
NORTH LANARKSHIRE COUNCIL 

To: HOUSING & SOCIAL WORK SERVICES 
COM M ITTEE 

From: HEAD OF SOCIAL WORK DEVELOPMENT 

Subject: RESHAPING CARE FOR OLDER 
PEOPLE- CHANGE FUND 

I Date: 21 APRIL 2011 I Ref: D M / R M I  

1. Purpose of Report / Introduction 

The purpose of this report is to advise Committee about the national Reshaping Care 
for Older People policy and to endorse the use of a partnership Change Fund 
allocated to support this agenda on a non-recurring basis by the Scottish 
Government. 

2. Background 

2.1 

2.2 

2.3 

The Scottish Government's Reshaping Care for Older People seeks to 
support an increasing proportion of older people at home, in accordance with 
the wishes of most older people. It is a policy that has attracted a broad base 
of support across the political spectrum, though there are different views 
amongst parties about the organisational structures best suited to achieve this 
ambition. 

In January 201 1 the Government announced a f70m Change Fund to support 
the policy, top-sliced from NHS funding, the use of which was to be agreed on 
a partnership basis. The North Lanarkshire Partnership allocation is f3.8m. 
The money is non-recurring but likely to be available for up to 4 years. 

All partnerships were required to provide a Change Fund submission within a 
very short timescale - by 28 February 2011- with a requirement that it be 
signed off by partners in the voluntary and independent sectors. In North 
Lanarkshire this was achieved through a local event. The submission, which 
is necessarily high-level and therefore short on detail at this stage, was sent 
subject to approval by the Health & Care Partnership, which was provided on 
1 I th  March 201 1. Ministerial approval for the submission was received on 
1 6'h March 201 1. 

3. Key Issues and Progress to Date 

3.1 Committee has received a number of reports on the issues associated with 
meeting increased need arising from demographic change at a time of 
diminishing resources, and the partnership approach to this challenge. 

3.2 Whilst partners in North Lanarkshire have made good progress on this 
agenda - and already achieved a better balance of care for older people than 
in most local authority areas in Scotland- it is important to appreciate that the 
Change Fund represents both an opportunity and an area of potential cost 
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3.3 

3.4 

e 

e 

e 

e 

e 

e 

3.5 

pressure in future. The purpose of the Fund is essentially bridging finance to 
reduce spend on institutional bed based (hospital and care home) services 
and build further community capacity. If spend is invested in areas of activity 
that do not yield disinvestment in others, the situation at the end of the 
Change Fund period would be worse than it was at the start. 

Spend on older people in Scotland is over f4.5bn a year, half of which lies 
within the hospital sector. To achieve a better balance of care entails highly 
complex cross-system work involving housing, social work and other council 
services; primary care; acute care; and voluntary and private sector providers. 
The overall task is to redesign the older person’s journey (sometimes called 
the ‘patient pathway’) to achieve better outcomes for older people in North 
Lanarkshire. This relates to processes (e.g. management of discharges) and 
services, and the inter-relationship between the two. 

The development of initiatives such as integrated day services, assistive 
technology, joint equipment and adaptations service, and very sheltered 
housing have all contributed to a relatively strong balance of care locally. 
However there are several essential components that have to be further 
developed or more deeply embedded by the partnership in order to further 
prevent inappropriate hospital or care home admissions, or reduce duration of 
stay. These include: 

Intermediate Care - providing assertive assessment and rehabilitation so that 
decision making about longer term needs is made at the right time in the right 
place 
Re-ablement - maximising capacity through home support services so 
diminishing or delaying dependence on such services 
Community assessment and rehabilitation teams - multi-disciplinary teams 
with the capability of providing rapid assistance 
Overnight support- providing health care and support at night, the availability 
of which is a key driver for inappropriate admissions 
Management of falls- both prevention and response - as this is also a 
significant factor in admission patterns 
Community capacity- supporting third sector organisations to deploy a wide 
range of support, often in informal ways, that enable older people to stay in 
their own homes and communities. 

The Change Fund submission is attached at Appendix 1. The necessary next 
steps are to convert high level aspirations into a detailed delivery plan 
reported through joint governance arrangements. Progress reports will be 
provided to this Committee accordingly. 

4. Recommendation 

It is recommended that Committee endorse the proposed use of the Change Fund by 
the North Lanarkshire Partnership to reshape the balance of care for older people. 

Duncan Mackay 
Head of Social Work Development 
21 March 2011 

For further information on this report please contact Joe McElholm, Manager, Older People, 01 698-332031 



Appendix 1 

From 
Initial central allocation 
Added by NHS Board 
Added by local authority 
Other 

Change Plan Template 

I 1. Name of partnership 

North Lanarkshire Partnership. 

~~ 

Amount f 
3,838,000 
To follow based on IRF scoping work. 
To follow from Older Adults’ budget breakdown 
f50K Alzheimer Scotland contribution Dementia 
Nurse Consultant ( f  150K over 3 years) 
f 1 OOK IRF funding for Reablement Facilitator 
posts 
f70K SG [JIT] funding of Dementia Demonstrator 
site programme. 

