment between integrated working 
arrangements and our goals for the transformational change of our ways of 
working with people with a learning disability.

We recognised the scale of the change required.  We have learnt from the 
English and Welsh experiences of adopting the ‘Progression’ model and aspired 
to create a Scottish model of ‘Progression’ that suits our national context.  We 
have introduced a whole system change that has profoundly affected the culture 
and delivery of our learning disability services. It has included:
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• New ways of professional 
practice and the way in which 
professionals relate to people 
with a learning disability and 
their families.

• Revision to the framework within 
which health and social services 
operates.

• Changes to the role and models 
of our in-house provider services.

• The introduction of improved 
systems for commissioning 
supporting a more effective 
operation of the commissioning 
cycle.  

The following diagram shows what is 
in scope for the project.

We recognise the significant overlap 
and inter-relationship between the 
work that has taken place across the 
three work streams of the project.

Work continues through 2018/19 to achieve this transformational change, 
now focussing on the benefits realisation.

Jubilee Cottages

In May 2017, 6 vacant houses were opened, transformed into halfway homes 
for people ready to leave hospital. The £120,000 project provides a homely 
environment where people can work on regaining their independence. 
During their short stay in the cottages, they are supported by a team of 
staff to manage everyday living tasks such as getting in and out of bed and 
preparing meals. The specific rehabilitation aimed at the Jubilee Cottages 
differs from standard rehabilitation in the way that the service is provided 
in a low risk, controlled home environment through high intensity and 
collaborative rehabilitation to foster an encouraged independence to return 
home in a maximum of 6 weeks. The rehabilitation service is provided free 
of charge by the Community Care Department and cottages are equipped 
with a telecare service to provide a 24-hour on call response. The project has 
accommodated 12 residents throughout the year.

‘In House Services’
• Business model & service model development

• ‘Trusted provider’ review service development

• Specialist assessment service development

CLDT
• Professional and practice 

development

• Integrated pathway operating 
framework development

• Process & tools development 
ART move here

Commissioning
• Market shaping (inc. 
accommodation and support 
planning redesign and 
decommission contracts 

• Commissioning for outcomes

• Contact monitoring

• CFC tool development

• Contracting arrangements

“My expectations of Jubilee 
Cottages was that it was a half-way 
house; giving me the opportunity 
of experiencing being on my own 
before heading home which, for 
me, has given me the insight into 
realising that I can tire easily 
following my stroke and time in a 
hospital setting.”

Jubilee Occupant

“This has helped me be a bit more 
realistic that things may have to be 
thought about and planned more 
when I go home.”

Jubilee Occupant

“I found the experience ideal and 
perfectly situated for me. It was not 
for the physical side that I was here 
but confidence; to allow me a flavour 
of what life would be like at home 
following my stroke.”

Jubilee Occupant
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Health and 
social care 
services 
contribute to 
reducing health 
inequalities.

Access to key services, public spaces and retail centres is much poorer in 
Moray than Scotland generally, possibly due to poorer public transport 
connections across a very rural area. The difficulties recruiting GP to the area 
has resulted in some merging of practices which has increased the transport 
time for patients to attend appointments. Innovative solutions are actively 
being sought through the use of technology to ensure clients have access to 
the services they require when they require it.

National Indicator 2015/16 2016/17 2017/18 Scotland RAG*

Premature mortality rate 399 360 Not yet 
available

440

Local Indicators 2016/17 
Q4

2017/18 
Qtr 1

2017/18 
Qtr 2

2017/18 
Qtr 3

2017/18 
Qtr 4

Percentage of clients 
receiving alcohol treatment 
within 3 weeks of referral

96.3% 100% 98.6% 100% 100%

Percentage of clients 
receiving drug treatment 
within 3 weeks of referral

100% 100% 100% 100% 100%

How did we do?

Access to Psychological Therapies: Moray Mental Health team have a 100% 
achievement rate for the 18 week Referral to Treatment Time Standard.

The target of 90% for treatment within 3 weeks following referrals for Drug 
and for Alcohol patients is being exceeded consistently.  We continue to drive 
to embed Alcohol Brief Interventions (ABI) into routine practice, within the 
priority settings; primary care, accident and emergency and antenatal care.

What did we do to make a difference?

We recognise the challenges of service delivery in rural locations and are 
taking forward projects to allow clients to receive services in their local 
areas.

Making every Opportunity Count (MeOC) in Moray

MeOC principles and practice are embedded within Health and Social Care 
as part of core business. This transformative 3-tiered approach is designed 
to support a common way of preventative working suitable for all public and 
third sector services by providing a simple approach to the ‘how’.

MeOC provides practitioners with a range of flexible tools; including a DIY 
MOT self-check, which provides a framework for practitioners to support 
clients to identify any health and wellbeing concerns they may have. 
Once, identified practitioners can signpost clients to the most appropriate 
supporting service; to date the types of enquires and signposting 
opportunities have focused on:

• Lifestyle concerns which include access to; healthy eating/weight 
management, smoking cessation, substance misuse and alcohol and 
physical support services

• Mental health and wellbeing concerns

National

Outcome
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• Access to Health & Social Care services (Moray Council Access Team, 
Healthpoint)

• Financial concerns 

• Fuel poverty 

• Carers information 

• Essential skills and literacy 

• Access to support groups (Men’s Sheds and Be Active Life Long groups)

• Transport

• Volunteering 

Working in partnership we aim to build on our success to date and further 
embed and sustain the MeOC approach within Health and Social, care and 
partner organisations. 

