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Community Capacity Building and Carer Support

End of Year Report: April 2016 − March 2017

Executive Summary

Background

As a very successful partnership, with a long and successful history of
collaboration, Health & Social Care North Lanarkshire (HSCNL) has
commissioned Voluntary Action North Lanarkshire, to lead and support a
major locality led programme of Community Capacity Building and Carer
Support focused around prevention and anticipatory approaches. This was
initiated through the Reshaping Care for Older People programme, however
the programme is now in transition and is adapting to a new integrated world
where its inputs, outputs and outcomes need to demonstrate positive impacts
across all care groups, across all themes and across all age groups.

This process allowed us to build a powerful infrastructure through which the
Community Capacity Building and Carers' Support is planned, implemented,
governed and evaluated.

This report demonstrates the impact of the infrastructure and the collective
and individual impacts that have been made by all of the partners who are
funded through this mechanism or who contribute in other ways.

Key Principles

Community Capacity Building and Carer Support has its heart the following
principles:

. Is based around a Personal Outcomes Focus
• Operates within a strategic plan taking a thematic approach to

address needs of all care groups
• Is co−produced with communities along with public and independent

sector partners led by localities (via the Locality Partnership
Development Programme)

• Addresses Strategic Priorities across North Lanarkshire identified
through Joint Strategic Needs Assessment

• Aims to focus 50% of all work on support for carers
• Is robustly governed and monitored and is regularly reviewed.



Outcomes from 2016/2017 Delivery

CCB&CS over the year 2017/2018 has delivered to meet the programme
outcomes as outlined throughout this document and as aligned to HSCNL
strategic priorities and priority outcomes. Whilst the quantitative return is
slightly below the target, CCB&CS are able to evidence 4562 reports of reduced
isolation and loneliness (target 5310) and 5070 reports of improved
independence and wellbeing (target 5520).

Carer targets remain unmet but again significant progress has been made to
meeting these targets with 1214 reports of reduced isolation from carers; 1282
reports of being better able to manage or cope with the caring role and 1262
reporting enhanced wellbeing. This is alongside 417 direct referrals to carer
support demonstrating a readiness of the Third Sector to support the
Partnership in meeting their obligations under the Carers Act.

Additionally, ongoing capacity building work and strategic representation has
been delivered through this structure to ensure that the Third Sector and
Communities are empowered and enabled to provide low−level preventative
supports thus enabling HSCNL to meet its commitment to investing in
communities; to shifting the balance of care and to supporting North
Lanarkshire's citizens to direct their own support and in doing so live healthier,
safer, more independent lives.

Via the infrastructure investment, £110,809 in−kind investment has been
secured as well as the generation of an additional £2,922,389 to supplement
the Integrated Care Fund (ICF) investment.

Capacity building remains a key priority and there has been much work done
around developing training and awareness sessions; building organisational
capacity and levering additional funding as well aligning existing core work to
meet the priorities of CCB&CS and by extension H&SCNL.

Some challenges remain for the structure which includes:

• It is anticipated that 35% of our outcomes will remain uncounted owing
to our inability to validate the robustness of data

• The identification of carers especially those who do not wish to be
identified as such though significant steps are being led by the Carers
Network to address this



• The scope of the work to include all care groups and ensuring
appropriate investment to do this in a challenging financial climate.

NEXT STEPS

The publication and ratification of the two year strategy which outlines
commitment to review the following in line with a revised strategic investment
and the priorities of the Joint Strategic Commissioning Plan:

• Strategic investment Planning
• Service Development and Delivery,
• Needs Assessment and Service Review,
• Workforce Development
• Performance Monitoring Framework
• Carers Support Programme
• Governance Arrangements

The document also points to some potential new areas of focus and/or
development and potential existing areas for expansion including;

Preventing and Reducing Improving the lives of PromotingSelf−Isolation
and Loneliness High Resource Users Management

Self Directed support Provision of low level Promotion of physical
supports activity

Home visiting & Recovery Oriented Locality Activity
befriending System of Care Programme

Carer support Info/Advice/sign−posting Volunteer Development
programmes

Community transport Palliative care Self directed support

The development of this strategy and the 5 and 10 year strategies that will
follow it will be community led but must also acknowledge and reflect the
strategic context in which it will be delivered. The assessment of local needs
will ensure that it achieves the desired outcome of supporting communities so
that our citizens can live 'Safer, Healthier Lives'.
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Community capacity building is defined by the Scottish Government as;

"measures that strengthen the collective ability of a community. This includes activities,
resources and support that strengthen the skills, abilities and confidence of people and
community groups to take effective action and leading roles in the development of their
communities".

For some time prior to and since the Public Bodies Joint Working (Scotland) Act 2014, (the legislation
which brought about formal Health & Social Care Integration), the Third Sector in North Lanarkshire
has been engaged as a full and valued partner in the strategic planning and operational delivery of
information, advice, supports and services that help the people of North Lanarkshire to realise their
personal outcomes and improve the quality of their lives. The primary area of focus of the
Community Capacity Building and Carers' Support (CCB&CS) programme, which is overseen by
Voluntary Action North Lanarkshire, has been and will continue to be, Prevention and Anticipatory
Care. The sector has built an excellent reputation and national profile in terms of innovation,
delivery, reliability, good governance and evidencing of outcomes both at individual and community
levels.

Across North Lanarkshire there are some 872 organisations who contribute to our programme
outcomes by helping people to live safer, healthier more independent lives, involving a conservative
estimate of 2,390 staff and 10,000 volunteers.

This strategy describes the planned activity and outcomes from the programme of work being
coordinated by the North Lanarkshire Community Capacity Building and Carers Support Group and
its place within the strategic planning of Health and Social Care North Lanarkshire. The programme is
currently funded via the Integrated Care Fund.

The Scottish Government indicated in the guidance issued on Health & Social Care Integration that;

"...the Integrated Care Fund should be used to test and drive a wider set of innovative and
preventative approaches in order to reduce future demand, support adults with multi−morbidity
and address issues around the inverse care law, where people who most need care are least likely
to receive it. Central to these approaches must be must be a shift to support the assets of
individuals and communities so that they have greater control over their own lives and capacity
for self−management, particularly of multiple conditions. The Third Sector has a particularly
crucial role to play in supporting such an approach".

This document looks specifically at progress to date in 2016/17 and the planned activity in the
financial year 2017/18.

In addition, it sets out the intention, by December 2017, to develop, agree and publish a longer term
strategy looking ahead for a further 5 and 10 years to 2023 and 2028. It identifies some major
changes in the medium to long term around areas for new developments; expansion of existing
areas of work; a move to a more strategic funding model; and potential new ways of thinking about
and organising the programme with a reducing emphasis on care groups.

Within the time frame of implementation of the longer term strategy, integration focussed around
the building block of localities, with an ongoing drive to shift the balance towards preventative and
anticipatory approaches, will be the norm. For that to be the case, transformational change will need
to have taken place both in the level and scope of Community Capacity Building and Carer Support
available; its status within the planning of Health & Social Care; and how it is funded. As integration
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moves further towards that locality focus, it will be necessary to also ensure that we, as the Third
Sector, retain a strategic approach and overview that allows us to continue to deliver activity across
North Lanarkshire.

1. Introduction

1.1 Background

As a very successful partnership, with a long and successful history of collaboration, Health & Social
Care North Lanarkshire, has commissioned Voluntary Action North Lanarkshire, to lead and support
a major locality led programme of Community Capacity Building and Carer Support focused around
prevention and anticipatory approaches. This was initiated through the Reshaping Care for Older
People programme, however the Community Capacity Building and Carers' Support programme is
now in transition and is adapting to a new integrated world where its inputs, outputs and outcomes
need to demonstrate positive impacts across all care groups, across all themes and across all age
groups.

This process allowed us to build a powerful infrastructure through which the Community Capacity
Building and Carers' Support is planned, implemented, governed and evaluated.

It will be important to ensure this transition is completed as soon as possible to ensure that children;
adults; those with issues around mental health and addictions; people who are frail; people whose
lives are adversely affected by long term health problems; and others who may be vulnerable and/or
isolated within our communities; are supported to live as best they can whilst retaining their
independence and their ability to exercise choice and control over their lives.

In 2017, as we develop our strategy for the next 5 and 10 years, we will identify what the future of
Community Capacity Building and Carers' Support will look like, the outcomes we need to achieve,
the steps we need to take to get us there and then we will agree how we need to structure our
programme and the strategic investment required in order to achieve those outcomes.

