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1. GOAL/OUTCOME

1.1 To put in place exemplar arrangements for the engagement and involvement of the third sector,
users, carers and the Independent sector in the processes of planning and delivering integrated
health and social care.

SUMMARY OF KEY ISSUES

2.1 We have a good history and strong arrangements for the engagement and involvement of the third
sector, users, carers and the independent sector in health and social care planning and delivery.

2.2 The JIB has been drawing on these arrangements, in particular those developed to support the
Reshaping Care of Older People programme (RCOP), for its own purposes. Representatives and
officers have some concerns that these arrangements do not fit with the new responsibilities of the
JIB.

2.3 Given the strong position that North Lanarkshire is in with regards to participation and engagement
there is a real opportunity to create exemplar arrangements for the involvement of these essential
stakeholder groups and representatives.

2.4 This paper recommends that a working group, reporting to the JIB, is established to develop
engagement and participation proposals.

3. RECOMMENDATIONS

3.1 That the Joint Integration Board;

• Approves the establishment of a short term working group to look at participation and
engagement of the third sector, users, carers and the Independent sector in the new integrated
arrangements

4. BACKGROUND AND CONTEXT

4.1 The Commission on the Future Delivery of Public Services' (The Christie Commission) was published
in June 2011. It was widely endorsed and the Scottish Government, Local Government and other

1 http://www.gov.scot/Resource/Doc/352649/0118638.pdf



major public sector bodies signed up to and agreed with the findings and recommendations of the
report.

4.2 One area that Christie focussed on was how to approach the planning of services with regards to
the engagement and involvement of communities and their representatives. The commission
recommended that the most effective way to develop public services was to do it with communities
rather than for them. In the commissions words;

effective services must be designed with and for people and communities − not delivered
'top down ' fo r administrative convenience.'

4.3 This principle sits at the heart of how the Scottish Government have developed the integration
reform and is threaded through the legislation and the statutory guidance. They believe that the
aims and outcomes of the reform cannot be met without 'co−producing' the solutions with people
who work, live and represent communities.

North Lanarkshire Context

4.4 Within North Lanarkshire we have a good history and strong arrangements for the engagement of
the third sector, users, carers and independent sector in health and social care planning and
delivery. In particular Partnership 4 Change, which is our main consultative group for joint
community care issues and the CHP Public Partnership Forum whose members are drawn in the
main from locality, based Community Forums and user carer organisations, third sector and
Scottish Health Council.

4.5 This infrastructure has been supported by financial investment from NHSL and NLC but more
importantly by commitment and enthusiasm from individuals often volunteers to make it work. A
testament to this commitment is the recognition of the current review of existing structures and
functions to ensure we continue to gain mutual benefits from this work.

4.6 Through Reshaping Care for Older People 20% investment was made to Community Capacity
Building and Carers Support through which an infrastructure has been established (see Appendix 1).
This includes the Locality Partnership Development programme which ensures a local partnership
approach to delivery and a local link person who engages members of communities and community
organisations to Reshaping Care Developments. This has ensured a vibrant sustainable and
accessible delivery model in each area, as demonstrated in section 8 of the Reshaping Care for
Older People report (Appendix 2).

4.7 The infrastructure outlined above has been recognised nationally and updating these arrangements
to reflect the broader scope of the JIB's responsibilities will provide an opportunity for North
Lanarkshire to build on strong arrangements to be the exemplar for stakeholder engagement.

Involvement in integration

4.8 To date the JIB has based its involvement of the third sector, users, carers and the Independent
sector on the arrangements that are described above. Advisory members of the JIB are drawn from
these arrangements and it is through these contacts that representatives have been found to
attend the Strategic Planning Group and the locality groups.

4.9 This has ensured we have had good representation at all levels of the JIB's work and we have built
on the strong foundations of engagement that are already in place. Their involvement has informed
and strengthened our approach to developing the reform in North Lanarkshire.



