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Recommendation 
 
The NHS Board: 
 

 agree that prevention and mitigating against social harms must be the responsibility 
of all clinical staff, recognising opportunities to capitalise on ‘key teachable 
moments’ and agree that support for this agenda from Directors and senior clinical 
colleagues is vital to achieving performance measures contained in the CMO letter; 

 note the considerable amount of prevention work that has been progressed in 
hospitals locally with increasing intensity, but agree there is still more to do, such as 
more widespread implementation of activities set out on pages 9,10,and 11; 

 As suggested within the inequalities and Health Promoting Health Service Papers, 
the establishment of a “Better Health Strategic Group” to oversee the strategic 
aspects of HPHS, and actions in relation to prevention and reducing inequalities is 
recommended.  In addition, it is proposed that this group is co-chaired by a non-
executive member of the Board and the Director of Public Health. A “Better Health 
Network” targeting practitioners is proposed to complement the work of this 
strategic group. 

 agree to receive a report in the future about prevention and early intervention work 
that is underway within the mental health services 

 

 

Summary 
 
Prevention, early intervention and anticipatory care are described in this paper. Much work 
is underway in Crosshouse, and Ayr University Hospitals and local community hospitals 
but more could be done. This paper describes the national and local initiatives underway 
to support prevention and early intervention in the acute sector. The paper encourages the 
NHS Board to ensure that appropriate structures are in place to oversee, further develop 
and monitor such work and encourages prevention and early intervention to be considered 
in future change programmes. 
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Glossary of Terms  
 

BBV 
HPHS 
NRT 
CEL 
CMO 
MCN 
CPPs 

Blood Borne Virus 
Health Promoting Health Service 
Nicotine replacement therapy 
Chief Executive Letter 
Chief Medical Officer 
Managed Clinical Network 
Community Planning Partnerships 
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1. Introduction 

 
1.1 Health and Social Care Partnerships have a clear role in improving the health of the 
population, as well as preventing ill health and intervening early when issues emerge in 
relation to health and social care.  Indeed, Outcome 1, expected of the HSCPs is: People 
are able to look after and improve their own health and wellbeing and live in good health 
for longer.1 There is much work underway and there is an obvious commitment to sustain 
and develop this approach. A paper was presented to East IJB in October 2016, outlining 
the current contribution of that partnership to this agenda and work continues to further 
define the contribution of other partners to health and wellbeing. A similar range of activity 
will undoubtedly be able to be evidenced in North and South HSCPs. 
 
1.2  In addition, the NHS Board received a paper in August 2016 which reviewed the 
position in relation to inequalities and health inequalities and reminded the health and 
social care system in Ayrshire and Arran of its current activity and ongoing responsibilities. 
In response, there was agreement to establish a group to oversee and co-ordinate the 
work across the system.  
 
1.3  The activity that is described in this paper is drawn from the Acute sector, which is 
now defined as Crosshouse and Ayr University Hospitals. However, the Community 
Hospitals in Ayrshire and Arran were, until relatively recently, part of the Acute sector and 
thus the same approaches to prevention and early intervention are in place and expected 
to further develop within those environments. The Community Hospitals are now within the 
remit of the Health & Social Care Partnerships. For the purposes of this paper, these 
hospitals are considered part of the “acute” service delivery. 
 
1.4  Similarly, this report does not include prevention work that is being undertaken 
specifically within the mental health services. There are many prevention and early 
intervention issues which require particular attention for people with mental health 
problems or learning disabilities. We suggest that a further piece of work is undertaken to 
identify the full range of prevention and early intervention activity that is underway within 
that context. 
 
1.5  This paper intends to explore what the Acute sector of NHS Ayrshire & Arran can 
contribute to improving health and preventing ill-health. For clarity, there are definitions of 
prevention, early intervention and anticipatory care and the paper will then go on to further 
differentiate the different types of prevention. 

 
1.6  The following section summarises the evidence for potential activity within the acute 
sector in regard to health improvement and prevention, along with some supporting 
economic evidence for such approaches. 
 
1.7  A short exploration of the potential of the Health Promoting Health Service (HPHS) to 
provide context for such activity is provided, along with a description of some of the activity 
that is currently underway in Ayrshire. 
 