In the short to medium term we will further develop our focus on building self−sustaining
communities whose citizens take more responsibility for their own and their fellow citizens' health
and welfare in the broadest sense.

1.2 Community Capacity Building and Carers Support

As mentioned in the preface to this strategy the Third Sector in North Lanarkshire has built an
excellent reputation and national profile in terms of innovation, delivery, reliability, good
governance and evidencing of outcomes both at individual and community levels.

The strong partnership that exists and the robust governance that underpins Community Capacity
Building and Carers' Support has allowed us to build and evaluate a broad range of very effective
interventions ranging from facilitating access to information and advice, through to provision of
services to individuals and communities as well as specific services in partnership with colleagues in
Health & Social Care North Lanarkshire, the NHS and the Local Authority.

This in turn, has allowed us to attract a significant level of investment from Health & Social Care
North Lanarkshire (and pre−integration, from the North Lanarkshire Health & Care Partnership),
however it is recognised that the work of this programme has to expand considerably and be placed
on a more stable footing strategically, if we are to realise the required transformational change.
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Agreement was reached in 2016 to continue this strategic investment for the financial years 2016/17
and 2017/18 to allow Third Sector partners to sustain and further develop the existing model and
infrastructure across all age groups and care groups that fall within the scope of Health & Social Care
North Lanarkshire. The value of the investment was £1,141,000 in 16/17 and will be £1,111,000 in
17/18, a total of £2,252,000 across those 2 years.

The longer term strategy which will be developed in 2017, will look to examine and specify what the
range and scope of the longer term contribution of the Third Sector within an integrated H&SCP
needs to be and how that will require to be resourced.

The current and longer term strategies will continue to be developed and implemented via a
development approach based on agreed principles set out below.

• At its heart, Community Capacity Building and Carers' Support will be based around a
Personal Outcomes Focus

• To ensure that CCB&CS operates within a strategic plan rather than as an ad hoc funded
programme, the work will be organised within a Programme Approach

• It will address Strategic Priorities across North Lanarkshire identified through Joint Strategic
Needs Assessment

• It will be developed through a Locality Planning process to ensure responsiveness to
community needs

• It will be Co−Produced with Communities along with Public and Independent Sector partners
• The need for Carers' Support will be addressed
• All of the above will be carried out within a Robust Governance system

These principles are expanded upon in 4.1 of this document.

1.3 Structure of this Report

The report will now go on to look at the Strategic Context within which Community Capacity
Building and Carers Support is and will be operating; the Assessment of Local Needs on which it is
based; before setting out in more detail, plans for moving us further towards the model and
approach to Community Capacity Building & Carers Support (CCB&CS) that we will develop in
2017/18 as we move further towards setting out our medium and longer term strategy. It will then
describe proposed areas of focus for Development of the Longer Term Strategy before finally
describing current and future Governance Arrangements and how the existing systems may have to
change as we develop the strategy to 2023 and 2028.

2. Strategic Context

The sections that follow detail some of the strategic context within which CCB&CS currently
operates. It is prudent that all of this context is considered in the preparation and delivery of this
and future strategies.

2.1 Integration of Health & Social Care

a) The Public Bodies Joint Working Scotland Act 2014 put in place legislation for Health and Social Care
Integration. This legislation saw the creation of Health & Social Care North Lanarkshire which, for
partners locally, was a natural progression in our journey from collaborative joint working to fully
integrated health & social care services. It is important that we and our partners continue to see the
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intrinsic role of the Third Sector as a full and equal partner in the future delivery of advice, support
and services for the individual citizens and communities of North Lanarkshire.

One of the key requirements of Health & Social Care Partnerships under the legislation is the
creation of a Joint Strategic Commissioning Plan derived from a robust Joint Strategic Needs
Assessment. This sets out clearly what the priorities are in each locality and for a range of care
groups and was developed following a series of engagement events. The main aim of the plan is to
allow the people of North Lanarkshire to lead safer, healthier, independent lives with a focus on
improved outcomes for individuals and communities.

Within the scope of our planning around Community Capacity Building and Carer Support our
localities have also held specific development events to engage local stakeholders around
identification of priority areas.

One of the aims of this strategy is to ensure that there is synergy between the priorities identified
through these processes and that there is an appropriate level of scrutiny of any areas where there
are significant differences. This will ensure that the Community Capacity Building and Carers'
Support Strategy dovetails with the overall Joint Strategic Commissioning Plan whilst at the same
time reflecting the priorities identified by communities.

b) The T ' 2016) describes Scottish Government's programme to
further enhance health and social care services and what is expected in terms of actions from
H&SCPs.

The overarching aims are;

• to ensure that the people of Scotland can live longer, healthier lives at home or in a homely
setting

• to have a health and social care system that is integrated and focuses on prevention,
anticipation and supported self−management;

• to make day−case treatment the norm, where hospital treatment is required and cannot be
provided in a community setting;

• to focus on care being provided to the highest standards of quality and safety, whatever the
setting, with the person at the centre of all decisions; and

• to ensure people get back into their home or community environment as soon as
appropriate, with minimal risk of re−admission.

The plan goes on to say that

"For better integrated care to become a reality, the new Health and Social Care Partnerships must
plan and deliver well−coordinated care that is timely and appropriate to people's needs. We are
integrating health and social care in Scotland to ensure people get the right care, at the right time
and in the right place, and are supported to live well and as independently as possible. An important
aspect o f this will be ensuring that people's care needs are better anticipated, so that fewer people
are inappropriately admitted to hospital or long−term care. Consequently, we are focusing actions
around three key areas: reducing inappropriate use of hospital services; shifting resources to
primary and community care; and supporting capacity of community care".

In terms of specific reference to the Third Sector the plan says that;
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• Optimising and joining up balanced health and care services, whether provided by NHS
Scotland, local government or the third and independent sectors, is critical to realising our
ambitions. Integration of health and social care has been introduced to change the way key
services are delivered, with greater emphasis on supporting people in their own homes and
communities and less inappropriate use of hospitals and care homes. The people most
affected by these developments, and for whom the greatest improvements can be achieved,
are older people, people who have multiple, often complex care needs, and people at the end
of their lives. Too often, older people, in particular, are admitted to institutional care for long
periods when a package of assessment, treatment, rehabilitation and support in the
community− and help for their carers − could better serve their needs.

• There has already been huge engagement in developing health and social care integration,
realistic medicine and through the National Conversation on Creating a Healthier Scotland.
The latter alone reached over 9,000 people through 240 events and engagements and with
over 360,000 inputs through digital and social channels. Building on this work, the Our Voice
framework has been developed in partnership with NHS Scotland, COSLA, the ALLIANCE and
other third sector partners to support people to engage, with purpose, in improving health
and social care. The framework builds on much of the good work already underway at
individual and local level to hear the voices of patients, their families, carers and unpaid
carers, and involve them in improvement. We will explore ways in which Our Voice can
support engagement on the work of this delivery plan through use of methods such as the
national citizens' panel and citizens' juries. Key to this will also be building on existing
engagement mechanisms to ensure that all those who will be critical in delivering this
change are fully involved in planning how it will take place.

• We need a workforce plan "which should apply in an integrated context, covering the social
care services sector, comprising a wide range of support and services and employing 130,000
NHS Scotland staff and over 200,000 staff across the third, independent and public sectors."

c) The Scottish Government also published a list of 9 National Outcomes for Health & Social Care
Integration.

These are high−level statements of what health and social care partners are attempting to achieve
through integration and ultimately through the pursuit of quality improvement across health and
social care. By working with individuals and local communities, Health & Social Care partnerships are
expected to support people to achieve them.

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

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

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

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

Outcome S. Health and social care services contribute to reducing health inequalities



Outcome 6. People who provide unpaid care are supported to look after their own health and
wellbeing, including to reduce any negative impact of their caring role on their own health andwell−being

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

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

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

This strategy in section 4.4, describes how the CCB&CS work undertaken to date contributes to these
outcomes.

2.2 Children's Services Planning

North Lanarkshire Partnership (NLP) are currently part of the Realigning Children's Services
Programme (2017−2018) which aims to support CPPs to make Joint Strategic Commissioning a reality
for Children's services and ultimately achieve outcomes through locality led change with a focus on
prevention and early intervention. In line with the requirements of the Children and Young People's
Act, the Children Services Plan is drafted with a view to the year 2017/2018 focussing on
development and using learning from the RCS programme to inform an evolved plan. The Children's
Services Planning process is linked to the Joint Strategic Commissioning Plan of Health & Social Care
North Lanarkshire, North Lanarkshire Council's Business Plan, NLP Corporate Parenting Strategy, NHS
Children's Health Plan and NLC Education Attainment Challenge.