4.10 There is, however, a growing recognition amongst these representatives and officers that there are
some issues with the arrangements as they relate to the new context that integration brings. In
particular, areas of concern that have been raised are;

• The scope of the JiB's responsibilities is wider than just older people, including all adults and
children's health;

• The JIB has responsibility for setting the strategic vision for health and social care in North
Lanarkshire which requires different skill sets for representatives of these groups than was
required for the RCOP;

• There is a criticality in linking representation to non−integrated services, such as children's
social work, criminal justice social work and housing. These links across engagement structures
need to be strengthened.

Next Steps

4.11 Officers recommend that we establish a short term working group to look at engagement with the
third sector, users, carers and the independent sector which will report to the JIB in due course.
This group would be supported by our OD and Communication leads (Karen Hunter and Euan
Duguid) with the aim of developing exemplar engagement arrangements for North Lanarkshire.

4.12 The group would involve the current representatives from the third sector, users, carers and the
independent sector with invitations to other representatives from the full scope of the JIB' activities
and connected areas of relevance. In particular the group would consider;

• How best to co−ordinate representation to provide the JIB with consolidated views from across
different organisations and individuals within these stakeholder groups;

• How best to provide strategic representation to the JIB and its committees;
• How best representative input can be provided at a locality level;
• Consider whether the current engagement committee structures can be improved and better

reflect integrated health and social care; If so, present proposals on new arrangements;
• Consider how best to strengthen representative engagement across to related areas such as

housing and criminal justice;
• Provide advice to officers developing the JIB's 'Participation and Engagement Strategy'.

4.13 In the first instance the group would be asked to provide feedback to the JIB with proposals for
how to take forward engagement and participation by 01 April 2016. The group would remain in
place until 01 April 2017 to ensure that the new arrangements are fully developed, tested and
embedded within the emerging governance structures of the JIB.

4.14 The working group would report to the JIB as and when required and the terms of reference,
establishment and timeline for the working group would remain at all times at the discretion of the
JIB. It will be made clear that this is a working group, with a fixed timeline. It will be disbanded and
replaced by the arrangements that the JIB approves in due course.

5. CONCLUSIONS

5.1 There is a need to communicate the JIB's values, priorities, vision, scope and outcomes to
stakeholders.

5.2 The compelling narrative does this and sets out a new logo and style that the JIB can adopt to
ensure that there is consistency across the documents and resources we publish.

5.3 It is recommended that the Joint Integration Board approves the compelling narrative, and its logo
and style, for distribution to our stakeholders.



6. IMPLICATIONS

6.1 NATIONAL OUTCOMES

This has implications for all nine outcomes as involvement of these stakeholder groups is key to
achieving better outcomes.

6.2 ASSOCIATED MEASURE(S)

None

6.3 FINANCIAL

There will be a small amount of administrative costs but these can be absorbed within existing
budgets.

6.4 PEOPLE

None

6.5 INEQUALITIES

None

7. BACKGROUND PAPERS

None

8. APPENDICES

Appendix 1 −Third Sector Structure

Appendix 2 − RCOP final evaluation report (see section 8)
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Appendix 2: Older People Change Fund Review

Partnership North Lanarkshire

Contact Name(s) & Karen Hunter, RCOP Programme Manager
Job Title(s)

Ross McGuffie, Interim Head of Planning and Performance

Email Address Karen.Hunter@lanarkshire.scot.nhs.uk

Ross.McGuffie@lanarkshire.scot.nhs.uk

Telephone 01698 858 320

Date of Completion February 2015

(1) Examples of impact

Please submit, for each of the Reshaping Care Pathway workstreams below, a case study of at least

one achievement from using the Change Fund to improve:

• Preventative and Anticipatory Care;
• Proactive Care and Support at Home;
• Effective Care at Times of Transition;
• Hospital and Care Home(s);
• Enablers.