1.8  Lastly, there will be a short review of the role of the NHS Board as a Community 
Planning Partner and its potential contribution in that context.  
 
 

                                            
1
 http://www.gov.scot/Topics/Health/Policy/Adult-Health-SocialCare-Integration/Outcomes 
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2. Context and background 
 

2.1  Improving the health of the population is a challenging process, especially in an 
economic environment that mitigates against the determinants of good health. The NHS 
Board has already received a paper (August 2016) that outlines the causes of inequalities 
and health inequalities and has responded by agreeing to establish a group to co-ordinate 
the work to oversee local activity.  
 
2.2  In addition, as a partner in the three Community Planning Partnerships, NHS 
Ayrshire & Arran is engaged in a range of initiatives that will support the wider inequalities 
agenda and address some of the determinants of health. The potential contribution of the 
NHS Board will be explored later in this paper.  
 
2.3  In response to a number of well-rehearsed drivers, NHS Ayrshire & Arran is 
embarked on a major programme of transformational change, establishing a number of 
Transformational Change Programmes. As well as the local demographic pressures, part 
of the context for this change is the publication of the Chief Medical Officer’s report 
Realistic Medicine2 which calls for more person-centred care. Our local transformational 
change programmes could include an emphasis on supporting NHS staff in the acute 
sector to consider prevention and early intervention more explicitly, as part of person-
centred care. 
 
2.4  Fast Forward processes are also underway within a number of services across the 
Acute sector. As part of the process, consideration is given as to how the service under 
review might take a more preventative approach to their service delivery.  
 
2.5  Bearing in mind the complexities of the determinants of health, supporting people to 
choose a healthy lifestyle can have an impact on their health and wellbeing. For example, 
stopping smoking remains the single most preventable cause of ill health and addressing 
alcohol issues is important for individuals, families, communities, local services and society 
in general. Recognising that it is easier for some sections of society to make healthy 
lifestyle choices than it is for others, the NHS has an important role to play in improving 
health, preventing ill-health and supporting optimum health for those with long-term 
conditions. The Health Promoting Health Service (HPHS) advocates that “every healthcare 
contact is a health improvement opportunity”.  
 
 
 
 
 

 
3. Prevention, early intervention and anticipatory care 

 
3.1  As the NHS Board has recently considered its response to inequalities, the 
inequalities dimension of prevention, early intervention and anticipatory care will not be a 
main focus of this paper. However, it must be borne in mind that there is always a risk that 
inequalities may be widened by some actions taken by the acute sector of the NHS if 
individual and systemic approaches are not considered sensitively. For example, it has 
been agreed that if someone does not attend their first appointment at hospital, then they 
will require to be re-referred before receiving a second appointment. It is already known 

                                            
2
Chief Medical Officer’s  Annual Report 2014-15, Scottish Government 

http://www.gov.scot/Resource/0049/00492520.pdf 

Stopping smoking remains the single most preventable cause of ill health and addressing 
alcohol issues is important for individuals, families, communities, local services and 
society in general.  
“Every healthcare contact is a health improvement opportunity”.  
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that people from more deprived communities approach their GPs later in the progression 
of illness/disease; could a delay caused by re-referral impact further on their outcomes? 
 
3.2  The terms “prevention” “early intervention” and “anticipatory care” are often used 
interchangeably but they are distinct activities and processes that require different 
approaches. 
 
3.3  “Prevention” is defined as “interventions that occur before the initial onset of a 
disorder” to prevent the development of a disorder. Prevention relies on reducing the risk 
factors for any given disorder, as well as enhancing any protective factors. Selective 
prevention interventions target at-risk populations (for example, people with raised 
cholesterol levels); universal prevention interventions are aimed at improving the overall 
health of the population (for example, encouraging increased physical activity and 
healthier diet). Prevention is achieved through the application of multiple strategies; it is an 
ongoing process that must relate to each emerging generation. Examples of prevention 
might include raising awareness of an issue, providing information, resources and support 
(e.g. provision of a Smoking Cessation service) to make personal or societal change, 
ensuring that policies, regulations and, if necessary, laws, are in place and mobilising 
communities. For some types of disorder, developing strong family and community 
relationships are important preventative strategies. No single approach will work alone, but 
all partners have a role to play in preventing illness in our population. 
 