The Department of Work and Pensions (DWP) have fully embraced the DIY 
MOT self-check and subsequently embedded MeOC within their system of 
work; which builds on and compliments the role of the DWP Work Coaches. 
The MeOC approach has now been rolled out across DWP in Grampian. 

Moray Council Home Carers are implementing MeOC with their service 
users; by signposting to services whilst having conversations with the service 
users in their own homes.

What it’s meant to clients

• Increased awareness and access to services that support self-care, self-
management; including lifestyle advice and information.

• Reduced isolation; access to transport which has enabled clients to attend 
groups, appointments and visit relatives in hospital.

• The MeOC approach has supported clients to address underlying 
concerns, which previously they have been reluctant to do.

• Condition specific concerns have been raised e.g. mental health.

• Through access to help and support employment has been secured.

“It’s such an easy approach and 
makes such sense.“

staff feeback

“The DIY MOT breaks down 
barriers to questions we may feel 
unconformable asking.“

staff feeback

“People feel that we actual DO care 
by providing information to services 
that can support them“

staff feeback

“The sign posting booklet is great“
staff feeback
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Baby Steps 

Research shows that there are many risks associated with having a body 
mass index of 30 or above (BMI >30) during pregnancy; which includes 
risks to the pregnant women, her unborn baby and an increased risk of 
interventions in labour. 

Health intelligence demonstrates a rise in a number of women presenting 
at their booking appointment with a BMI > 30 in Moray; higher than the 
Scottish average. 

Baby Step is a Health and Wellbeing programme for pregnant women with a 
BMI >30, which aims to inform women of these risks and empower, motivate 
and support them to take small steps towards a healthier pregnancy; leading 
to longer term improvement in the health and wellbeing of those attending, 
their children and their families. The 8 week programme is fully supported 
by a midwife and is fun, free and interactive. The development of a Baby 
Steps toolkit has enabled the scale and spread of the Baby Steps programme 
across the Grampian region and received interest from other Health Boards 
in Scotland.

Outreach Mobile Information Buses (OMIB)

Over the past year we have built on and developed new collaborations to 
work in and with communities utilising our Outreach Mobile Information Bus 
to address health inequalities and promote social inclusion.

We have built relationships, trust and capacity with communities, maximising 
opportunities for health gain, with partner organisations such as the Men’s 
Sheds and Street Pastors; who have now become volunteer drivers. This has 
enabled the ‘shedders’ to promote the benefits of Men’s Sheds and increase 
their membership. The street pastors, now have a safe space to engage with 
those more vulnerable in our communities encouraging and signposting 
them to other supporting agencies. 

We have increased access to approved information, advice and support 
to enhance community resilience through the outreach work with the 
Department for Work and Pensions, Quarriers and REAP Scotland; taking 
services to local communities. 

Targeted interventions, that address health protection have been delivered 
both within and out with Moray such as dry blood spot testing and 
immunisation clinics for young people. 

The OMIB has supported community events and promoted National, 
Regional and Local campaigns that address priorities area such as Mental 
Health and Wellbeing; working in partnership to improve ‘wellbeing on 
wheels’.
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Digital Transformation

Moray Digital Transformation Oversight Group has been formed with the 
remit to assess needs and find assistive technologies for implementation to 
streamline and support delivery of clinical services. 

A pilot of ‘Attend Anywhere’ was carried out at Maryhill GP practice. This 
provided the facility for clients to have an appointment ‘virtually’ by use 
of an app on their phone, to take them to their appointment in the virtual 
waiting room. A doctor would then be able to ‘meet’ them and using a video 
call carry-out a consultation. 

The pilot has proved a success from patient and doctor perspectives and so 
the technology will be rolled out to other practices across Moray. It is also 
intended to trial use by District Nursing teams and practice based Advanced 
Nurse Practitioners on home visits to be able to consult with colleagues at 
the practice.
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People who 
provide unpaid 
care are 
supported to 
look after their 
own health 
and wellbeing, 
including 
reducing any 
negative impact 
of their caring 
role on their 
own health and 
well-being.

A key strategic objective for Health and Social Care Moray (HSCM) is to 
have people cared for at home, if they wish, for as long as possible. HSCM 
and Moray Council recognise the significant input that families and carers 
contribute in supporting people to live at home. Engagement with carers to 
establish what they need to support them in their caring role has been a key 
focus during 2017 and the learning will inform actions taken forward. 

National Indicator 2015/16 2016/17 2017/18 Scotland RAG*

Percentage of carers who 
feel supported to continue in 
their caring role

43% N/A 39% 37%

Percentage of adults 
with intensive care needs 
receiving care at home

67% 65% Not yet 
available

Scotland 
rate in 
2016/17 
was 61%

How did we do?

Despite a slight reduction from 67% to 65%, Moray continues to perform 
above the Scottish average (61%) in the measure relating to adult with 
intensive care needs receiving care at home. In the survey conducted 
nationally the percentage of carers who feel supported has dropped in the 
last two years, although the rate at 39% is above the national average.

An annual survey was sent to all carers registered with Quarriers Carer 
Support Service in Moray (approximately 1,400 people). The response rate 
was lower than hoped, at 3.6%, however 97% of responses received rated 
overall support as good/excellent. The service was recognised as responsive, 
providing relevant information and having staff who were knowledgeable, 
supportive, helpful and respectful.