Each case study should include the information in Annex B. At least one of the five case studies
should highlight an impact on carers. Submitted case studies will be published on the AT website.

(2) Learning from what hasn't worked

Please describe where a decision not to continue has been taken − e.g. where barriers to progress
were encountered, the initiative was not found to be effective, or where learning has led to
disinvestment.

In North Lanarkshire, 5 flats were identified within Sheltered Housing accommodation (4 from North
Lanarkshire Council and 1 from Trust Housing), to provide an option for Carer respite in the area. Despite the
availability of the flats being promoted in Locality Planning Groups, Carers organisations etc, the demand for
the flats remained low and subsequently the initiative was found to be ineffective.



Following evaluation by a range of partners of the demand and needs of usage, a revised model of
'Community Resource Flats' is now in place. The criteria for use has widened, for example, the flats have been
used to support delayed discharges where a patient has been waiting for a housing adaptation in their own
home. In addition, a positive development has been the use of the flats in Adult Protection cases, to provide a
place of safety during investigation.

Key to the approach is the personal outcomes focus, as the Community Resource Flats are a temporary
solution to facilitate the planning and activity required to support the individual back into the community.

(3) Option Appraisal

Please describe any option appraisal approaches used to consider sustainability and decide local
investment priorities

North Lanarkshire Reshaping Care for Older People (RCOP) partnership agreed a Contribution Analysis
approach to evaluating RCOP projects. All key stakeholders agreed a theory of change which was then mapped

as a logic model. The aim of this approach was to analyse to what extent observed changes to outcomes were
as a result of individual projects or services.

Performance management and evaluation data−gathering arrangements were developed. Quarterly meetings
provided a forum for project leads to discuss output data and focus on their evidence of contribution to the
short and medium term outcomes. In cases where there was limited or no evidence, the project was reviewed
and decisions taken on whether it should continue, either in a modified form or to discontinue funding. This
informed the reinvestment planning process for 2015/16 and beyond.

This approach has provided regular, robust evidence to the RCOP partnership and has influenced investment
decisions outlined in the North Lanarkshire RCOP Reinvestment Plan. Each initiative was reviewed to ensure
best value for money. Since the onset of reshaping care programme in 2011 there has been a significant
change in North Lanarkshire's hospital bed base. At present £1.79m savings have been made from this
exercise and a plan is in place to realise the further c.f2m.The initial exercise involved an options appraisal
which comprised North Lanarkshire Council; NHS Lanarkshire; Third Sector; Independent Sector and
Community Representatives to review the bed model and identify savings. A follow up exercise is planned in
2015/16 to realise a further £2 million

Part of the Change fund budget has been delegated to the third sector to build Community capacity. This has
led to very active and innovative involvement with services and the development of a robust governance
system which has enabled local consortia and cross cutting themes to be supported within a strategic



framework to receive and attribute local investment

(4) Supporting improved outcomes through integrated care

Please provide details of any ongoing support you would welcome.

We would welcome continued support around IT infrastructure and the further development of personal
outcome measures and review via, for example, My Personal Outcome Plan.

Continued Joint Improvement Team support around sharing practice and innovation would be appreciated.

(5) Older People Change Fund spend

Please insert details of your Change Fund budget and the proportion of spend aligned to each of
these 5 workstreams:

2011/12 2012/13 2013/14 2014/15
SG Allocation £3,838,000 £4,386,000 £4,386,000 £3,838,000
Carry Forward N/A £0 £976,000 £850,000
Total In Year Allocation £3,838,000 £4,386,000 £5,362,000 £4,688,000

Year−end Spend £3,838,000 £3,410,000 £4,512,000 £4,688,000

2012/13 2013/14 2014/15
Direct spend on carers (year− £392,150 £502,000 £827,350
end spend)
Indirect spend on carers (year− £306,900 £465,000 £424,900
end spend)
Third Sector spend £1,122,000 £720,000 £459,000