 
 
 
 
 
 
3.4  Within a medical context, “prevention” is sometimes classified as “primary”, 
“secondary” and “tertiary”. When used in such a way, primary prevention could be 
understood to be the same as universal prevention in that the intention is to reduce the 
instances of an illness in a population (such as coronary heart disease) and thus reduce, 
as far as possible, the risk of new cases appearing. 
 
3.5  At this point, there requires to be some mention of population screening programmes 
which are intended to separate people into those considered to be low risk for a specific 
condition (no follow up) and those considered to be at high risk. People at high risk can be 
further assessed to assist with earlier diagnosis and early intervention to improve 
outcomes. 
 
3.6  Secondary prevention is similar to selective prevention in that it is targeted at 
detecting and treating pre-symptomatic disease with a view to averting the ensuing 
negative consequences. 
 
3.7  Lastly, tertiary prevention involves activity that is aimed at managing and reducing 
the impact of long-term conditions which may involve rehabilitation, or therapy or other 
interventions that are designed to help an individual return to and maintain normal life. 
 
3.8  “Early intervention” is used when there are warning signs that someone is at risk of a 
particular disease and steps are taken at an early stage. The aim is to help someone 
recover more quickly or to prevent the disease/problems becoming diagnosable. 
Responding to these early signs as soon as possible is the key to good outcomes in this 
context. Services need to be put in place quickly with a view to avoiding a worsening of the 

Prevention is achieved through the application of multiple strategies. No single 
approach will work alone, but all partners have a role to play in preventing illness in 
our population. 



 

6 of 14 

condition or situation. Action at this stage can avoid more intensive and higher costs for 
services at a later time.  
 
3.9  Lastly, the term “anticipatory care” has come into common usage. Anticipatory care 
involves identifying people who are already at high risk of particular diseases or clinical 
conditions. One of the identifying features of anticipatory care is the involvement of the 
patient as a co-producer of his/her own health. These, coupled with understanding and 
knowledge of the patient by the practitioner, are the key ingredients of an anticipatory care 
programme. Creating an “anticipatory care plan” is a process that is designed to support a 
patient who is living with a long-term condition and who is planning for an expected 
change in that condition in the future. The discussions about future options and choices 
take place at a time when the individual has the capacity to make decisions about their 
care, with the involvement of their family.  
 
 
 
 
 
 
 
3.10  As identified above, all work in relation to prevention requires consideration of the 
underpinning issue of inequalities so, for completeness, reference needs to be made to the 
approach offered by NHS Health Scotland which relates to “mitigate” “prevent” and “undo”. 
This has resonance for the NHS Board particularly as a Community Planning partner, as 
well as considering its potential use within the context of acute services.  
 
3.11  Mitigate is where action is taken to reduce the impact of social inequalities on 
individuals’ health and outcomes. This is where most health and social care will act, as the 
core activity is to address “downstream” problems. Actions by NHS staff in the acute 
sector are unlikely to reduce population inequalities, but they can contribute to mitigation if 
staff are sensitive to the impact of an individual’s social context, including any barriers that 
some people might face. Ensuring that social factors are addressed and that there is 
genuinely equal access to services, irrespective of circumstances, is known as 
inequalities sensitive practice. The focus is on improving the health of individuals but in 
a way that recognises the barriers to health related to social circumstances. 
 
3.12  Preventing health inequalities means that, together, work is undertaken to prevent 
the social inequalities that have an impact on health and social outcomes. Those most at 
risk of poor health are those who have least access to health enhancing living and working 
conditions, such as high quality housing, affordable healthy food and safe environments. It 
is the role of the NHS to advocate for health to be considered in housing, transport, 
education and environmental plans and strategies.  
 
3.13  Undo requires a reversal in the policies and social processes that are resulting in 
increasing social inequality (with resultant health inequality). This therefore requires action 
on legislative, fiscal and cultural change. 
 
4. Prevention within the acute hospital setting 

 
4.1  This section contains a short review of the evidence base for what could be done in 
the acute setting in relation to prevention, early intervention and anticipatory care. It will 
also draw on a previously presented paper on effective interventions developed by Esther 
Curnock (2011) (although the sums quoted are now out of date, the principles remain).   