What did we do to make a difference?

Ensuring Carers feel supported and able to cope with their role is a priority. 
Moray’s estimated 8,000 unpaid carers gained new rights when the Carers 
(Scotland) Act 2016 came into force at the end of March.

The Act recognises the value of the unpaid care provided nationally and the 
impact caring can have on individual carers. It furthers the rights of unpaid 
carers with the intention of ensuring that they are better supported, able to 
continue to care if they wish to, have a life out with their caring role and are 
recognised as equal partners in care.

In preparation for the introduction of the Act, Health and Social Care Moray 
co-ordinated the work required to support implementation, including delegation 
of certain local authority functions to the Integration Joint Board which required 
amending the Integration Scheme between Moray Council and NHS Grampian.

The views of carers were invited on proposed local eligibility criteria which 
are now being used to determine whether a carer has the right to an 
enhanced level of support over and above the general carer information and 
advice service. All carers in Moray continue to be able to access information, 
advice and support through the commissioned Quarriers Carer Support 
Service whether they have an Adult Carer Support Plan or not.

Training sessions were held for staff working in health and social care settings 

National

Outcome
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and partner agencies that may come into contact people who provide or 
intend to provide care for another person. Information on the Carers Scotland 
Act and the local eligibility criteria have been produced and are widely 
available to carers.

Carer Aware

Moray’s unpaid carers also have a way to be better prepared for a crisis now 
that a local information and identity card in available.

Many people looking after someone who needs care and support do so with 
little or no outside help. They often worry what would happen if they found 
themselves in an emergency situation, unable to alert anyone that they are a 
carer with someone relying on them.

In response to this concern, the Moray Carer Services Provider Network 
created the Moray Carer Aware Card which was launched on national Carers’ 
Rights Day in November.

Carers can fill out the free card with their details and those of an emergency 
contact. Should the unexpected happen, for example an accident or being 
taken ill, the information provided on the card can be used to alert the carer’s 
named contacts that the person who is cared for may need assistance.

Health & Social Care led multi agency staff training sessions to raise 
awareness of the Carer Aware Card and promote the use of the carers’ 
emergency planning toolkit.

Any carer can get help and support about emergency planning, including the 
carer aware card, from Quarriers.

Adult Carer Support

On 22 November 2017 the Council approved a plan for public consultation 
on draft eligibility criteria for adult carer support. Following the current 
review of the Health and Social Care Integration Scheme, eligibility criteria 
will be the responsibility of the Moray Integration Joint Board.

Public consultation took place for six weeks from 4 December 2017-19 

January 2018. 500 hard copies of the consultation were made available, as 
well as electronic access online on the Moray Council website

This included printed consultation packs issued to Quarriers carer centre, 
all libraries, Council Access Points, Moray Resource Centre, all community 
care teams. It was also issued to partner organisations, including Alzheimer 
Scotland, Crossroads, Cornerstone and Enable Scotland. Information and 
links were also sent to a range of local patient/service user groups. The 
Moray Integration Joint Board was included as consultees. Media releases 
and social media information were also included, as well as information in 
two partner organisation’s newsletters. 

Three face to face public information sessions were arranged in December 
– two public drop-in sessions and an information and discussion session 

at the Quarrier’s Carers Café in 
Elgin. Partner carer organisations 
(Quarriers, Alzheimer Scotland, 
Crossroads, Cornerstone and Enable 
Scotland) were also offered face to 
face sessions for their carer groups.

A total of 10 responses were 
received. 7 of the 10 respondents 
indicated they were carers.

The local eligibility criterion for 
support to unpaid adult carers was 
approved by the Moray Council on 
28 February 2018. Carers who meet 
the eligibility threshold for enhanced 
support will be offered a personal 
Self-directed Support (SDS) budget 
of £300 per annum.
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People using 
health and 
social care 
services are 
safe from harm.

We aim to ensure that our patients and clients feel safe and secure in which ever 
environment they are, be it at home, hospital or other care accommodation and 
we develop and carry out our working practices support this aim.

National Indicator 2015/16 2016/17 2017/18 Scotland RAG*

Percentage of adults 
supported at home who 
agree they felt safe

81% N/A 84% 83%

Premature mortality rate 
per 100,000 persons (people 
aged under 75)

399 360 Not yet 
available

2016/17 
440

Readmission to hospital 
within 28 days (per 1,000 
population)

76 74 81 97

Falls (rate per 1,000 
population aged 65+)

17 16 15 22

How did we do?

The national survey records 84% adults agreeing they felt safe, an increase 
from 2015/16. According to locally collated information 98% of people with 
support plans feel safety needs are completely or partially met which is in 
line with previous year’s performance.

Patient results of 100% positive were received in an audit looking at 
A&E staff’s perceptions of those who self-harm and in turn the patient’s 
experience of being treated in the department. 

What did we do to make a difference?

We address this outcome through our governance arrangements, which 
highlight areas where additional attention is required to help people remain 
safe from harm.

Clinical care and governance committee

The Clinical and Care Governance Committee of the MIJB is responsible for 
quality assurance demonstrating compliance with statutory requirements in 
relation to clinical governance, authorising an accurate and honest annual 
clinical governance statement and responding to scrutiny and improvement 
reports by external bodies such as Healthcare Improvement Scotland (or 
any successor). To achieve this, the Committee oversees a governance 
framework including a strategy, annual work programme, infrastructure of 
governance groups and an annual report. 