Preventative Proactive Effective TotalHospital andand Care and Care at (should
Anticipatory EnablersAnticipatory Support at Times of Home(s) equal
Care Home Transition 100%)

2011/12 (year− 29% 29% 28% 11% 3% 100%
end spend)



2012/13 (year− 20% 21% 38% 16% 5% 100%
end spend)

2013/14 (year 14% 15% 58% 3% 10% 100%
end spend)

2014/15 27% 31% 26% 3% 13% 100%

(anticipated
year end
spend)

All money from the Older People Change Fund is expected to be spent − any underspend will not be
available for carry forward to 2015 −16. There is also the potential, as indicated in a letter from John
Connaghan, Director for Health Workforce and Performance, to give each Integration Authority the
"best start possible" in 2015/16.

Additional local investment could be achieved now through the use of Change Fund
slippage/flexibility and/or a review of the existing Change Fund plans for 2014−15 and/or
accelerating planned spend from the Integrated Care Fund for 2015−16.

(6) Assessment of Spread

The Reshaping Care Pathway represent the approaches and actions, and the enabling supports,
which collectively improve outcomes for older people. Please complete the self−assessment at
Annex B to reflect the extent to which new models of care and support have been spread and where
future gains need to be made through Strategic Commissioning.

(7) Key achievements
Please tell us what you consider the key achievements from the use of the change fund in
your area to be.

Within North Lanarkshire there are a number of key achievements from the use of the change fund. We are
particularly proud of the unique approach to partnership with the Third Sector and how the Third sector
interface has developed which is outlined fully within the section below.

The partnership has invested heavily in providing both support and services to people within their own homes
in order to shift the balance of care from acute and residential settings. From the outset, focus has been
directed at anticipatory and preventative care with a person centred approach pivotal to how we work across
the sectors. This has enabled as outlined above the reinvestment/disinvestment plan to be developed,
informed by a range of information.



The person centred approach and the interconnectivity across sectors is depicted beautifully in the work of the
Voice of Experience Community Liaison Officer who has linked with the local Food Co − Operative to supply
basic groceries which are kept on site. Once the Consultant and Nurses in the Emergency Response Unit for
Acute Care of the Elderly identify those fit for discharge, contact is made with the 'Supported Transport from
A&E RCOP initiative who drive the older person home with simple provisions such as bread and milk. Either the
supported transport from A&E worker or Community Liaison Officer phones the next morning to check that
everything is ok.

Emphasis on Carers

North Lanarkshire RCOP Partnership set an aspirational target that 50% of the resources allocated to the
Community Capacity Building and Carer Support Programme would be allocated to carer support to:

• Enhance quality of life for carers
• Improve access to information about care and support
• Treat carers as equal partners

As such a significant part of the Third Sector's Community Capacity Building has been targeted on carers, they
have been able to demonstrate with confidence the improvement in carer outcomes.

The Making Life Easier website has been used by carers who are able to find equipment the person they are
supporting requires and have it delivered at their convenience, whilst community transport has evidence
where carers have developed confidence in drivers so they in turn can relax and enjoy some time to
themselves.

Building Capacity

Building community capacity and capacity within the sectors has been a key driver of the programme and we
believe the approach taken to this typifies the maturity of relationships and trust across the partnership. Focus
has been on the 6 North Lanarkshire Localities and via the adaptive leadership approach solutions have
emerged to frequently wicked problems. This has been supported and facilitated through active listening,1−2−is,

focus groups, personal outcomes events and Action Learning Sets. This included stakeholder interviews
with every GP Practice in North Lanarkshire and some GPs have also taken part in the Locality Action Learning
Sets. This has supported the evolving locality response, which is the first steps towards Locality Modelling. See
Locality Response video at: http://youtu.be/rnIZA4iLSJI

As part of the vision for an Integrated Locality Model, RCOP has seen the development of a Hospital at Home
model and Intermediate Care Home beds, along with increased community capacity in Nursing, Social Work,
Home Care and OT.