2. Partner organisations 

Partners engaged in preparation of Change Plan include Voice of Experience user 
forum; North Lanarkshire Carers Together, Voluntary Action North Lanarkshire (our 
third sector Interface), Scottish Care, North Lanarkshire CHP (including GPs and 
Psychiatry of Old Age), NHS Lanarkshire Acute Division, Mental Health Services, 
North Lanarkshire Council Social Work, Housing, Strathclyde Police, Learning and 
Leisure and the NL Leisure Trust 

3. Finance - use of Change Fund and additional resources (see Note 3) 

1 TOTAL 

4. Summary of current partnership budget for older people 

The pie chart below sets out the current use of resources in the partnership (f227m) 
Current Cost Per >65 
Head of Population 

Other Community Emergency admissions, 
LA Older Other, U 0 8 . 8 ~ ~  services, f385.58 f €1,034.58 

LA Older Home Care, 
f623 24 Elective admissions and 

day cases f358 10 

New Outpatients, €145 34 

Return Outpatients, 
12 83 
A&E, U 9  72 

LA Older Care Home 
€801 40 

Community Mental Health 
services f97 73 

Community AHPs, U 9  70 
\Day patients, €30 75 

Direct access €1 14 60 

GP Prescnbing , €571 04 

Distnct Nursing, €37 91 

1 f227m spent on 65+=f4.630 per head. 



5. Summary of key outcomes/outputs achieved through current resources 

a 

a 

a 

a 

a 

a 

a 

a 

a 

a 

a 

a 

a 

a 

0 

0 

a 

a 

Strong performance achieved on supporting more people to live at home 
Authority wide implementation of integrated day services model 
Implementation of authority wide reablement service 
Established user and carer engagement / participation frameworks 
Built community capacity through a wide range of measures and voluntary 
sector participation 
Integrated approach to Care Management 
Reduced bed days associated with >65s [T12] and those with LTCs [T6] 
Reduced numbers of continuing care beds 
Reduced presentations at A+E for patients from care homes 
Joint NLC and NHSL redesign of Older People’s Services using Lean 
Anticipatory care plans for people in care homes or care managed. 
Enhanced Service for GMS input to all residents in Care Homes 
Persistent performance in meeting Delayed Discharge standard 
Developed range of Rapid Response I Early Supported Discharge services 
Developed Comprehensive Geriatric Assessment in Acute sector 
Developed intermediate Care models in Carrickstone and 2 Local Authority 
Care Homes 
Developed Palliative Care services in the Community 

. Introduced community based falls service 

Whilst good progress has been made in improving the quality and accessibility of services 
for older people, it is recognised by all key partners that we need a step change to further 
develop these and other services in a wholly comprehensive and sustainable way. 

6. Key changes to achieve over the next 5 years 

Further develop and systematically spread these models in a more integrated 
and sustainable way that makes best use of skills, workforce and resources of 
all partners and reduces unwarranted local variation. 

Develop stronger linkages between reablement, rehabilitation and the 
Community Assessment and Rehabilitation Service. 

Develop community wellbeing and preventative interventions in areas of carer 
education, health improvement, falls prevention, social inclusion and active 
citizenship to enable more older people to be independent and remain at 
home. 

Extend timely acute assessment and rehabilitation interventions at home or in 
community based intermediate care settings 

Reduce avoidable admissions, length of stay and delays to discharge. 

By implementing the above, there is a partnership aspiration to reduce 
residential capacity by around 100 beds across a number of settings 

Ensure that no one moves directly from NHS Acute care into long term 



0 Increase choice and control for older people through use of anticipatory care 
plans in all sectors, allied with improved palliative and end of life care, at 
home; in hospice or in care home settings 

Improve access to appropriate housing, equipment and adaptations and 
further develop innovative housing support interventions 

0 Increase capacity and responsiveness of home support packages and reduce 
ongoing dependence through use of reablement and assistive technology 

Reduce care home placements through further development of 24 hours a 
day, seven day a week support services 

0 Improve dementia care through synergies with Dementia Demonstrator Site 

Increase uptake of self directed support by older people and provide better 
and more timely information and advice 

Further increase community capacity through a wide range of approaches in 
DartnershiD with the third sector. 

7. Use of Change Fund and outcomes anticipated 

The percentage allocations set out in Appendix 1 are at best indicative for year one and will 
shift over time. They represent the proposed use of resource in order to release capacity to 
facilitate the development of a more sustainable model of support and care. 

a) Maximise support, reablement and care at home or in community settings 
Complete Staff training to embed the ethos of re-ablement and the Outcomes 
Approach across all services. 

Implement new models of intermediate care including a shared health / social 
work step up / step down / assessment model and further develop community 
reablement and rehabilitation as a continuum across a range of settings. 

Build on community multi-agency risk prediction and care management by 
identifying in acute care those people likely to need this approach and liaising 
with community teams to ensure they are care managed on discharge and 
have anticipatory Care Plans 

Increase the proportion of older people who access comprehensive geriatric 
assessment in the community or within 12 hours of emergency admission and 
enhance access for Primary Care and Community Teams to specialist 
support. 