During the financial year 2017/18 the Clinical and Care Governance 
Committee have considered:

• and approved a Falls Action Plan for Moray;

• the consultation on new National Health and Social Care Standards;

• examining adverse events and feedback from Health and Social Care – 
reviewed every meeting and is scrutinised by the Committee;

• scrutinising Health and Safety workstreams 

National
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• analysing self-assessments on clinical governance arrangements by all 
delegated services within Health and Social Care Moray 

Falls

The Active Independent Living Programme was launched for Allied Health 
Professionals in June 2017. 

Developing on the work undertaken by the pilot of a Falls Response Team 
last year learning from Occupational therapy (OT) in the Emergency 
Department at Dr Gray’s Hospital has informed the development of the 
falls pathway. This pathway was piloted August 2017 and implemented in 
October 2017 at one of the GP practices. This pathway is now planned for 
implementation across Moray. 

This work has demonstrated effective integrated working where Therapy 
Support works supported by Third Sector Services establish local community 
connections for people. Through the use of an integrated falls pathway 
identifying and ensuring timely multi-factorial fall assessment and early 
intervention for people who have experienced a fall helps to reduce falls 
related admissions to hospital.

Health & Social Care Moray in collaboration with the Scottish Ambulance 
Service (SAS) have redesigned the current falls referral pathway to create 
a single point of entry for referrals to The Moray Council Adult Social Care 
Access Team. The SAS attend the person and where non injury is identified, 
the referral form is completed by the SAS crew and emailed to the Adult 
Social Care Access Team who respond, engaging with the person and/or 
their family to identify what support, onward referral, information or help is 
required. Use of the referral pathway commenced March 2018. 

The aims include: access for people who have fallen to the right support, 
by the right person(s); reducing the need for a SAS intervention where non 
injury from a fall is identified; maximising an integrated approach by a range 
of services to mitigate possible attendance at the Emergency Department.

This process was presented to the Big BRAG event 10 May 2018 and will now 
be taken forward as a case study for NHS under the 6 Essential Actions for 
Improving Unscheduled Care.

Muirton Garden, Seafield Hospital

Muirton garden is now a dementia friendly area for the use of patients, their 
families and staff. The staff group were aware of the importance of patients 
having time out with the ward area to manage a wide range of symptoms 
and also to provide therapeutic and meaningful activity.

The work to create the garden was completed by the nursing staff group 
and their relatives/spouses. Donations made to the ward were used to fund 
the project and Friends of Seafield (neighbour community hospital charity) 
donated the potting shed.

The garden was officially opened on 6th September 2017 and was welcomed 
by the families of previous patients, current patients and their carers. The 
official opening was featured in the local papers.
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People who 
work in health 
and social care 
services feel 
engaged with 
the work they 
do and are 
supported to 
continuously 
improve the 
information, 
support, care 
and treatment 
they provide.

Health and Social care services are continually developing in line with the 
strategic vision of the IJB. Staff are required to maintain existing services 
whilst implementing significant changes, which presents real challenges that 
need to be recognised and resolved. We aim for our staff to feel confident, 
competent and be professional whilst performing the job they care about.

How did we do?

NHS Grampian conducted two staff surveys, iMatter in 2016 and Dignity 
at Work in 2017, which were issued to NHS staff in Health and Social Care 
Moray to complete.

From analysis of iMatter, staff felt clear about duties and responsibilities, 
felt line managers were approachable and would be happy to recommend 
their team as a good one to be part of. Areas that had least positive feedback 
related to involvement in decisions relating to the organisation, visibility of 
senior management and confidence that performance was managed well. 

Of the 371 staff that responded to the Dignity at work survey, 12% felt there 
was bullying or harassment from colleagues in the workplace but that they 
did not report it because they did not think action would be taken. Emotional 
or verbal abuse from patients or service users has been experienced by 33% 
of staff responding with 60% of these instances being reported and there 
was a greater feeling of confidence that something would be done. 

Whilst results for these surveys were in line with the results for NHS 
Grampian there are areas for improvement in confidence of staff that their 
concerns will be acted on and addressed. Local indicators for sickness 
absence follows the national trends of peaks in % over the winter period 
however the rate has remained above the target of 4% for the last 3 quarters 
and further analysis will be undertaken to understand the issues.

What did we do to make a difference?

Recognising a need to engage with the wider workforce and address key 
issues relating to visibility of strategic direction including opportunities to 
contribute to developments, the following outlines some of the approaches 
undertaken.

National
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Organisational Development Plan 

An Organisational Development Plan has been approved by the MIJB. 
This plan describes the partnerships approach to developing a positive 
organisational culture that will help the MIJB deliver on its strategic priorities 
and aims to ensure the people of Moray get the best services possible. For 
that to be achieve, our staff need to be supported to be able to do the best 
they can do. This plan seeks to build on the strengths already in place across 
the workforce and ensure that we create an environment where staff learn 
and thrive. Although the current environment is challenging we recognise 
the need to invest in our staff to help them through the challenges and the 
changes. The plan sets out our ambition and how we are implementing key 
actions to ensure they are given every opportunity to be their best and feel 
valued in doing so.