Independent Sector

Through the RCOP programme, the involvement of the Independent Sector has been a key development, with
a number of initiatives developed. The Innovation and Improvement programme has supported the sector to
take innovative approaches to help achieve the vision and outcomes for RCOP in North Lanarkshire. This has
supported a range of projects from gardening to digital inclusion.



10 Care Home managers are due to complete the My Home Life training, which promotes the quality of life for
those living, dying, visiting and working in Care Homes. 8 managers have already completed the training and
cascaded this to a further 22 care and ancillary staff within their Homes.

Evaluation Approach

All projects and enablers within the programme have been subject to a contribution analysis approach which
has enabled a conversation about the strength of evidence gathered from many disparate initiatives.

This involved the use of a formula to identify the impact of each project on hospital bed days and admission
avoidance, ensuring value for money and the formation of a comprehensive analysis of impact. Quarterly
review meetings with each project lead has provided both support and monitoring, enabling both solutions to
be found and adjustments made as necessary.

Communication

Key aims of the strategy were to:

• Inform the public and stakeholders about the programmes and initiatives that are key to
achieving the goals of RCOP.

• Embed key messages pertaining to RCOP in proactive media releases.
• Facilitate behaviour change including encouraging the public to embrace the raft of services

and supports set up through ROOF
• Particular emphasis has also been also placed on delivering key information and messages to

staff across the partnership.

Key achievements in the implementation of the strategy include:

• The roll out of a successful proactive media strategy which has succeeded in:

Prominent, consistent and regular coverage of ROOF events, activities and projects
in local media.
National coverage of North Lanarkshire−based ROOF projects in publications
including The Daily Mail, The Herald, The Daily Record, BBC Reporting Scotland,
BBC Radio Scotland, The Sunday Post, The Sunday Express, Scotland on Sunday.

One ROOF release gleaned viral international coverage.

The strategy's implementation includes regular contact with elected members, MPs and
MSPs to proactively promote work of the ROOF partnerships in North Lanarkshire. Since the
implementation of the strategy began, 15 Parliamentary Motions have been upheld in
recognising exemplarity the partnership working in Lanarkshire.
Following one media releases, The Scottish Government have commissioned filming in North
Lanarkshire to demonstrate best practice at national level. See Matt's story.
http://vimeo.com/1 08130294



Internally, strong links have been consolidated across partner agencies with key messages
communicated to staff and stakeholders frequently. A main RCOP web page has also been
created to centralise information See: www.rcop.org.uk
An information film, involving staff, partners and public, has been produced to deliver key
messages of RCOP to a broad audience. See http://bit.ly/lpLcVVk
Recent evaluation of the film found that 86% of respondents said the film was either useful or
very useful way of conveying what the partnership was seeking to achieve. 89% said the film
offered positive reassurance.
The RCOP Communication Strategy has been used as the basis for the North and South
Lanarkshire HSCI Communication strategy, the early implementation of which has been used
as an example of best practice in The Scottish Government's HSCI Communication Toolkit.

(8) Third Sector

Please give an example of what has been achieved through Third Sector use of the change
fund.

The Third Sector was resourced to build an approach to Community Capacity Building and Carer Support which
included 10 specialist thematic strands (based on a needs analysis) and 6 locality partnerships (hosted by a
local organisation known to the respective communities). This structure took a strategic approach to
community capacity building avoiding the emergence of 'projectitis' and ensuring a local approach.