Improved discharge planning in the acute setting, building on historic good 
performance 

Further integrate IT systems to allow better access to Joint Equipment Store 
and increase the capacity and responsiveness of the Joint Equipment Service 
by training staff in the installation / maintenance and delivery of assistive 
technology. Expand the use of existing and any appropriate innovations, in 
assistive technology. 



b) Improve Care and Support for Older People 
0 Appoint Alzheimer Scotland Dementia Nurse Consultant to improve dementia 

care. Extend the capacity for individual support for older people with 
functional or organic mental illness. Develop Acute liaison model for old age 
Mental Health. Commission dementia training for key groups of staff and for 
carers 

0 Improve medication reviews and support for people on multiple drugs 

0 Improve housing information in hospital and signposting to housing advice 
services, so no one remains in hospital because of unmet housing needs 

Realign resources to enhance capability, flexibility and skills in the multi 
agency workforce and to ensure that facilities are fit for purpose 

0 Streamline the admission and discharge system for those requiring in-patient 
care 

c) Improve Older People’s Health &Wellbeing 
0 Build on existing work on “Mental Health and Wellbeing in Later Life”; 

“Towards a Mentally Flourishing Lanarkshire” and the NL “Living Well 
Strategy ” . 

d) Improve Outcomes for Carers 
Improve first point of contact support for carers. Enhance the range of carer 
supports e.g. by developing carer break facilities in sheltered and very 
sheltered housing 

e) Increase Community Capacity 
With voluntary sector partners, expand the number and range of volunteer 
inputs 

Increase Locality link officers and locality support staff capacity 

0 Work in partnership with Third Sector colleagues to identify the appropriate 
allocation of resources to support userkarer defined outcomes through 
various means e.g. telephone befriending services; a home visiting service 
and enhanced awareness of door step crime initiative; garden maintenance 
help; community transport initiatives. 

f) Working in Partnership 
0 Work in Partnership with Independent and Third Sector colleagues to identify 

further opportunities for these sectors to contribute to in the overall Reshaping 
Care agenda. 

g) Audit, Evaluation and Organisational Improvement 
In order to develop and maintain our services whilst also being innovative, we 
require to develop a partnership infrastructure that monitors performance and 
creates transparent , useful and real time accountability through 
- Continued use and organisation wide embedding of service 

- Innovation, testing and evaluation of new service models 
- Development of system wide metrics, visual controls and benchmark 
- Professional development and education across sectors and organisations 

irnprovementllean methodology 



I 8. Key performance measures to assess progress 

A metrics dashboard / scorecard will be developed to evidence progress, service 
impact and inform decisions about ongoing investment. Measures will include: 

0 

e 

0 

e 

0 

0 

0 

0 

0 

0 

e 

Reduced 65+ hospital bed days and rate of emergency admissions 
Reduced emergency bed days 
Reduced bed days lost to delayed discharges 
Numbers of people with anticipatory care plans 
Of those, % able to die in preferred location 
Reduction in hospital beds 
Talking Points measures from National Community Care Outcomes 
Framework 
Shift in balance of care 
Activity levels of key community based services eg reablement 
Numbers of people accessing Self Directed Support 
Numbers of people admitted directly to long term institutional care from an 
acute hospital. 

9. Summary of how Change Fund will enable shifts in core budgets and impact on the 
totality of spend by the partnership over the next 5 years 
By mapping and then redesigning the pathway of care, including the range of 
services highlighted above, we would anticipate being able to reduce unnecessary 
admissions and bed days for those awaiting discharge thus reducing reliance on 
beds as indicated in section 6. This resource would be reinvested to improve the 
productivity and sustainability of community based services and supports. 

A detailed implementation plan will progress high impact quick wins in year 1 to 
reduce demand for inpatient care and care home placement and release resources 
aligned with inpatient capacity to develop more complex and stretching changes over 
a 4 year planning cycle. 

High impact early wins, identified through the LEAN charter, include enhanced 
Community Assessment and Rehabilitation capacity and enhanced reablement 
activity, operating extended hours and at weekends, with augmented overnight 
support. 

10. Indicate the financial mechanism and governance framework 

There will be a time limited North Lanarkshire Reshaping Care Board with 
membership drawn from all relevant partners. A key role of that Board will be 
establishing the governance framework associated with both quality and financial 
performance. This board will also undertake the necessary detailed modelling of 
specific changes and their expected financial consequences within the financial year 
201 1/12 

11. Support requirements to assist delivery 
National recognition that investment in community based services will require a 
reduction in inpatient beds with associated resource transfer 

Workforce development across all sectors around an enabling, personalised and 
outcomes based approach. 



Local information and improvement capacity 

Engagement with practitioners in all sectors 

e-health solutions for effective sharing of information across teams and sectors 

This plan has been prepared and agreed by the NHS, Council, Third Sector and 
Independent Sector interests. 

Signed 