Supporting staff to lead and embrace changing roles in the 
establishment of Multi-disciplinary Teams (MDT’s)

One of the highlighted areas for extended MDT’s was additional practice 
based Pharmacy support. We have identified funding for extra support for 
pharmacy assistants, technicians, including pharmacist prescribers. These 
posts are apportioned to practices and play a significant part in the delivery 
of health care at the frontline supporting the wider multi-disciplinary team 
to reshape how they work.

Community nursing has been supported to look at the future of this 
profession in the changing environment undergoing a review process which 
is promoting a redesign incorporating coordinated service delivery and 
care through practices/localities as integrated teams. We are aiming for 
coherence across Moray as we seek to implement change.

Prof Amanda Croft, Acting Chief Executive for NHSG, has developed an 
Advanced Clinical Academy which is being tested in Moray. The Academy 
assists in assessing, training and mentoring MDT members to work at the 
top of their professional license. An initial project will be a training needs 
assessment of DN staff. It is envisaged that this opportunity will be offered to 
GP practice nursing teams in due course. The academy will, in time, support 
other professions seeking to achieve advanced practice providing a clear 
and recognised framework for staff to engage with in their development of 
advanced clinical skills.

The concept of Bite Sized Leadership for GP’s emerged over the past year. 
Funding was secured for additional GP sessions in Cancer and Palliative Care, 
Dementia, Medicines Management and Child Health. Working together with 
the Clinical Leads and the Cluster Quality Lead (both GP leadership roles 
supporting IJB and HSCP)this grouping meets regularly and incorporates 
developments in these key areas by building on the foundations set within 
the GP Strategic Plan. Through the Moray Quality Forum, each of the Leads 
will host an evening meeting for discussion around their proposed remits. 
This provides an opportunity for further collaborative working, learning and 
agreements on ways of working based on good practice for both with GP’s 
and hospital colleagues.
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Healthy Working Lives – keeping staff well

We celebrated maintaining the Gold Healthy Working Lives (HWL) award for 
the 7th consecutive year; having achieved gold plus status since 2013. Moray 
was the first sector within NHS Grampian to achieve Gold status.

The accolade from Health Scotland recognises the organisation as an 
employer who strives to improve the health, wellbeing and safety of 
employees and the wider community.

Many activities and initiatives were undertaken in 2017. These included 
the successful ‘52 weeks of Kindness campaign’ to encourage little acts 
of kindness between staff and also with the wider community. Positive 
relationships and kindness are at the heart of wellbeing and happy 
workplaces. 

A range of activities to encourage staff to try new opportunities and increase 
health and wellbeing have been promoted and supported within Moray. 
Staff can also access health and wellbeing checks via healthpoint, where 
healthpoint advisors can personalise information and advice to support 
healthier lifestyle choices. 

Sharing Good Practice Forum – promoting learning and 
development

This is a multi-disciplinary forum, promoting learning and development, 
which is held each quarter. It is used to share learning from Adverse Event 
reviews and has now also had sessions on the following:

• Confidentiality

• Supervision

• Results of local audits

• STEPPS (Systems Training for Emotional Predictability and Problem 
Solving)

• Individual Placement Support (Employment Support Service)

• MBT (mentalisation based therapy) and its application in clinical practice

Future sessions have been arranged to include:

• Feedback from the recent Patient Safety Climate Tool and any associated 
planned actions.

• Progressing the application of Rights in Mind: A Pathway to Patient’s 
Rights in Mental Health Services

“The activities, information and 
support that healthy working lives 
provides, means that I am healthier 
not just in the workplace, but have 
a healthier lifestyle which benefits 
both me and my family” 

HWL group member.
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Investing in Leadership Development

We are investing in our health and care system leaders, providing 
opportunities to learn with other public sector partners, challenging norms 
and considering collaborations for the good of the people of Moray and 
Grampian. Working in uncertain times and developing personal resilience are 
current themes for leaders. We have engaged and run the first programme 
with 6 health and social care managers working with colleagues across the 
Grampian system of care, providing leadership development fit for the future 
and recognising the changing environment in which they are expected to 
operate. We have access through North East Public Sector Collaborative 
arrangements to a range of programmes and training to develop our system 
leaders.

Case Study 4
Self-Harm Packs

Patient results of 100% positive 
were received in a recent audit 
of the experience of self-harming 
patients in A&E. Additional 
feedback identified a need for more 
information and resources and 
this idea was developed and taken 
forward by the Nurse practitioner. 
She worked with a service user 
to research and identify items for 
inclusion in a pack. These self-help 
materials include a relaxation CD, 
stress booklet, distraction items and 
written information for this specific 
purpose and is distributed by the 
nurse practitioner team. This work 
has built up the confidence and 
knowledge base for staff and assists 
with ensuring the right response at 
the right time.
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Resources are 
used effectively 
and efficiently 
in the provision 
of health and 
social care 
services.

Given the financial pressures that are being experienced in the public 
sector it is imperative that every effort is made to ensure that within HSCM 
resources are targeted appropriately. There are huge costs associated with 
hospital stays so it is essential that they are allocated appropriately.

In addition technology is required to support staff in delivering an increasing 
demand for services. Many of our buildings are old and are not fit for the 
methods of service delivery now used.

National Indicator 2015/16 2016/17 2017/18 Scotland RAG*

Readmission to hospital 
within 28 days (per 1,000 
population)

76 74 81 97

Delayed discharge bed days 764 1,095 955 772

Percentage of health and 
care resource spent on 
hospital stays where the 
patient was admitted in an 
emergency

22% 21% 20% 23%

How did we do?