This strategy was supported by a strong governance and monitoring and evaluation framework (employing the
principles of 'Talking Points') through which the group were able to evidence − among other things − 1499
older people and 725 carers reporting reduced isolation and loneliness between April 2014 and December
2014. For the financial year 2013/14 the programme outcomes met are noted below:

Reduced isolation and loneliness 1606

Increased participation 1867

Improved information advice and education 2196

Improved well−being 1378

Reduced isolation carer 246

Increased ability to cope or manage caring role 270

Improved well−being carer 218

Direct link to carer support 242

Whilst the numbers above focus on programme outcomes, the structure which included the delivery of a huge
range of programmes including strength and balance classes; slipper exchanges; support in Power of Attorney



and Will writing; private businesses being trained in dementia awareness; alternative therapies for those with
life limiting illness and their cares all focussed on meeting personal outcomes for older people and carers.
Some of the feedback is noted below:

This is the first event! have attended and I have received lots of information that will
help me as a carer, the dementia play was excellent and I've signed up for a digital
inclusion group.

There was a real sense of community spirit here today

The longer we can keep this club running the better. The young people are helped [...]
but sadly older people are sometimes forgotten to a degree, after a// the older people
are young at heart. Thank you for a// your help financially and the continued support
you offer. It is very much appreciated by everyone.

(Marion Logan St James Monday Club Kirkshaws)

New activities has given me peace of mind and helped with my depression as / gradually
didn't need to put up a front, / had other people to talk to and activities to look forward
to and all of this brightened up my mood.

(Senior Sizzlers, Craigneuk)

/ now have more to do and activity staff include and ask me what / want to do. It's not
possible to move back with my family but my social worker now knows my wishes. She
said she'd do her best.

My understanding of my father's condition has been deepened and! will pass this on.
My mind−set has been changed when dealing with aggression. / need to think
frustration not aggression and why he acts this way. MM (61)

/ really look forward to my wee chat. Although / can't get out of the house, I've still got
a bit company. (Coatbridge Befriendee)

I am not sure what will be expected of me when caring fo r my husband and knowing
that there is support out there is a great relief

As well as meeting these outcomes, key successes of the approach have included the creation of aco−production
model which gives local people and professionals the responsibility to co−commission a £15,000

per year budget to micro−fund key projects of which there have been 175 programmes; the creation of a data
base − Locator − which to date has had 115,550 hits and 34,269 visits and − crucially − the building of the
Sector's profile with delivery partners on the ground which should result in increased referrals to this key



Sector thus preventing hospital admission and allowing people to live happily at home for longer.

Furthermore, these organisations have been generating additional funding to carry on their projects which has
included around Limillion across three localities to deliver home visiting and befriending and the expansion of
a local men's group funded by the Robertson Trust.

(9) Any additional comments?

In line with the findings of Audit Scotland North Lanarkshire is one of the few partnerships on track to be able
to deliver this change programme. £1.8m has been released and a further £2m is planned for 2016/17 from a
review of the bed model in the partnership.

This has involved a strong co−production approach within a genuine partnership across all sectors. There has
been a strong emphasis on preventative and anticipatory care, testing new models of care, developing services
upstream with the extensive support of the Third Sector, collaboration with independent sector partners, and
a focus on reducing reliance on institutional care through the development of community based alternatives.

A unique approach to evaluation via Contribution Analysis led by Dr Helen Alexander has provided both a
summary of the impact of the work to date and a platform and building block for forthcoming integration.

The focus moving forwards is to ensure the continuation of the successful components of the programme,
whilst expanding the methodology to cover the whole adult population in line with the integration agenda.



Annex C Self−assessment of Spread

Please assign a position statement 0−5 to each RCOP Pathway approach or intervention

Spread Self−Assessment Position Statement
Value

0 No agreed plan to implement the approach! intervention / improvement action

1
Agreed plan to take forward the approach / intervention / improvement action but not
yet began to implement

2
Testing! implementing the approach / intervention! improvement action in a minority
of localities! sites! teams / older people/ carers

The approach / intervention / improvement action has spread to most localities! sites!
teams! older people! carers

The approach / intervention / improvement action has spread to all localities! sites!
teams! older people/ carers but is not yet fully embedded in routine practice

The approach / intervention improvement action is fully embedded in all localities!
sites! teams! older people / carers and there is an agreed plan to sustain this

Value
Preventative and Anticipatory Care (0−5)

Build social We are mobilising community support through volunteering, building'' 4
networks and community capacity, collaborations and social enterprises that
opportunities for promote participation and meaningful activty for older people living
participation at home and in care homes.