The emerging priorities within the strategy are: prevention and neglect, domestic abuse, mental
health, and looked after children all of which are addressed through the wider CCB&CS delivery

programmes and continue to develop via the Early Years Consortium and Children and Families
Network. A locality approach is ensured through Third Sector representation on the Children's
Locality Planning Groups and through Third Sector Organisations which focus on support for children
and families attending the locality consortia.

2.3 Community Planning

There is a very significant link between this strategy and Community Planning which is led by the
North Lanarkshire Community Planning Partnership through the North Lanarkshire Partnership (NLP)
Board. Voluntary Action North Lanarkshire represents the Third Sector as a full member of the NLP
Board. All Community Planning Partnerships are now required to submit Local Outcome
Improvement Plans to Scottish Government by October 2017. The priority areas identified for
Community Planning in North Lanarkshire are Homelessness; Poverty; Looked After and
Accommodated Children and Young People; with an overarching priority of 'Building Resilient
Communities'. These priorities chime very well with those identified through the CCB&CS
Programme therefore we are in a position to continue to make a significant contribution to
improving the lives of North Lanarkshire citizens as a full Community Planning Partner. The structure
of NLP is set out in the diagram on page 13 below.
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The report "A Framework for Third Sector Connectivity to Community Planning in North
Lanarkshire 2015−18" is a three year strategy aimed at improving Third Sector connectivity. We are
moving into the final year of this Improvement Plan as of April 2017, with six main improvement
areas identified and key recommendations being taken forward. An update is given below.

a) Structure of North Lanarkshire Voluntary Sector Partnership Group. A refreshed Terms of
Reference and membership structure for North Lanarkshire Voluntary Sector Partnership
Group has been implemented, along with new processes by which its membership can be
appointed making sure that the group is fully accountable and representative.

b) Third Sector's Locality and Thematic Approach and Representational Structure. Six new
Third Sector Locality Community Planning Networks have been established within the
refreshed Third Sector structure in North Lanarkshire. This is supported by a
Representational Matrix, "Community Planning Structures in North Lanarkshire", which
clearly aligns Third Sector representation with North Lanarkshire Partnership's Community
Planning themes. This is attached on page 14.

c) Information Sharing of Third Sector Services, Assets and Developments. A communications
platform has been developed for North Lanarkshire's Voluntary Sector to act as a
communication and information sharing hub for the Third Sector itself and for our
Community Planning partners. This also facilitates internal sharing of information and data
on the CCB&CS programme.

d) Building the Third Sector's Capacity to Engage in Community Planning. A Third Sector
training needs assessment has informed development of training and interventions to upskill
Third Sector delegates and representatives to participate in Community Planning. All
representatives also have the opportunity to engage in North Lanarkshire Partnership's
induction process.

e) Information gathering for development of a database or directory of Third Sector services
and an asset register of Third Sector resources in North Lanarkshire is planned and
structured cohesively. North Lanarkshire residents now have access to the Locator Tool
which satisfies this recommendation.

f) Impact Assessment Framework for the Third Sector This is now in place as part of the
Governance Arrangements for CCB&CS however it will be reviewed and is likely to change
with the development of the strategy beyond 2017/18.

g) Community Planning Partners Improving Utilisation of Volunteers A 'Volunteering Pledge'
has been signed by Community Planning Partners in North Lanarkshire. The Volunteer
Friendly Award has been rolled out, enabling Community Planning Partners to improve their
volunteering practices and be formally recognised for it.

h) Joint Engagement and Resourcing Tools for joint engagement and co−production between
Community Planning Partners and the Third Sector such as the "Health and Third Sector
Engagement Matrix" are being utilised and the Third Sector also plays a central role in
maximising joint resourcing, both contributing to and benefiting from joint resourcing
activity across the North Lanarkshire Partnership.

2.4 Community Empowerment Act

The Community Empowerment (Scotland) Act received Royal Assent on 24 July 2015.
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The three major elements of the Act are the strengthening of community planning; new rights
enabling communities to identify needs and issues and request action to be taken on these; and the
extension of the community right to buy or otherwise have greater control over assets.

Underpinning all the provisions of the act, is a focus on disadvantage and inequality.

The act commits the government and public services to engage with, listen to and respond to
communities, in order to enable communities to have greater influence over how land and buildings
are managed and used.

There are many opportunities within the scope of the legislation for communities to be supported to
influence local and national programmes and priorities, to improve local outcomes and to be
involved in monitoring progress within their own areas. The act provides enhanced opportunities to
make community participation more sustainable in a very wide range of local initiatives and plans.

These processes include the development of Scotland's National Outcomes, the setting of
community planning priorities, the content and performance of local outcome improvement plans
and smaller scale locality plans, land and asset transfer arrangements, the development of
allotments and green spaces, and the use of 'common good' resources.

All community planning agencies will be obliged to offer communities information, advice and
support to enable them to make best use of the legislation. The increase in opportunities for
communities to participate is underpinned by a duty on public bodies to develop and resource
appropriate support arrangements therefore ways will need to be found to address the serious
shortfall in the capacity of public bodies and others to support community empowerment at local
and national level.

The Act will help communities develop their influence and mobilise assets towards more effectively
focused local policies and priorities.

The Act reflects government priorities of promoting social justice, combating inequality, and greater
desire and ability within communities to engage in democracy. In turn, this will help to create the
conditions for citizens to make more informed judgements about big issues.

The explicit reference to inequality in the Act, and how it is to be defined and addressed, opens up
opportunities for greater dialogue about fairness and potential actions to tackle equality issues.

It may be that, as communities develop more cohesion and there is more awareness of the Act,
there will be opportunities to look at how it can support Community Capacity Building and Carer
Support including exploration of how some of our local physical assets can be used to enhance
Community Capacity Building at local level e.g. development of further community hubs;
neighbourhood centres, healthy living centres etc.

2.5 Carers' Act

The Carers' (Scotland) Act, which comes into force on April 1, 2018 is designed primarily to support
carers' health and wellbeing through three main provisions.

• It puts a duty on local authorities to provide support to carers, based on their identified
needs, which meet the local eligibility criteria. National matters to which local authorities

10 1 3 a



must have regard when setting their local eligibility criteria will be set out in the regulations
which will accompany the act.

• It also introduces an entitlement to a specific Adult Carer Support Plan and Young Carer
Statement to identify carers' needs and personal outcomes.

• There is also a requirement within the legislation for each local authority to have its own
information and advice service for carers which must provide information and advice on
(amongst other things), emergency and future care planning, advocacy, income
maximisation and carers' rights.

In addition, the Act also places the following duty on Health Boards

• Health Boards will have a duty to inform and involve carers in discharge planning of the
person they provide care for

There are opportunities here for H&SCNL and the Third Sector to work together to satisfy these
duties and requirements, as the Third Sector is well placed to support these provisions and is already
focused on a personal outcomes based approach.

The third provision is critical and gives us the opportunity to link these specific elements with other
relevant areas of work such as Anticipatory Care Planning; encouraging the use of Power of Attorney
and promotion and facilitation of the use of on−line resources such as "Making Life Easier".

Working with H&SCNL on the Carers' Act will also allow us to review the need for the stipulation
around the Integrated Care Fund that requires us to evidence that 50% of the activity generated
impacts positively on carers. It may be much more relevant to evidence that we are supporting
H&SCNL to implement the act while at the same time working to ensure that carers' support is
mainstreamed so that provision of information and advice, or support to access it, and signposting
to appropriate services and community connecting, should be seen as an integral part of everyone's
role.

2.6 Community Justice

The introduction of The Community Justice (Scotland) Act 2016 triggered the disestablishment of
Lanarkshire Community Justice Authority and the establishment of a new North Lanarkshire
Community Justice Partnership within the community planning structure of North Lanarkshire
Partnership. Voluntary Action North Lanarkshire (mandated by North Lanarkshire Voluntary Sector
Partnership Group) represents the third sector at North Lanarkshire Community Justice Partnership.

In 2016, to further expand the sphere of the local third sector's involvement and influence in the
Community Justice agenda, two Third Sector Community Justice Networks were launched, operating
as endorsed Networks of North Lanarkshire Community Justice Partnership. North Lanarkshire Third
Sector Reducing Reoffending Network (chaired by Sacro) and North Lanarkshire Third Sector Victim
Services and Engagers Network (chaired by Victim Support Scotland) attracted significant levels of
membership from third sector organisations during their initial year of operation. Both Networks
have helped establish linear connectivity between grassroots third sector organisations and service
users and members of North Lanarkshire Community Justice Partnership.