The number of people waiting to be discharged from hospital when they are 
ready (Delayed Discharges) peaked within 2016/17 and although the figure 
has reduced in 2017/18 we are still well above the Scottish average. The 
peak was due to recording timeframes of 72 hours being implemented, and 
as a result the incidents appear to increase however there is a considerable 
amount of effort focused into projects to reduce this figure for 2018/19 and 
beyond.

What did we do to make a difference?

MIJB were allocated £416k from the Primary Care Fund which has been used 
to test out new approaches in the delivery of primary care, including Link 
Workers, Wellbeing Practitioners, Out of Hours service and pharmacy input. 
These tests will inform future service delivery and identify efficiencies in 
working practices.

Accommodation

Office requirements are being reviewed in relation to development of 
localities, multi-disciplinary teams and their future requirements. In addition 
work will be undertaken to expand the introduction of SMART working and 
flexible working to facilitate reduction in desk and office space requirements 
across all locations.

Work was undertaken during 2017 to facilitate the co-location of the OT’s, 
Social Workers and Homecare into the Forres Health Centre, promoting more 
collaborative working and supporting the Multi-Disciplinary Team process, 
which is recognised in the new GP contract as the way forward.

A review of accommodation for respite services identified there was an 
under-utilisation of capacity. An opportunity to rationalise buildings was 
taken and resulted in the closure of Doocot View, Buckie and Taigh Farris, 
Forres thereby achieving savings in building and operation costs. Clients were 
supported to access alternative options. 

National
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Point of Initial Contact

Over the past year, the Moray Practice Managers group has increasingly 
worked collaboratively and cooperatively to address issues of sustainability. 
HSCM has provided funding for significant development training in 
communication, negotiation and accountability skills, to develop the 
capability to respond to Tier 1 presentations by signposting appropriately, 
thus releasing capacity for Tier 2 and 3 care within practices. 

Moray Practice Managers group is represented at the HSCM Operational 
Management Team meeting which brings together all health and social care 
managers to a forum for discussing changes that impact on point of initial 
contact and service delivery for patients. 

Practices are establishing a database of commonly used resources to 
facilitate sharing and sustainability along many themes. These can be used 
across Moray and will reduce unhelpful variation in practice. 
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Finance 
Planning and 
Performance
Financial Governance

The Moray Integration Joint Board 
(MIJB) has a responsibility under 
the Public Bodies (Joint Working) 
(Scotland) Act 2014 to set a revenue 
budget each financial year. The 
funding of the MIJB revenue budget 
in support of the delivery of the 
Strategic Plan is delegated from NHS 
Grampian and Moray Council. The 
total level of funding delegated to 
the MIJB for the 2017/18 financial 
year was £117.1 million.

NHS Grampian 
Moray Council 

Scottish Government 
MIJB General Reserves 

£66.5m£40.1m

£7.8m

£2.7m

The Scottish Government element of funding has been provided in order 
to facilitate transformation and support the principles of integration. This 
funding is mainstreamed and recurring and supports the delivery of the 
Strategic Plan.

The table below sumarises the financial movement during the year 

Total Funding inc Reserves 17/18 Actual Expenditure 
17/18

Balance of Reserves at 
31.3.18

£ 000 £ 000 £ 000

117,074 116,227 847

Audit Scotland provided MIJB with an unqualified option on its annual 
accounts for 2016/17 and will report on financial accounts for 2017/18 in 
September 2018.

Financial Performance and Best Value

Financial performance forms part of the regular reporting cycle to the MIJB. 
Throughout the year the Board, through the reports it receives is asked to 
consider the financial position at a given point and any management action 
deemed as necessary to ensure delivery of services within the designated 
financial framework. From the mid-point in the financial year, the Board are 
presented with financial information that includes a forecast on the likely 
financial outturn at the end of the financial year.

NHS Grampian 
Moray Council 

Scottish Government 
MIJB General Reserves 

£66.5m£40.1m

£7.8m

£2.7m
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Revenue Summary 2017/18 

The financial performance for the MIJB in 2017/18 was:

Service Area 2017/18 
Budget 
£’000

2017/18 
Actual 
£’000

Variance 
Fav / 
(Adverse) 
£’000

2016/17 
Actual 
£’000

Community Hospitals 5,428 5,475 (47) 5,520

Community Health 3,612 3,555 57 3,654

Learning Disabilities 5,870 6,025 (155) 5,288

Mental Health 7,139 7,447 (308) 7,405

Addictions 965 1,003 (38) 823

Adult Protection & Health 
Improvement

153 144 9 165

Care Services Provided In-House 13,460 13,427 33 13,047

Older People & Physical and Sensory 
Disability

16,066 16,945 (879) 16,267

Intermediate Care & Occupational 
Therapy

1,382 1,508 (126) 1,629

Care Services Provided by External 
Contractors

10,961 11,024 (63) 9,946

Other Community Services 7,149 7,143 6 7,169

Administration & Management 2,687 2,569 118 2,703

Primary Care Prescribing 16,798 17,844 (1,046) 17,304

Primary Care Services 15,252 15,085 167 14,890

Hosted Services 3,885 4,061 (176) 3,681

Out of Area Placements 669 658 11 525

Improvement Grants 980 787 193 930

Total Core Services 112,456 114,700 (2,244) 110,946

Strategic Funds (inc Reserves) 4,618 1,527 3,091 875

Total Net Expenditure 117,074 116,227 847 111,821

Main Reasons for Variances Against Budget in 2017/18

Overall, the MIJB core services resulted in an overspend of £2.2m. This 
position has been improved considerably when the slippage on strategic 
funds are taken into consideration resulting in an overall underspend of 
£0.847m. 