We continue to work to increase the number of people with dementia 4Early diagnosis of
dementia who have a diagnosis as this improves access to Support and services

for the family.

The Partnershi is implementing the recommendations of Up and
Prevention of Falls

About: a whole system pathway for the prevention and managementand Fractures
of falls and fragility fractures.

Practitioners 'and services signpost older people towards community

Information &
and third Sector resources that help them to stay well, to manage

itheir conditions and provide useful and accessible nformation and
Support for S e l f − a d v i c e

on the choices they have about their future care, support andManagement &Self−Directed
Support housing This includes post diagnostic support for people affected by

dementia arid information arid support required to adopt personal
budgets

Prediction of risk of
recurrent
admissions

4

4

Community health and social care teams routinely use a risk
prediction tool (e.g. SPARRA) and local health and social care data and
intelligence to identify older people who are frail and at greatest risk
of emergency admission to hospital or care home



Preventative and Anticipatory Care
Value(0−5)

Care providers support frail older people and their carers to develop 4
Anticipatory Care Anticipatory Care Plans (ACPs): a summary or shared record of the
Planning preferred actions, interventions and responses in the event of an

anticipated deterioration in the health of the person or their carer.

Our health and care staff routinely identify carers and are able to 4
signpost them to information, advice and support from social work,

Support for carers carers centres and other agencies to help them to stay well and he I
supported to continue in their role.

We are investing in handyperson services, housing support, making 4
Suitable and varied−
housing and housing

better use of our existing stock of sheltered housing and developing

t new specialist provision to help older people maintain their
I suppor independence and reduce the risk of accidents at home.

Proactive Care and Support at Home Value
(0−5)

Responsive flexible,
All providers of care and support at home adopt a "doing with" 4

self−directed home approach and formulate packages of care and support around the

care
individual's personal goals. This includes the opportunity to adopt
personal budgets for care and support.

Multi−disciplinary community health and social care teams adopt an 4
Integrated integrated case / care management approach to monitor and
Case/Care proactively support frail older people with complex and changing
Management needs at greatest risk of emergency admission to hospital or care

home.

Carer Support and
We provide opportunities for short breaks to help carers continue to 4

Respite provide care, helping reduce isolation, providing a better quality of
life and maintaining carers' health and wellbeing.

There is effective and timely access to health and social care 5Rapid access to equipment and adaptations and this is an integral part of mainstreamequipment
community care assessment and service provision.

Timely adaptations, We have streamlined access to adaptations and alterations which 4
including housing help older people to maintain their independence at home.
adaptations

The partnership provides remote monitoring and assistive technology 4
Telehealthcare for older people with complex care and support needs who require

this technology to remain supported in their own home.

Effective Care at Times of Transition Value
(0−5)



Effective Care at Times of Transition
Value

Reablement &
Health and care practitioners adopt an enabling approach and all 5

Rehabilitation providers have a focus on maintaining independence, recovery,
rehabilitation and re−ablement.

Primary and community health and care staff, including voluntary and 5
Specialist clinical independent sector partners, are supported by access to a range of
advice for specialist practitioners for advice on common important conditions in
community teams older people such as dementia, continence, nutrition and tissue

viability.

NHS24, SAS and Out Community teams share essential information from ACPs (e.g. 3
of Hours access electronic Key Information Summary) with local emergency and out of
ACPs hours services and with SAS and NHS24.

Range of Working alongside NHS24, SAS and Out of Hours services we provide 3
Intermediate Care rapid access to a range of enabling assessment and treatment services
alternatives to at home, in minor injuries units, day hospitals, community hospitals
emergency and care homes as safe and effective alternatives to acute hospital
admission admissions and to support timely discharge.