Anticipatory care involves identifying people who are already at high risk of particular 
diseases or clinical conditions. One of the identifying features of anticipatory care is the 
involvement of the patient as a co-producer of his/her own health. It is not the same 
thing as “prevention”. 
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4.2  The Christie Commission reported that it was estimated that “as much as 40 per 
cent of all spending on public services is accounted for by interventions that could 
have been avoided by prioritising a preventative approach” and insisted that focusing 
resources on prevention measures must be a “key objective of public service reform” and 
encouraged services to pursue preventative approaches, tackle inequality and promote 
equality.  
 
4.3  A summary of the costs of admissions attributable to alcohol, tobacco, and obesity in 
NHS Ayrshire & Arran in 2009 and 2010 are detailed in Table 1.  In 2010 the cost of 
admissions was over £10 million for those related to alcohol use, more than £19 million for 
tobacco use and approximately £8 million for obesity.  The total annual  cost of alcohol, 
tobacco and obesity-related hospital admissions is over £38 million however, there will be 
areas of overlap between categories. 
 

Table 1: Costs of hospital admissions coded at Position 1 or 2 attributable to alcohol, 
tobacco & obesity in NHS Ayrshire & Arran in 2009 & 2010. 

 

 Cost of Attributable Hospital Admissions 

 2009 2010 

Alcohol £9,994,600 £10,795,895 

Tobacco £19,531,160 £19,371,440  

Obesity £7,492,595 £8,027,690  

Total £37,018,355 £38,195,025 

 
4.4  Prevention, although complex, is often ‘low tech’ and low cost in comparison to 
treatment.  An Australian economic evaluation programme analysed the cost-effectiveness 
of 123 prevention interventions addressing a range of issues and found that 43 
interventions were either ‘dominant’ (i.e. both improved health and achieved net cost 
savings) or very cost-effective, and a further 31 interventions were categorised as good 
value for money. Vos T, Carter R, Barendregt J et al (2010). 
 
 
 
 
 
 
 
 
4.5  The review of Public Health in Scotland (2015) received evidence which emphasised 
the cost effectiveness of preventative approaches. The Organisation for Economic Co-
operation and Development (OECD) predicts that the cost of health care will double by 
2050 and a substantial proportion of costs are associated with health issues that may be 
reduced through effective population- based actions. The cost-effectiveness of public 
health interventions as discussed by Owen L et al (2011) noted that the health and 
economic effects of lifestyle diseases are substantial; however, only around 4% of NHS 
funding is spent on prevention.  In addition, the National Institute for Health and Care 
Excellence (NICE) has shown that many public health interventions are more cost-
effective than clinical interventions and are a highly cost-effective use of public 
funds.  Thirteen interventions aimed at the population such as legislation to reduce 
young people’s access to cigarettes, were among the most cost effective (Kelly 
2012).  

A report published by the International Futures Forum  states that “of all the 
current strategies for dealing with the financial challenge, [investment in 
prevention] has the greatest likelihood of reducing demand for healthcare, 
improving recovery rates when people become ill, providing sustainability in the 

longer term”. Hannah M (2010). 
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4.6  As Chief Executive Letter (CEL) 14 (2008) set out, as well as treating illness, 
hospitals can help create a “step change” in health and wellbeing, while simultaneously 
contributing to a reduction in health inequalities, through promoting health and enabling 
wellbeing in patients, their families, visitors, and staff. Clinical teams and, indeed, whole 
hospitals can incorporate health improvement into their day-to-day ethos and activities, 
taking advantage of opportunities to change behaviours, especially among people most at 
risk of poor health. However, it is also acknowledged that health improvement actions 
within patient care can be particularly challenging to evidence within hospital settings. The 
specific actions include raising the issue, provision of brief advice and, if necessary, 
referral to specialist services. While all the interventions recommended are evidence-
based, linking these interventions to improved patient outcomes is complex.  
 