Learning Disabilities – the Learning Disability service was overspent by 
£0.155m at the year-end. The overspend is primarily due to the purchase 
of care for people with complex needs, including young people transferring 
from Children’s services. This is offset by underspends on staffing 
(£0.129m) that has existed throughout this financial year, mainly relating to 
physiotherapy, speech and language and psychology services. The Learning 
Disability Transformation Programme is in its implementation phase which 
will enable the system to be confident that people are being supported in 
the best way to ensure they have the right kind of support to become as 
independent as possible. Demographics suggest that the number of people 
with a learning disability will continue to increase, and whilst these people 
will live longer with more complex needs this creates additional financial 
pressure in the system.
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Mental Health – services were overspent at the end of the year by £0.308m. 
In the main this was due to senior medical staff costs including locums 
(£0.181m), nursing and other staff (£0.073m). There are clear obligations 
that exist in relation to mental health consultants and the responsibility for 
ensuring the clinical needs are met fall to NHS Grampian whilst the financial 
impact directly affects the MIJB. This continues to be closely monitored.

Older People and Physical and Sensory Disability Services – services were 
overspent by £0.879 million as at 31 March 2018. This primarily is due 
to external purchasing of care with a continuing increase in demand on 
services. Primarily, this was attributable to growth through increased care 
packages which have risen by 30% on the level at March 2017.  Additionally, 
there have been increases to hourly rates that have highlighted further this 
adverse variance.

Primary Care Prescribing – remains the most significant financial pressure 
facing the MIJB which gave rise to an overspend in year of £1 million. 
Prescribing is the largest budget within the services delegated to the MIJB 
at £16.8 million and is extremely difficult to predict due to the number 
of external factors influencing costs and control. Medicines management 
practices are in place to promote cost effective treatment options, 
identifying and responding to prescriber variation, reviewing patients’ 
treatment regimens ensuring waste is minimised, however, external 
influences remain the predominant factor in cost control of the prescribing 
budget.

Hosted Services – are operated and managed on a Grampian wide basis. 
Hosting arrangements means that one IJB within the Grampian Health Board 
area hosts the service on behalf of all 3 IJB’s. Strategic planning for the use of 
hosted services is undertaken by the 3 IJB’s for their respective populations. 
MIJB has responsibility for hosting the Primary Care Out of Hours Services 
(GMED) and Primary Care Contracts. The reported overspend for the year 
was £0.176m; this is representative of Moray’s share of all hosted services 
within Grampian. The overall recharge includes overspends on sexual health, 
Marie Curie nursing, Police forensic examiners and GMED, which is reduced 
by underspends in other areas of the hosted budgets namely - Intermediate 
care, Diabetes & Retinal screening and HMP Grampian.
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Financial Outlook 

One of the major risks facing the MIJB and its ability to deliver the services 
delegated to it within the context of the Strategic Plan is the uncertainty 
around the funding being made available from the partners and the Scottish 
Government.

The Scottish Government 2018/19 funding settlements, for both health 
boards and local authorities, announced in December 2017 were challenging 
resulting in an adverse impact from the local authority on the onward 
negotiation of funding to the MIJB. Whilst the strategic outcomes and intent 
remain unchanged, the challenge is to ensure that the economic impact of 
decisions are highlighted as there is insufficient funding to maintain current 
levels of service in 2018/19 and beyond.

The reduced funding levels, combined with the demographic challenges 
we are facing in a period of ambitious reform present defined risks and 
uncertainties that require monitoring and managing on an ongoing basis. 
The ageing population and increasing numbers of people living with long 
term conditions and complex needs will generate demands which cannot 
be met unless alternative service delivery models are generated. There is an 
on-going commitment to provide care to those in the greatest need while 
providing those services within the resource available. 

Best Value 

NHS Grampian and Moray Council have delegated functions and associated 
budgets of these functions to the MIJB. It is the responsibility of the MIJB to 
decide how to use these resources to achieve the objectives of the Strategic 
Plan. 

The governance framework comprises the systems of internal control 
and the processes, culture and values, by which the MIJB is directed and 
controlled. It demonstrates how the MIJB conducts its affairs and enables the 
MIJB to monitor progress towards the achievement of its strategic priorities 
and to consider whether those priorities have led to the delivery of cost-
effective services. 

The MIJB ensures proper administration of its financial affairs through the 
appointment to the Board of a Chief Financial Officer, in line with Section 95 
of the Local Government (Scotland) Act 1973. 

Financial Reporting on Localities 

The financial reporting for 2017/18 is not currently reported at locality 
level. This continues to be a work in progress and remains a priority for 
development.
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Reporting on 
the Integrated 
Care Fund
MIJB received a total of £1.59m 
from the Scottish Government’s 
Integrated Care Fund (ICF) in 
2015/16 to support delivery of 
improved outcomes from health 
and social care integration, help 
drive the shift towards prevention 
and early intervention and further 
strengthen our approach to 
tackling inequalities. This amount 
has remained static but is now 
part of core funding to assist the 
continuation of programme delivery 
and in line with the overarching 
strategic policy drivers outlined in 
the Strategic Plan. 