During 2016−17, Third Sector Community Justice Network member organisations were notable
contributors in the development of the North Lanarkshire Community Justice Outcome
Improvement Plan 2017−20. Launched in April 2017, this is the key strategic operating document,

11 I 2



with the third sector scheduled to lead on implementation of a number of key targets and outcomes
on behalf of the Partnership over a three−year period.

2.7 Strategic Role of the Third Sector Interface

In February 2016, the Scottish Government commissioned an evaluation of Scotland's Third Sector
Interface network model and of Voluntary Action Scotland (VAS). The aim of the evaluation was

a) to look at the role, function, effectiveness and impact of the Third Sector Interface network
model and Voluntary Action Scotland

b) to explore with research participants what the future strategic direction and approach to
Third Sector support in Scotland should be at the local level

The primary recommendation in the evaluation report was that:

"the core purpose of the Third Sector Interfaces in future should be on becoming a strategic
vehicle for Third Sector involvement in Community Planning and Integration"

Voluntary Action North Lanarkshire has fully embraced this purpose since its inception in 2010 and
has operated as the main strategic vehicle for the Third Sector in both Health & Social Care
Integration and Community Planning in North Lanarkshire. This approach will continue to be
developed further and will underpin the work of the North Lanarkshire Community Capacity Building
and Carers' Support structure.
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3 Assessment of Local Needs

3.1 North Lanarkshire Population Data

Before going on to look at assessment of local needs as it relates to this strategy, the development
of the Joint Strategic Commissioning Plan and the development of Locality Profiles, it is important to
set out some of the key contextual North Lanarkshire population data which underpins these plans
and the work of the Community Planning Partnership. Some relevant key facts are set out in the
graphs and text on pages 17−19.

Some key points of note are;

• Whilst in the next 10 years the overall population will rise by about 1200 (or 0.4%), the
under 65 population will reduce by about 11,000 and the over 65 population is expected to
rise by about 12,300

• The over 75 population accounts for about 7230 of this rise which will have a significant
impact on the need for advice, support and services for this age group

• Whilst the population will fall, the number of households will increase by 5% putting
pressure on the housing stock and resulting in an increase of around 7600 single tenancies
with a potential link to increased loneliness and isolation

• Adult employment is marginally above the Scottish average however total unemployment
and youth unemployment are above the Scottish average and the number of people who are
unemployed due to long term illness is significantly above the Scottish average

• North Lanarkshire ranks 6th worst in terms of deprivation based on its share of datazones in
the worst 15%

• There is a significant variation in deprivation across and within the six localities
• School qualifications and adult qualification levels are below the Scottish average
• Life expectancy is 1.8 years below the Scottish average for men and 1.6 years for women
• Life expectancy in our most deprived areas of North Lanarkshire compared to our least

deprived is 4.9 years less for men and 4.1 years less for women

These data clearly demonstrate the health and social inequalities that exist when North Lanarkshire
is compared to Scotland and that also exist when we compare our own localities. Improving health
through preventative inputs and reducing inequalities has been and will remain a major focus for the
Third Sector and for Health & Social Care North Lanarkshire.

3.2 Assessment of Local Needs

Assessment of local needs is a critical element of the commissioning cycle which is why a significant
amount of work is being undertaken by Health and Social Care North Lanarkshire to coproduce a
Joint Strategic Needs Assessment that will help profile need into the future. The aim is to have this
completed by March 2018. Locality Profiles have been produced which summarise the health and
wellbeing indicators in each locality and set out a list of priority areas based on those and on a series
of locality engagement events that began in 2015 with examination and mapping of data. Although
originally the intention was to include these profiles within a few pages of the Joint Strategic
Commissioning Plan the amount and richness of the data was such that they became stand−alone
documents.

The profiles, based on Local Area Partnership boundaries, provide a baseline of health and social
care information to inform integration and an overview of key data from nationally available sources
from which the priorities and areas for further attention flow. They represent a point in time and
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therefore will need to be revisited at each iteration of the Joint Strategic Commissioning Plan and
therefore each time we review this and subsequent Community Capacity Building and Carers'
Support strategies.

The profiles include information on the context and geography of each locality; levels of
deprivation; housing; provision of local services; community assets; needs assessment data;
demographics; care provision etc.

Information is also provided on health behaviours and inequalities, such as information on smoking,
obesity, alcohol and drug use, mental health and wellbeing, immunisation, hospital admissions;
children and families; poverty, looked after children and young people, child protection, teenage
pregnancy, child health; long term conditions; cancer screening; public protection; and criminal
justice.

Information from the Carers' Health Needs surveys carried out by North Lanarkshire Carers Together
in the 3 years to March 2016 has also been included in the profiles.

As mentioned in 2.1 a) above, it will be important to ensure synergy between these priorities and
those established through the Community Capacity Building and Carers' Support structures at
locality level.

To fully interpret the data contained in the profiles in order to use it for future planning it has to be
looked at in context and combined with local knowledge including engagement with local
communities. The profiles are too detailed and complex to summarise in adequate detail here
however they can be accessed online at
(http://www.northlanarkshire.gov.uk/index.aspx?articleid=31104)

Tables 1 and 2 on pages 20 and 21 set out some of the key indicators and the variation across
localities. The data in table 1 also compares localities with North Lanarkshire as a whole and where
possible, with Scotland overall.
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Population distribution and density

North Lanarkshire has a population of 338,260 and covers an area of 470 sq km
North Lanarkshire's population accounts for 6% of the Scottish total
The council area is the 5th most densely populated in Scotland
Only 1% of the population lives outwith the main urban areas
North Lanarkshire has a total of 150,273 households

Population age structure

$4
4, $

Population split by key age group (nos) North Lanarkshire compared to Scotland (% share)
775

, 5 i 015

usehold structure

Households split by type (nos) North Lanarkshire compared to Scotland (% share)

21

1.14

scted population and household changes over the next 10 years

I age down by 650 $ School age down by 2170 $.. 18−29 years down by 3950 .$.30−64 years down by 4370 5

65−74 years up by 5140 75 years+ up by 7230

Total households are expected to increase by 7,520 or 5%

Single person up by 7600 W Lone parents up by 830 ' f l 2+ adults (no family) up by 4300

Families down by 3490 5 , 3+ adults (no family) down by 1720 5.
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Adult employment status
18

A total o f 165.200 adults are in employment A total o f 10,100 adults are unemployed

Resident and workplace based earnings

Gross weekly earnings: full−time & part−time (fs)

N o r t h L a n a f l s r l l r e Scotland

433.6
O , O k p a C , − noseota'−.g'

32

bC
4341

Note: Resident−based figures tend to be higher due to thein−creased
earning po ten t i a l f o r those who commute Out o f the

o r ea to work, e.g. to Glasgow and Edinburgh.

1408

IuV1L u i D — s n a r e 01 oarazones in worst .i oy councii area

nare 01 uepriveu areas uy aomain uviost severety aeprivea areas ny tocation tworst
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Around 7% of school leavers did not go on to a positive destination

Of those who did go on to a positive destination: Adult qualifications
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Table 1: Locality overview

Data Time
Indicators Type Period
I−A&E

attendances Rate 2014/15 278.6 339.2 394.1 335.3 391.1 342.7 282.6 324.9

A&E
conversions
to hospital
admission % 2014/15 26.7% 26.7% 27.1% 27.6% 28.3% 24.2% 28.9% 23.1%
High
Resource
Individuals Rate 2013/14 n/a 2.6 2.6 2.6 2.7 2.7 2.3 2.7

Data Time North
Indicators Type Period Scotland Lanarkshire Airdrie BelIshill Coatbridge Motherwell North Wishaw
Emergency
admissions Rate 2014/15 104.4 123.3 126.3 128.3 132.2 138.2 105.1 123.3

Pts with
multiple (2+)

emergency
admissions Rate 2014/15 18.3 22.1 22.6 22.5 24 25.3 18.6 22.3
Readmissions
within 28
days Rate 2014/15 20.9 25.8 26.9 27 27.4 30.1 21.2 25.4

PPA stay rate Rate 2014/15 16.5 19.7 20.9 21 21.1 22.4 15.4 20.4

Alcohol Cost
related per
admissions capita 2013/14 n/a £1.53 £1.47 £1.31 £1.86 £2.70 £1.34 £0.74
LTC5
(proportion
with at least 1
LTC) % 2013/14 n/a 31.9% 32.2% 31.7% 32.0% 32.1% 31.4% 32.4%

As at 31
March

Frail (65+) Rate 2015 n/a 150.3 137.3 144 168.6 141.6 132 138

NHS24 usage Rate 2014/15 n/a 296.3 312.4 304.7 309 323 252.6 305.7

SAS usage Rate 2014/15 n/a 107.7 106.4 110.6 114.7 123.5 91.7 111.1

Homeless
population % 2014/15 n/a 0.5% 0.6% 0.5% 0.6% 0.6% 0.4% 0.4%

Rate of
population
receiving
home care Rate 2014/15 n/a 17.3 16.3 18.6 18 19.5 14.6 18.3
Rate of
population
receiving
residential
care Rate 2014/15 n/a 8.2 4.9 6.5 9.7 10 4.7 7.3
Rate of
population
receiving SDS Rate 2014/15 n/a 2.9 2.7 2.4 2.7 2.8 2.9 3.2

T't4.