4.7  Commitment to the HPHS approach was endorsed by the CEL “Action in acute 
settings” CEL (14) 2008 and tasked NHS Boards to “implement specified health promoting 
actions on smoking, alcohol problems, breastfeeding, food and health and health at work”. 
Capacity was also developed via a range of actions including workforce development and 
training and resources. Various outcomes associated with HPHS were cited, including 
policy and strategy development and standards; greater staff, patient and visitor exposure 
to health improvement messages; higher levels of health improvement activity and 
potential changes in various health behaviours such a staff cycling to work. A range of 
environmental changes were also cited, e.g. health improvement principles had informed 
the planning of new hospital builds, establishment of fruit and vegetable shops, 
improvement in healthier food and drink options and achievement of smoke free 
environments.  
 
4.8  Responsibility for HPHS has now been transferred to the Chief Medical Officer 
(CMO) who slightly shifted emphasis to “Action in Secondary Care Settings” which 
includes acute and community hospitals (the latter now being managed by Health and 
Social Care Partnerships). 
 
 
 
 
 
 
 
4.9  In addition, data shows that admissions to hospital are highest amongst those from 
the most deprived communities, therefore taking forward health improvement in secondary 
care contributes to addressing health inequalities. 
 
4.10  Much of the existing evidence available focuses on health behaviour change and the 
King’s Fund suggest that for every £1 spent on motivational interviewing and developing 
supportive networks for people with alcohol or drug addiction problems, £5 is returned to 
the public sector in reduced health care, social care and criminal justice costs.  

 
5. What is being done nationally? 

 
5.1  Reports submitted by NHS Boards suggest that health improvement action is 
undertaken by clinical staff in a wide range of clinical settings, including in NHS Ayrshire & 
Arran: 
 

Evidence suggests that using a “key teachable moment” when someone is ill 
and in hospital can lead to lifestyle changes which will improve their health and 
result in fewer hospital admissions. Lawson PJ, Flocke SA (2009). 
 



 

9 of 14 

 Smoking cessation pathways are now in place  in all territorial NHS Boards and there 
was a significant increase in hospital-based referrals for smoking cessation  

 Significant progress was reported in physical activity interventions, with 4,000 staff 
trained in physical activity and delivery reported in over 60 clinical settings 

 There was substantial improvement in sexual health reporting with better 
understanding of reproductive health and the promotion of effective contraception in 
maternity and termination services 

 Many population screening programmes are delivered in the acute sector by radiology 
staff in Abdominal Aortic Screening and Breast screening. Colonoscopy staff are an 
integral part of the bowel screening programme. Ophthalmology staff are key to 
delivery of the diabetic retinopathy screening service which prevents blindness among 
people with diabetes. 

 Reports suggest that further strategic engagement with medical, nursing and Allied 
Health Professional leads is required to build on current practice and embed delivery 
as part of routine service. 

 
5.2  Prevention has been shown to be effective, for health and economic reasons and 
policy focuses on the merits of prevention yet the financial resource does not follow.  In 
addition, although it is acknowledged that there are gaps in the evidence, the best 
preventative evidence for Scotland concludes that despite being incomplete, there is 
enough evidence to act. (Craig (2014).  
 
6. What is being done locally? 

 
6.1  The public health topics of concern to our local population remain alcohol, tobacco, 
obesity and mental health (ATOM). These remain priority areas for attention. Fortunately, 
however, many areas of prevention activity can address one or more of these 
simultaneously. For the purposes of this paper, activity has been loosely grouped into 
overarching activity, ATOM activity and other prevention work.  
 
6.2  Overarching activity: 

 Health improvement topics such as smoking cessation, alcohol, physical activity, 
weight management, as well as social issues such as financial issues and 
homelessness, are embedded in the clinical pathways within each MCN 
(Respiratory, Stroke, Cardiology, Diabetes, BBV) 

 Efforts are being made to create and develop hospital environments that promote 
health improvement for staff, patients and visitors 

 A toolkit has been developed to enable AHPs to raise and discuss issues such as 
work, alcohol, smoking cessation, weight management, physical activity and mental 
health and wellbeing, with their patients.  AHPs have reported feeling more 
confident in supporting patients on such topics and more knowledgeable about how 
and where to signpost patients to for further help 