Allocation to date of the ICF resources can be summarised as follows:

Theme 2017/18 
Allocation £ 
000

2017/18 Actual 
Expenditure 
£000

Underspend in 
Year £000

Promoting Community Wellbeing 111 89 22

Staying Independent, Self- 
Management of Long Term Conditions

466 390 76

Recovery, Rehabilitation & 
Enablement

191 202 -11

Intensive Support 86 61 25

Related Enablers 726 714 12

Unallocated Balance 10 0 10

Total ICF 2017/18 1,590 1,456 134

Inspections
Our services are subject to independent scrutiny by external agencies. These 
inspections are against national standards and check that the services that 
are being delivered meet the standards, the needs of those receiving the 
service and they provide value for money. The score is from 1 (lowest) to 5 
(highest).

During 2016/17 we operated 26 services that scored 3 or below by the Care 
Inspectorate. There were no enforcement actions received but there were 
recommendations for improvements.

Working in partnership with providers, both internal and external, action 
plans were established to improve performance and progress was monitored 
by the commissioning team. Examples of actions identified were to ensure 
reviews are completed on time and support plans updated

Inspection scores for 2017/18 show that 13 of those original 26 are now 
scoring 4 or more, 9 remain on 3 and there are two that have dropped below 
3. Monitoring of the action plans continues to ensure that recommendations 
are actioned appropriately and timeously.

It is important to note that there has been a recent change to grading 
requirements and criteria so it will not be possible to carry out direct 
comparisons in the next year.
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“Very good start and look forward to 
expanding it at next meeting.”

Community Councillor

“Useful discussion. Need feedback.”
Attendee feedback

“A lot to discuss in a short time. 
More ongoing discussion required. 
Information gained was interesting 
due to mix of people on table.”

Attendee feedback

“Very good. This is ground-
breaking. Keep on sharing. Keep the 
momentum going?”

Attendee feedback

Localities and working with 
communities
Moray has two localities agreed by the IJB, an East and West Locality.

We have tested out a number of approaches in community engagement 
and participation in the future design and delivery of services and this year 
in particular we have focused predominantly on Forres as an area where 
there was an opportunity to increase the pace of change and integration 
of services. We have used this approach based on our experience of an 
earlier piece of work the Speyside Area when we worked closely with a 
very rural community, Glenlivet in early 2017 to secure General Medical 
Services in collaboration with the community. After a challenging start where 
the community felt we had not sufficiently engaged we worked with them 
towards a mutually positive outcome. The learning in the ‘how’ we engage 
was significant and has influenced the ongoing approach in Forres.
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Forres 

Community conversations in the Forres area are further paving the way for 
the transformation of services fit for the future as we learn how to work well 
with communities.

Working with communities is at the heart of integrated health and care. 
It enables people who understand the area, the issues, the needs and 
strengths of the people who live there, to get involved in making decisions 
about local services.

Three engagement events – in June, August and November 2017 – provided 
an opportunity for the community to learn more the MIJB, Health and Social 
Care Moray and the challenges of delivering high quality, safe, effective and 
sustainable services now and in the future.

Facilitated table discussions at each event provided opportunities to consider 
how existing resources could be utilised to better meet local needs and 
improve outcomes.

Attendance at the events ranged from 40-70 people and along with the 
residents included board members, ward councillors and health and social 
care practitioners.

In February 2018 Health and Social Care Moray launched an ambitious 
change programme to develop a new model of joined-up care for the frail 
elderly in the Forres locality.

It is bringing together staff, GPs, the third and independent sectors, voluntary 
groups and the local community including the community council to identify 
improved ways of caring for patients which supports them to manage their 
health conditions, helps them recover their independence after illness or 
injury and enables them to remain within their own home by preventing 
hospital admission.

A series of co-production workshops for all stakeholders will be held in 2018 
to inform the development of a business case for the proposed new model 
which will be presented to the MIJB in November 2018. 

Keith and Speyside

We have already in recent years conducted a similar process in Keith and 
Speyside in relation to the strategic needs assessment required to request 
a replacement health centre in Keith. This was also run in workshop form 
and gathered significant views from that local area. This process is now 
about to enter a formal process of establishing a business case and this 
will again require further input form the community, workforce locally, key 
partners including the community council, seeking to co-produce the future 
ambitions.
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Strategic Plan Review

Achievements so far Planning in the 
current financial 
landscape

Lessons learned Future priories

What next?

We have some significant pieces of planning in the next 5-10 years for Elgin 
and Lossiemouth and Buckie and Cullen. We believe we have started to apply 
a framework in practice that is well received and will seek to replicate this 
across Moray in any strategic planning underway.

Review of Strategic Plan 

In April 2017 a workshop was held by the Strategic Planning and 
Commissioning group to review the Strategic Plan and ensure that the 
intentions remained relevant to the vision of the MIJB, whilst the Strategic 
Planning and Commissioning Group drive forward the development of the 
Plan by overseeing planning and commissioning on behalf of the MIJB. The 
review of the Strategic Plan considered:

The outcome of the session confirmed that a light-touch review of the 
Strategic Plan was appropriate in the interim with consideration for a 
complete refresh in a year’s time and a full needs analysis with progress 
against the Plan to be visible.

A programme of workshops and engagement sessions with stakeholders 
has been arranged during 2017/18 with a revised draft Strategic Plan to be 
presented to MIJB for consideration in early 2019.
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Your Notes
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