GP practices Rate n/a 0.18 0.17 0.15 0.21 0.16 0.15 0.14 0.23

Pharmacies Rate n/a n/a 0.22 0.22 0.23 0.24 0.23 0.2 0.21

Care homes Rate n/a n/a 0.09 0.07 0.09 0.12 0.06 0.06 0.14
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Emergency Number
departments (beds(

Sites with
intermediate
care and Number
respite beds (beds)
Sites with
offsite acute Number
and GP beds (beds)

2
(1,168

n/a n/a beds)

3
n/a n/a (50 beds)

5
n/a n/a (113 beds

1
1 (633
(535 beds) 0 0 0 0 beds)

1 1
(21 beds) (21 beds) 0 0

1 1 1
(21 beds) 0 (24 beds) (26 beds_

0

2
(42 beds)

1
(8 beds)

0

Table 2: Proportion of datazones in each locality within each deprivation quintile Source: SIMD 2012
SIMD Ranking 1 (Most Deprived) 2 3 4 5 (Least Deprived)
Airdrie 46% 19% 21% 12% 3%
BelIshill 36% 29% 14% 10% 10%
Coatbridge 49% 31% 8% 10% 2%
Motherwell 44% 23% 12% 9% 12%
North 15% 32% 21% 14% 18%
Wishaw 32% 37% 18% 10% 3%

Considering these data brings focus to a number of areas relevant to CCB&CS. Their relevance is
described later in this section.

Key Areas of Activity Derived from the Data

a) A&E Attendances

Reduction in A&E attendance rates will be a significant performance indicator for H&SC NL. Much of
the specific work that will emerge from the CCB&CS strategy in the next 1, 5 and 10 year plans must
have a direct impact on use of acute services otherwise the whole system will not be able to operate
effectively.

Recent data shows that

• Airdrie and Coatbridge both have a much higher A&E attendance rate than the other localities.

• Nearly half of the A&E attendances from the North locality are to A&E departments in NHS
Greater Glasgow and Clyde.

• The North locality has the highest conversion to hospital admission rate but lowest A&E
attendance rate (not due to attendance at Glasgow hospitals).

• The localities with the lowest conversion rates (Motherwell and Wishaw) are the 2 areas where
most of the residents attend Wishaw General.

• Relative to Scotland, North Lanarkshire has a higher A&E attendance rate (339.2 per 1,000
population in North Lanarkshire vs 278.6 per 1,000 population in Scotland).

• Despite having a higher attendance rate, North Lanarkshire's A&E conversion rate is comparable
Scotland's (26.7%).

• In 2014/15, the top 100 attendees at A&E accounted for 2,098 A&E attendances, just under an
average of 21 A&E attendances each. The top A&E attendee was 72 years old and attended A&E
77 times. Proportionately more of these top 100 are from Coatbridge (24%).

As illustrated in the graph below, if the trend seen in A&E attendances over the past 3 years continues for
H&SCNL residents, then overall attendances (all ages) will increase by 1% by 2020/2021. Attendances for0−21

I



64 age group will decrease by 2%. However, the 65+ age group will increase by approximately 12% and by
32% for the 85 and over age group.

A&E projections for 2018/19 and 2020/21

North Lanarkshire HSCP Residents A M Attendances 65+ Projections
30,000

25,000

20,000 −
U
C

15,000

10,000 −

5,000 −

0
2011/12

*

2012/13 2013/14 2014/15 2018/19 2020/2021

65−74

75−84

85+

65+

It is difficult to interpret the above data in terms of identifying specific actions to reduce pressures on Acute
services, however there are a number of areas of focus of this strategy that will have a direct impact.

b) Emergency Admissions

High rates of A&E attendances are linked to high emergency admission rates. With pressures around
the 4 hour target for A&E, sometimes people can be admitted when alternatives might have been
available either by having the right supports and services in place to avoid the attendance in the first
place, or by ensuring people are able to go home straight after being assessed. A good example of
this would be someone who is vulnerable and/or frail who has no immediate need for a change to
their medical treatment but who may be (or be perceived to be) at risk if they are sent home
without additional support or who have ended up being brought to A&E following a change in their
carer's health or social situation.

• The North Lanarkshire emergency admission rate for all ages has been rising since 2005
(increasing from 102.7 to 123.3 per 1,000 population − a 20% increase).

• Rates across localities vary and change over time.

• All localities in North Lanarkshire have a higher emergency admission rate than the national
figure (just under 20 more admissions per 1,000 population).

• Emergency admissions are expected to increase by 4% for all ages and 13% for aged 65+.
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• Additionally, if the use of beds continues to rise in line with the previous 3 year average,
roughly an additional 77 beds will be required to accommodate the additional bed days in
North Lanarkshire.

• Around 1 in 83 people in North Lanarkshire were readmitted within 7 days of discharge from
hospital and 1 in 40 people were readmitted within 28 days of discharge.

• Within North Lanarkshire, the top reasons for readmission are diabetes, which accounts for
10.6% of readmissions within 28 days (variation: 8.3% in North and 15.1% in Wishaw) and
COPD, which accounts for 4.7% of readmissions (variance: 3.4% in North and 6.5% in
BelIshill).

• In all of the 6 localities, top reason for readmission within 28 days is diabetes mellitus. COPD
is the second top reason in 4 of the 6 localities.

c) High Resource Individuals (HRI)

HRI's are classed as the group of individuals (around 2% of the population) who use around 50% of
the hospital and GP prescribing health budget, when ranked in order of total health resource
consumption.

In North Lanarkshire, the total health and social care expenditure for 2013/14 was £400.8m and 79%
off this (f315.8m) is attributed to healthcare, with the remainder attributed to social care (social

care includes home care, residential care and SIDS expenditure).

d) Potentially Preventable Admissions (PPA)

This term describes 19 conditions (from 'The Health of the People of New South Wales, [Australia]' −
Report of the Chief Medical Officer) such as nutritional deficiencies; dehydration; and COPD, which
result from medical problems that may be avoided by people taking better care of their own health;
by prevention through Public Health measures; and/or by timely and effective treatment usually
delivered in the community.

Some of these conditions or further exacerbation can be prevented by ensuring that sufferers or
those who have greater potential to develop these conditions and their carers, have social supports
available to them e.g. admission due to nutritional deficiencies; dehydration; or COPD, in some
cases, could all be linked to frailty, vulnerability and isolation.

e) Long Term Conditions

The data on long term conditions demonstrates that there is little variation between the localities,
with around 32% of people having at least 1 LTC, increasing to around 65% of people in the 65+ age
band

The top 3 LTCs in North Lanarkshire residents are asthma or COPD (14% of the population); Chronic
Heart Disease (CHD) (5.1% of the population); and diabetes (5.1% of the population).

Again, these conditions are likely to be avoidable in some cases or more generally, to be more
manageable and have less impact on people's lives if people are more physically active and have

more social supports. COPD is a particular area where an emergency plan for overnight which
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included social supports, could potentially impact positively on the lives of those individuals
concerned and reduce unnecessary calls to out of hours services; Scottish Ambulance Services and
attendances at A&E as these often do not result in any changes to the person's management plan.

f) Social Care

The data shows variation across Localities and it will be necessary to examine further the reasons for
the disparity in terms of access to Self−Directed Support; Residential Care and Home Care all of
which may be impacted upon by local context.

Distribution of social care across North Lanarkshire, home care, residential care and SIDS.