 As part of person centred care and supported self management approaches, work 
is underway to support clinicians and patients to have collaborative conversations, 
whereby the ‘what matters to you’ ethos is used by clinicians to understand the 
most important issues to the patient.  Experience shows that for many patients, 
money and housing issues are major contributory factors to their (ill) health.  Staff 
are being supported and equipped to refer and/or signpost to services that can help 
address such issues  

 An Inequalities Self Assessment toolkit has been developed by Public Health staff 
in collaboration with NHS Health Scotland.  The toolkit aims to enable services to 
assess staff knowledge, confidence and skills around health inequalities. The tool 
will also enable managers and their teams to identify opportunities to address 
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inequalities as part of service planning, as partners in Health & Social Care and 
Community Planning Partnerships and through procurement and recruitment 
practices.  The toolkit has been piloted with AHPs within secondary care and further 
roll out is planned  

 Financial inclusion services are promoted to MacMillan patients and a leaflet is 
currently being developed to ensure that all staff know where to signpost to.  Work 
has been undertaken to have a financial inclusion service within the hospital setting  

 Training on ‘Working in Partnership” and ‘Inequalities Sensitive Practice’ is available 
via elearning and face to face sessions  

 During 2015/16, 26 hospital based staff completed health behaviour change 
training, including training on reducing inequalities.  A further 20 staff completed the 
‘Improving Health, Developing Effective Practice’ course. 
 

6.3  Alcohol: 

 Last year 3,560 alcohol brief interventions were delivered and 116 front line 
practitioners were trained to deliver alcohol brief interventions.  A further 1,008 staff 
have completed the online learnpro alcohol brief intervention module. 

 
6.4  Tobacco 

 Following a pilot of a smoking cessation pathway in respiratory wards, NHS 
Ayrshire & Arran are now further developing the pathway for respiratory patients in 
close collaboration with the Respiratory MCN. Furthermore, a smoking cessation 
action plan for secondary care has been developed and covers actions for in-
patients, out-patients, pre-operative assessment and capacity-building actions, and 
includes the use of quality improvement methodologies  

 All NHS Ayrshire & Arran grounds are now smoke free and quit attempts within the 
smoking cessation opt-out service have increased as a result.  During 2015/16, 662 
patients who smoke were supported with NRT while in University Hospitals 
Crosshouse and Ayr.   

 
6.5  Obesity 

 The Hospital Volunteer Tea Bar at University Hospital Ayr was the first voluntary 
organisation within a hospital setting in Scotland to achieve the Healthy Living 
Award Plus and the Tea Bar at University Hospital Crosshouse now also has the 
award.  All of the dining rooms in NHS Ayrshire & Arran have achieved this award.  
Furthermore, the volunteer run shops are working to achieve the Healthcare Retail 
Standard set out by the Scottish Government and aim to be compliant by 31 March 
2017 

 The NHS estate is being used to promote the physical activity of staff, patients and 
visitors.  
 

 
 
 
 
 
 
 
 
 
 
 
 

As part of the Greening the NHS Estate programme, a network of accessible 
footpaths has been created at University Hospital Ayr/ Ailsa and preparatory work 
has begun to create accessible footpaths in the woodlands at Ayrshire Central / 
Woodland View. Partnership working with Sustrans has also enabled the upgrading 
of existing underutilised paths to dual use cycle/ pedestrian status at UHA and 
ACH, better linking the sites with neighbouring communities and the national cycle 
network.  
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6.6  Mental health 

 Following a survey on stress levels of a cohort of Band 7 staff across the system, 
and aligned with sickness absence data, much activity on stress management and 
promotion of mental wellbeing has taken place, including the establishment of a 
“one stop portal” for mental health support for all staff 

 As a result of an analysis of staff sickness absence rates, activity is being initiated 
with the Health & Safety Executive to see if there is a specific piece of work that 
could be undertaken to address the causes of some of the sickness absence 
including stress. 
 

6.7 All of this work is reported in the Health Promoting Health Service Annual Report, 
which is approved by the Healthcare Governance Committee and is submitted to Scottish 
Government. As suggested within the inequalities and Health Promoting Health Service 
Papers, the establishment of a “Better Health Strategic Group” to oversee the strategic 
aspects of HPHS, and actions in relation to prevention and reducing inequalities is 
proposed.  It is also suggested that this group is co-chaired by a non-executive member of 
the Board and the Director of Public Health. 