Responsive and We provide timely access to community based support for palliative 3
flexible palliative and end of life care to increase the proportion of older people who
care are able to die at home or in their preferred place of care

We promote shared decision making and make sure that carers are 3

Support for carers
informed and supported to help them continue in their role when the
health of the person they care for deteriorates or they move to
another care setting

Joint working between GPs community pharmacists mental health 3

Medicines teams and geriatricians reduces polypharmacy for older people
e icinesManagement

through mindful prescribing, review and reconciliation of medicines
and use of pharmaceutical care plans. We support older people and
their carers to administer and take medication safely.

Access to range of
The range of intermediate care services provided includes timely 4

housing
options

accessible housing options for people whose functional ability hasacutely
declined.



Urgent triage to
identify frail older
people

Early assessment
and rehab in
appropriate
specialist unit

Prevention and ystreatment
of

delirium

I.

Effective

and timely
discharge home or
to intermediate care

Medicine
reconciliation and
redews

ValueHospital and Care H o n e (0−5)

Pathwa'sthrough A&E and admissions wards are configured to 5
iden t i f f ra i l l de r people with physical functional and cognitive
inpaIrments who will benefit from coordinated comprehensive −
geriatric assessment. :

Frail older people with physical functIonal and cognitive impairments 5
and those ho have fallen are l l d ' tdàcés multi−professional
Cbmprehensive Geriatric Assessnien within 24 hours of emergency
admissionto hospital.

PathNa through acute hospitals.minimise hoarding for frail older 4
p e o l e a i d care staff are trained to prevent, detect and effectively
manage delirium.

All partners work together arid with Scdtish Ambulance Sev ie to . 3
optimise use of estimated date ofd ischae, .irnprovedischarge
planning and eradicate delayed discharges, including delays in short
stay specialty beds and for Adults withncapacity

Medicine reconciliation is routinely undertaken for older peopie on 4
discharge fróri háspital and care homes aid•:

anipsychotic piescribing is minimised

an

We'identjfy the carer at an early s t g e w ç the person a m e d to 4
care 5 as equal hospital and ensure that the caçers4nvoIved in the care−−−partners −− − rehabHit ation−and discharge −

t −
−

−

Specialist clinical We p r o p e c i a I i s t clinical s 7 i a b l e mcare h o e s to have a 4
support for care greater f 9 J P intermediate ca−arr1 to support staff to care for older
homes pe6ple4iithdernentia and p a l l r ã v / end of life care needs

A ValueEnablers (0−5)

IOutcomes−focussed Our providers of care and support deliver personalised care through I 3
I

Iassessment assessments which focus on personal outcomes and goals agreed withi I
I the older person (and their unpaid carer).

Services are planned and delivered in an equal and reciprocal 3
Co−production relationship between professionals, people using services, their

families and the community.

Technology! We routinely share information across professionals and teams in line 4

eHealth/
with agreed data sharing protocols and using the capability of
emerging technology.

Data Sharing

Development of

Skill Mix!

Integrated
Workforce

We are developing a multi−professional workforce that is integrated, 3
capable and fit for the future with core generic skills and appropriate
specialist competencies.



0 0 " 1 Value
naers(0−5)

Organisational We engage and communicate effectively with all partners, with our 4
Development and workforce and the public, and collaborate across professions and
Improvement sectors to strengthen strategic leadership for change and to build
Support improvement capacity and capability.

Information and We routinely use measurement for improvement and feedback 5

Evaluation performance measures to our staff and to the public to lever and
assure quality.

Statutory, community, third and independent sectors, users, carers, 4
providers and commissioners of care come together to agree long
term service development and investment proposals including where

Commissioning and and how resources should shift from current services and care models
Integrated Resource to new arrangements.
Framework

We are using the Integrated Resource Framework to lever a shift in
the totality of the partnership spend on service and support for older
people.