Dsitribution of social care costs in North Lanarkshire by locality

100%
90% −−−−80%

−− −−−−− −
7 1 ) 0 1

− − − −

60% −
50%

40%−−−−−−−30%

−
20% −
10% −
0% −

SDS

Residential Car

U Home Care

The total number of home care hours in 2014/15 was 1,860,066. 1,651,242 (89%) of these were
attributed to those aged 65+ and the total spend on home care in 2014/15 was £31,342,107

The locality with the highest number of home care hours in 2014/15 was the North locality with
348,759 hours

The total spend on residential care in North Lanarkshire in 2014/15 was £32,008,928, with
£29,135,342 (91%) attributed to those ages 65+

The highest residential care spend in 2014/15 was outwith the North Lanarkshire localities, with a
spend of £6,236,960

The total spend on Self Directed Support in North Lanarkshire in 2014/15 was £40,413,675, with
88% of this (95,711,471) attributed to those aged under 65

The work to date on the Joint Strategic needs Assessment and the Locality Profiles so far,
summarised above, suggests some key potential areas of focus for the Third Sector.

It will be important to place these in the context of our overall work and areas of focus in relation to
Community Capacity Building and Carers' Support which are discussed further in section 4 (below).
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3.3 Relevance to Community Capacity Building and Carers' Support

Clearly these areas of activity are associated with very high costs and collectively as a partnership,

we need to ensure they are well resourced but crucially that they are used appropriately and can
demonstrate that they are effective and efficient.

Using A&E as an example, there is a need to maintain excellent services for people who have had
serious accidents or whose care is a real emergency, however there are a significant proportion of
A&E attendances by, people who do not meet these criteria and whose reasons for attending are
less to do with health emergency and more to do with vulnerability, frailty, isolation and loneliness
and/or carers' needs not having been met or planned for.

Whatever the cause, with improved and expanded Community Capacity, targeted in the right areas
and a continued focus on supporting those vulnerable, frail, isolated and lonely individuals, the Third
Sector has much to offer in terms of prevention and anticipatory supports. This can be achieved by
working with these individuals to improve the quality of their lives and improve their connectedness
within their local communities so that they can get the support they clearly need without always
having to do so through statutory services. As a consequence of this increased connectedness, along
with increased community capacity and resilience, we will see their use of A&E, Out of Hours; GPs
and Social work reduce.

Despite the very high profile of performance around emergency admissions and delayed discharge,
the Community Capacity Building and Carer's Support Strategy must continue to focus on how to;

• Improve quality of life outcomes for individuals;

• Support individuals and their communities to become more resilient;

• Build Community Capacity based on local intelligence

• Empower individuals and communities to have more choice and control over their lives.

The health and social care data in the profiles and in the above tables will be an important means of
tracking impact in terms of reducing service use as a by−product of a personal outcomes approach.
Examination of these data also gives us the opportunity to target some areas where specific CCB&CS
interventions can alleviate pressure in parts of the whole system. Bringing about a reduction in
pressure around statutory service use (and also in terms of third and independent sector) is an
essential goal for all of the partners within Health & Social Care North Lanarkshire and is likely to be
a significant and necessary step in the path towards shifting the balance of care and resources.

4 Current Service Development and Delivery

The focus of Community Capacity Building and Carers' Support in 2017/18 will be twofold;

a) Current Service Development and Delivery described in this section and

b) Developing the 5 and 10 year strategy setting out the transformational changes required in
the programme and how it will be delivered. This is described in section 5.
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4.1 Development Approach

Community capacity building is defined by the Scottish Government as "measures that strengthen
the collective ability of a community. This includes activities, resources and support that
strengthen the skills, abilities and confidence of people and community groups to take effective
action and leading roles in the development of their communities".

The CCB&CS programme has been operating since 2012 and has supported and governed a detailed
programme of work to support local communities and develop the local infrastructure. Continued
investment through the Integrated Care Fund has supported the development and delivery of the
programme.

Health and Social Care North Lanarkshire supports the Community Capacity Building and Carer
Support Programme through the Integrated Care Fund as it recognises the potential gains in terms
of shifting the balance of care towards prevention and tackling inequalities. The programme has
begun to test new approaches for the delivery of community based supports for people with
complex and multiple conditions. The work is based on a locality, community−led, focus.

The development approach has produced a structure which ensures that the Third Sector is wellco−ordinated;
is enabled to combine its vast coverage to provide the best possible supports in the most

efficient way to North Lanarkshire's citizens; and that communities can co−design and develop
supports and services as they see fit.

In terms of the development approach, this has been based on a number of key principles that have
been used to inform and guide the work. These include the following:

• Programme Approach − This ensures that funding is allocated via the CCB&CS Programme
only where there is a clear link to the delivery of strategic outcomes. Support for this
approach has been achieved through the work of VANL.

• Locality Planning − Our strong commitment to "locality planning" through the Locality
Partnership Development Programme described in more detail in section 4.2, ensures that
the programme is responsive to community needs and integrated.

• Co−production − Our commitment to co−production, through a process of joint planning with
public sector partners and drawing on the views of local communities, has ensured that
activity meets local needs and does not duplicate or overlap with existing provision.

• Based on Strategic Priorities − It quickly became evident through the programme that the
approach also had to be based on agreed strategic priorities and have the ability to deliver in
a coherent way across North Lanarkshire as well as having a locality focus.

• Addressing the need for Carer Support − Our strong commitment to ensuring that carer
support is at the heart of the programme is evidenced through improved carer
identification; signposting and referral arrangements; and development of new carer
support services. As indicated earlier, with the implementation of the Carers' Act we may
wish to review how we articulate the impact on Carers in a more meaningful and
measureable way.

• Robust Governance − Robust governance arrangements are in place which demonstrate the
transparent and accountable operation of the programme as described in section 6.
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• Outcomes Focus − The approach has been based on a strong commitment to supporting
people, including carers, to achieve their personal outcomes. This has involved the
establishment of robust monitoring and reporting arrangements that are capable of
capturing and evidencing the outcomes being achieved.

4.2 Locality Partnership Development Programme

The "Locality Partnership Development Programme" is a key part of the CCB&CS programme
targeting investment in order to support and drive forward focussed development of community
based services linked to identified and evidenced need within communities in North Lanarkshire.

The programme has included:

• Establishment of a Consortium in each locality comprising representatives from Health &
Social Care North Lanarkshire and Voluntary Sector Organisations. The Consortia are
supported by Locality Officers and are responsible for reviewing local priorities and
developing local activity.

• Development of the Locator Tool which now sits within the 'Making Life Easier' platform
offering information to the public and to staff about the vast array of community supports
the Sector offer.

• Provision of support through the development of additional community based support
services in local areas in response to local needs.

As part of the work of the Locality Partnership Programme a "Locality Activity Fund" was established
as a flexible local fund that could be used to support the development of additional activity. This
involved the allocation initially of £15,000 to each Locality to be distributed through a simplified
grant process. Its continued success has seen the amount allocated rise to £24k and most recently to
£30K per locality.

The programme was designed to;

• Ensure that local communities are directing and developing local services and supports
• Provide a flexible fund that is able to be distributed quickly in response to local needs.
• Provide a mechanism to support small scale programmes that can add value to the CCB&CS

programme
• Complement existing activity supported through the Locality Link Officers and Other

Mainstream Services
• Demonstrate the added value to be generated from proposed activities
• Involve a cycle of mapping; assessing local needs; identifying gaps in service; strengthening

current assets; testing new approaches and developing new innovative provision

The programme is clearly aligned to the Joint Strategic Commissioning Plan of Health & Social Care
North Lanarkshire and is focussed on the issues which face the most disadvantaged communities
including e.g. addressing stigma associated with mental health; promoting self−management;
building individual and community resilience; and ensuring the effective implementation of Getting
it Right for Every Child (GIRFEC) across the Sector.

4.3 Priority Care Groups

Our current and future structures will have a focus on localities and natural communities as the
building blocks, however to date we have also coordinated some of our work on the basis of priority
care groups and themes as set out in the table below.
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Care Groups Themes
Carers Advocacy
Disability and Long Term Conditions Community Food
Mental Health and Addictions Community Liaison (Hospital Discharge)
Older People Community Based Palliative Care
Children and Families Community Transport

Digital inclusion
Home Visiting & Befriending
Physical Activity
Dementia Support
Volunteer Development

The origin of the Community Capacity Building and Carers' Support strategy was the Reshaping Care
for Older People Programme which ran very successfully in North Lanarkshire some years ago,
however with Health & Social Care Integration it is now recognised that we need to move away from
defining adult care groups by age and/or condition and focus more on the impacts on the lives of
individuals arising from vulnerability; loneliness and isolation; frailty, long term conditions, mental
health and addictions. To reflect this, the long established Partnership Board and Locality Planning
Group structure in North Lanarkshire which supports the provision of Community Care has reduced
from 4 partnership boards (Mental Health; Addictions; Older People; and Disability) to 2 which cover
Addictions, Learning Disability and Mental Health; and Frailty and Long Term Conditions.