 
A “Better Health Network” targeting practitioners is proposed to complement the work of 
this strategic group. 

  
7. The NHS as a Community Planning partner 
 
7.1  As outlined in the Community Empowerment & Renewal Act (2015), Community 
Planning Partnerships are to become increasingly influential in the delivery of a wide range 
of public sector reforms, as well as ensuring that the services that are delivered locally 
address the complex and deep-rooted factors that create social inequalities and ultimately 
health inequalities.  
 
7.2  Community Planning Partnerships require to recognise the complexity of the health 
improvement agenda and there is a need to involve Community Planning Partnerships 
meaningfully at a number of levels. Many partners, while making a contribution to the 
health of the population, can overlook or fail to perceive that contribution. Therefore the 
process of considering how Community Planning can impact on health – and vice versa – 
is an important step in developing a shared agenda for health. 
 
7.3  New guidance for Community Planning Partnerships was published in December 
2016 by the Scottish Government as part of the Community Empowerment & Renewal Act 
2015 and was presented to the NHS Board in December 2016. A Board workshop is 
planned which will allow further exploration of the role of the NHS Board as a Community 
Planning Partner. 
  
8. Recommendations 
 
The NHS Board is asked to: 
 

 agree that prevention and mitigating against social harms must be the responsibility 
of all clinical staff, recognising opportunities to capitalise on ‘key teachable 
moments’ and agree that support for this agenda from Directors and senior clinical 
colleagues is vital to achieving performance measures contained in the CMO letter; 

 note the considerable amount of prevention work that has been progressed in 
hospitals locally with increasing intensity, but agree there is still more to do, such as 
more widespread implementation of activities set out on pages 9,10,and 11; 



 

12 of 14 

 As suggested within the inequalities and Health Promoting Health Service Papers, 
the establishment of a “Better Health Strategic Group” to oversee the strategic 
aspects of HPHS, and actions in relation to prevention and reducing inequalities is 
recommended.  In addition, it is proposed that this group is co-chaired by a non-
executive member of the Board and the Director of Public Health. A “Better Health 
Network” targeting practitioners is proposed to complement the work of this 
strategic group. 

 agree to receive a report in the future about prevention and early intervention work 
that is underway within the mental health services 
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Monitoring Form 

 

Policy/Strategy Implications 
 

The Health Promoting Health Service is a national 
strategy that is currently being implemented locally; 
this paper calls for an enhanced role for our local 
HPHS groups 

Workforce Implications 
 
 

Staff may require to adapt current practice or take up 
development opportunities  to ensure that they have 
the skills and capacity to engage in “key teachable 
moments” 

Financial Implications 
 
 

There are potential long-term savings by investing in 
preventative approaches and minimal up-front costs 
(perhaps some opportunistic costs for staff training in 
Brief Interventions or Health Behaviour Change) 

Consultation (including 
Professional Committees) 
 

This is already considered to be a legitimate part of 
staff role, so no consultation is required. However, it 
has been shared with the appropriate management 
groups within Acute and has been to the Professional 
Committees for comment 

Risk Assessment 
 
 

Not undertaken 

 

Best Value 
 

Prevention is clearly more cost-effective and the 
arguments are made within the paper. 

 
- Vision and leadership 

The vision is for an effective and appropriate health 
improving/prevention encounter within each healthcare 
delivery session 
The recommendations of the paper call for leadership 
in this regard. 

Effective partnerships  
- Governance and 

accountability 
 

- Use of resources  
- Performance management  

Compliance with Corporate  
Objectives 

Protect and improve the health and wellbeing of the 
population and reduce inequalities through advocacy, 
prevention and anticipatory care. 

 

Single Outcome Agreement 
(SOA) 

The Acute activity contributes to the health & wellbeing 
outcomes in the SOAs (and developing LOIPs), but 
this paper does not link specifically to the SOAs 

 

Impact Assessment 
Not undertaken, but if Inequalities Sensitive Practice is being implemented , then all 
groups with Protected Characteristics and those who experience economic deprivation 
will benefit 

 