Organising our work around 16 care groups and themes does present us with some challenges, in
that individual people can be categorised in several simultaneously. Added to that is the fact that
people (generally) do not want to be defined by a condition and would rather be defined by what
they can do and supported to achieve their personal outcomes.

There will inevitably be considerable elements of the delivery of our strategy that need to focus on
supports for people with specific conditions, however the advice, supports and services may be
more generic e.g. befriending; strength and balance; emergency and future care planning etc.

The Care Group and Thematic structure, which has served us very well up until this point, will be
reviewed in light of changes within the governance structures of H&SCNL and as part of the
development of the strategy beyond 2017/18 and may be subject to change in year, if consensus on
the way forward is achieved.

A description of the themes, care groups and localities along with identification of their current
priorities is attached at Appendix 1

4.4 Anticipated Outputs and Outcomes

All of the current and planned activity linked to CCB&CS must link back to the Joint Commissioning
Plan of Health & Social Care North Lanarkshire which in turn must demonstrate links to the National
Health & Wellbeing Outcomes and the National Delivery Plan where appropriate. Below is a
summary of how these links can be evidenced currently, based on activity generated by the £1.1m
investment from April 2015 to March 2016 and the Programme Outcome Totals which are set out in
more detail in the graph on page 31.
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Outcome 1: People are able to look after and improve their own health and wellbeing and live in
good health for longer.

We were able to evidence some 4146 reports of a reduction in isolation and loneliness. Loneliness
has been cited as being a major factor in the decline of an individual's health. Heathy eating and
physical activity are key priorities within the structure and enable people to improve their own
health by making small, manageable changes. Although much remains to be done in these areas,
considerable progress has already been made through the work of the Lanarkshire Community Food
and Health Partnership and North Lanarkshire Leisure. A Home−visiting and befriending network
(which has generated £2.1million investment in North Lanarkshire) also addresses loneliness and
isolation by undertaking befriending matches for a time limited period with a focus on connecting
people to their wider communities.

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

We were able to evidence 3937 instances of "improved independence". The means through which
the structure achieves this is wide and varied and includes promoting good neighbourliness, linking
to home safety checks and providing community transport (7,460 journeys in 1 year alone) making
communities accessible:

"1 was in a lot of pain and /just stayed in the house because of this not going out at all. Now I help in
the group − I do as much as I can and it is getting me out more than usual. It's helped me get in
contact with more people". (CCB&CS A Qtr 2 2016/17)

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

All organisations within the Community Capacity Building and Carers' Support Structure adhere to
the process outcomes of "Talking Points" ensuring a focus on personal outcomes through all
engagements with service users.

Additionally, the CCB&CS programme has advocacy as a key thematic focus which supports and
promotes a preventative advocacy model meaning that those who are in crisis have made their
wishes known. This gives Health & Social Care Services the opportunity to respect these wishes.
Similarly, a thematic group on community based palliative care, supports those individuals and their

carers who wish to spend more time at home during their illness.

"My advocacy worker explained everything [ ... ] I feel so much better and have been sleeping well as I
don't have to worry". (CCB&CS A QTR 2 2016/17)

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

CCB&CS aims to build the capacity of communities. This is done in partnership with communities
thus providing support to build the very activities, supports and groups which communities regard as
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necessary to help improve their quality of life. All of the community supports are held on "Locator",

an accessible, easy to use information system, so that community members, carers and healthcare
professionals are able to signpost to supports which enhance wellbeing e.g. local walking groups and

services

"I'm proud that I've cooked three home−made meals for my wife and I'm also learning more about
how food affects blood sugar" (CCB&CS A Qtr2 2016/17)

"I know it's here when I need it [...] I will continue with the exercises at home [...] it's not so daunting

now. We now have afull book of people we can just phone for a blether" (CCB&CS A Qtr2 2016/17)
Outcome 5 Health and social care services contribute to reducing health inequalities.

The locality based structure of CCB&CS ensures that there is a community focus to our activity and
development work. This has included specific pieces of work in the outlying areas of Motherwell and
in Viewpark. As well as this; the robust governance of the structure ensures the CCB&CS is guided by
high level partnership priorities. As such, there is focussed work on targeted populationsespecially—but

not exclusively − children who are looked after; those affected by domestic abuse and those
affected by substance misuse. Within the CCB&CS programme there is and will require to be an
increased focus on helping to alleviate poverty through provision of information and/or signposting
to Citizens Advice; services that support Financial Inclusion; Welfare Rights; Income Maximisation;
Debt Advice etc.

Outcome 6: People who provide unpaid care are supported to look after their own health and
wellbeing, including to reduce any negative impact of their caring role on their own health and
wellbeing.

CCB&CS recognises that carers provide a substantial and invaluable contribution to care of people in

our communities and as such has committed that 50% of all effort and outcomes should positively
impact on carers. From April 2015−2016, CCB&CS were able to demonstrate 1268 reports of carers
having an increased ability to manage or cope with their caring role. This is mainly as a result of all
organisations within the CCB&CS structure having undertaken Equal Partners in Care Training which
is having a demonstrable impact at a community level:

"I didn't realise that my role was that of a carer" (CCB&CS Repost 2015/16)

"My husband gets support twice a week to go out. I feel like me again". (CCB&CS Repost 2015/16)

"Having experienced prolonged stress in my caring role with continuous anxiety, I was finally
mentally and physically broken. Being able to escape for rest and recuperation was invaluable to
me"

(CCB&CS Re post 2015/16)

Outcome 7: People who use health and care services are safe from harm

Many individuals worry about returning home after a stay in hospital. The Hospital Discharge
Programme − together with partners including Community Food and Scottish Fire and Rescue
Officers − signpost and support individuals to feel safer at the point of discharge.
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Outcome 8: People who work in health and social care services feel engaged with the work they
do and are supported to continuously improve the information support, care and treatment they
provide.

The commitment within the CCB&CS programme to improve the lives of those individuals with
whom they engage is demonstrated through the focus organisations have to give to the many
volunteers who wish to contribute to their communities. This is supported through the Volunteer
Development theme wherein, organisations are enabled to better support their own volunteers. This
includes being offered the opportunity to achieve a quality standard in volunteer support and
offering training to volunteers and Third Sector staff.

Outcome 9: Resources are used effectively and efficiently in the provision of health and social care

In 2014−2015, CCB&CS generated an additional 90p for every £1 invested. This model has continued

as integration evolves with the Home−visiting and Befriending Network organisations alone
generating £2.1million over three years. This does not account for additional money generated
elsewhere in the system nor does it account for the savings made in those people who have been
prevented from requiring statutory supports or services. Whilst we are currently unable to track the
latter, investigations are underway as to look at how this can be improved e.g. through CHI seeding.

Programme Outcome Targets and Performance
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5 Developing Our Longer Term Strategy
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5.1 Timetable

One of our key objectives in 2017/18 is to set out in detail our strategic plans, for the following 5 and
10 year periods taking us to 2028. In doing so, we will engage with appropriate stakeholders in North
Lanarkshire to agree the desired outcomes and the milestones towards achieving them. The
timescales around this work are set out in the table below.

Date Stage of Development
June 2017 Strategy outline will be available
October 2017 Draft Strategy will be available for consultation
December 2017 Final Strategy published

5.2 General Areas for Review in 2017/18

In 2017/18, as part of our longer term strategy development, we will review the following areas;

• Strategic investment Planning − The current funding for the Community Capacity and
Carers' Support Programme is through the Integrated Care Fund. It is recognised that in
addition to this funding, Third Sector Organisations have been extremely effective at
leveraging additional resources from external sources to support the delivery of the
programme. However, it is also recognised that there is need to place the work of the
Community Capacity and Carers' Support programme on a more robust footing that reflects
current and future service requirements. Over the next year therefore, work will be
progressed to undertake a programme of Strategic Investment Planning that will assess the
long term future investment requirements of the sector; the appropriate commissioning
arrangements and areas where the sector may wish to tender for those services that are
being commissioned by H&SCNL. This is expanded upon in section 5.3 below.

• Service Development and Delivery. Over the next year we will continue to support the
delivery of preventative and anticipatory support services through the Community Capacity
Building and Carers Support Programme as set out in appendix 1.

We will complete the transition that will see an extension of the programme across all age
groups, with the general aim of improving people's lives by reducing isolation and loneliness
and specifically, improving the lives of those affected by poor Mental Health; Addictions;
Frailty; and Long Term Conditions.

• Needs Assessment and Service Review − This element of work will focus on reviewing the
detailed assessment of needs that has been prepared for each locality; examining the key
issues that require to be addressed and consideration of the preventative and anticipatory
support measures that require to be put in place. We will also require to agree the role and
representation of the Third Sector within the Locality Planning Groups. The assessment of
local needs will be used as part of a formal service review process that will scope out future
priorities and areas of development for the period beyond 2018.

• Workforce Development Review —To enable H&SC NL to make progress against the 9
National Outcomes, development of the Third Sector workforce to support the Community
Capacity and Carers' Support Programme and the H&SC NL Strategic Plan, will be critical to
success. Over the next year, a detailed Workforce Development Plan will be created that will
describe future workforce needs to support the delivery of the programme. This will include
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an assessment of any recruitment requirements, training, development and ongoing support
needs and will dovetail with the Health & Social Care North Lanarkshire Workforce Plan.

• Review of The Performance Monitoring Framework −The Community Capacity Building and
Carers Support Programme has successfully established a robust monitoring framework in
order to be able to report on the personal outcomes achieved for local people. However, as
part of the process of integration, it is recognised that this will require to be reviewed in
order to ensure that the work is aligned to the agreed local and national integration
outcomes and that the monitoring and evaluation arrangements are suitable for capturing
and reporting this broader range of work. It will be necessary to ensure that the framework
is both robust and proportionate and avoids unnecessary bureaucracy. A review of the
Performance Monitoring Arrangements will therefore be undertaken during 2017/2018 and
new framework established for implementation in April 2018.

• Review of Carers Support Programme − A review of Carers' Support arrangements is being
undertaken in line with the Implementation of the Carers' Act in Lanarkshire. We will aim to
ensure through participation in the review, that arrangements remain in place that allow us
to build on the commitment to carer support established as part of the Community Capacity
Building and Carers' Support Programme whilst moving towards a more mainstream
approach as outlined in section 2.5.

• Governance Review − Over the next year, it is proposed that we will undertake a detailed
review of the structures and governance arrangements for the Community Capacity Building
and Carers Support Programme to ensure that these reflect the changing shape and scale of
the programme. This will include a detailed review of the structures; membership and
composition; remit; and reporting arrangements.

• Education and Training − As the 5 and 10 year strategies are developed and the future work
plan emerges, it will be necessary to develop a programme of education and training to
support delivery of the programme for paid staff; volunteers; partner agency staff and carers
as well as appropriate individuals within our communities (e.g. self−management).

5.3 Strategic Investment

One of the key risks to the future development of the CCB&CS programme is that of sustainability.
The ongoing evaluation of CCB&CS highlights the excellent value for money delivered through the
programme and also the significant level of additional resources that has been leveraged by the
Third Sector to provide additional capacity within the funds allocated through the Integrated Care
Fund.

Feedback has suggested that the strategic investment in the Third Sector has been highly valued and
appreciated. It is also recognised that the overall approach, based on shifting the balance of care
with an increased focus on preventative spend has been appropriate. The current CCB&CS
programme has been funded as part of the Integrated Care Fund.

As work is progressed over the next year by Health and Social Care North Lanarkshire to put in place
a delivery plan linked to its Joint Strategic Commissioning Plan, detailed consideration will need to
be given to how to sustain and extend the support for the third sector through the CCB&CS
programme.

The current programme has been very successful in delivering and evidencing outcomes, however it
still has gaps in its scope and in its capacity to deliver the current and future range of advice
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supports and services that will be required to truly transform the whole system. It is recognised that
this will require a shift in investment towards the Third Sector and support for more preventative
and anticipatory support services. The evaluation of the model developed in North Lanarkshire has
highlighted the added value derived from such an approach, and the value for money achieved
through such investment.

It is also recognised that in taking forward this approach, the opportunity exists to build and extend
the partnership and joint working arrangements to ensure that the wider resources of all of the
partner agencies can support the work around the development of preventative and anticipatory
support services.

Short term and varied funding streams create an unstable workforce and often staff with excellent
skill sets, experience and knowledge of North Lanarkshire's communities are lost as they gain longer
term employment elsewhere often as the end of their contract term approaches.

Additionally, the variation in the funding streams results in overly complex reporting structures as
well as the development and measurement of programme outcomes which do not align exactly with
Health & Social Care North Lanarkshire's priorities. A more co−ordinated approach offers a solid
foundation for generation of additional income to meet the outcomes of the Partnership as a whole.

Additional pressures and challenges on the sector include the increasing scope of the work as North
Lanarkshire moves to a more preventative, community based agenda. Many of the other intentions
are contingent upon an up−skilled Third Sector with greater capacity to not only deliver supports and
services but to develop these supports and services in line with need. This includes the requirement
to build interventions which:

• support and promote self−management and making better health choices

• promote the use of self−help resources such as Making Life Easier; e−Lament; Locator etc
• help alleviate poverty through provision of information and/or signposting to Financial

Inclusion and Welfare Rights services

• alleviate loneliness thus preventing decline in health

• facilitate carer confidence at the point of hospital discharge

• develop carers confidence in supporting self−management

• provide support to carers and short breaks which enhance their wellbeing thus increasing
the capacity of carers to cope

• are able to cope with increased demand

• address community stigma around mental health and addictions and build suicide safer
communities and dementia friendly communities

• lead to wider community connections

• prepare people for, and link them to, meaningful activity such as volunteering

• prepare people for, and link them to, activity which benefits health such as meal planning
and physical activity

• include preventative advocacy and emergency advocacy for children and young people

• support the completion of carers plans; anticipatory care plans; out of hours plans; Power of
Attorney etc.

The above list is not exhaustive and whilst much has been done through efficiency to address this
increasing pressure on services; changes in demography; and a shift to a focus on prevention, this in
itself will not adequately address future demand.
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The current and future pressures across the Third Sector and the rest of the system in North
Lanarkshire underline the need for (and the value of) a coordinated strategic approach which is what
VANL supports through the Community Capacity Building and Carer Support Structure. This
represents a very important step forward and contrasts with many other partnerships where use of
investment has been based on grant applications and has lacked any such strategic planning.

Across North Lanarkshire there are some 872 organisations who contribute to our programme
outcomes by helping people to live safer, healthier more independent lives, involving a conservative
estimate of 2,390 staff and 10,000 volunteers.
The latter, whilst offering their services, good will and skill set for free, do not come without a cost
since they require robust support and guidance. Additionally, the volunteers together with this huge
staff cohort, require access to basic multi−disciplinary training to offer a truly integrated approach to
Health and Social Care.

The 2011 census tells us that there are 34,000 unpaid adult carers in North Lanarkshire and there are
also a significant number of young carers over and above this number. As part of the overall
'workforce', it will be important to ensure that they also have the same access to appropriate
support, guidance and training where that is required.

In developing the CCB&CS strategy for 2023 and 2028 it will be essential for the future delivery of
the key objectives of Health & Social Care North Lanarkshire, North Lanarkshire Council and NHS
Lanarkshire that the Third Sector contribution and capacity is grown at an appropriate rate. There
will have to be enough capacity to provide the required level and scope of prevention and
anticipatory work along with the necessary advice, support and service provision, not to mention the
inputs required to support communities to become more resilient. For that to happen successfully,
the current and future resourcing of this element of the sector's contribution must be placed on a
sound financial footing equal to that of the statutory sector in the sense that it requires to be
adequately resourced within a strategic financial plan as opposed to being funded on a short term
and often ad hoc basis.

The Third Sector, in developing its future strategy, will need to consider how best it can add value
through collaboration and co−production with the statutory and independent sectors to find the best
solutions in terms of ensuring that the advice, support and services that people may require are
available from the most appropriate agencies.

5.4 Opportunities for Development

Although a huge range of excellent work can be identified and evidenced within the current
programme, there are as many if not more opportunities to develop new approaches to Community
Capacity Building and Carers' Support; to expand on existing areas of work; and to look at new ways
of structuring the programme to ensure that we meet service and organisational outcomes for
ourselves and our partners as a by−product of meeting personal outcomes, as suggested above.

Some potential gaps/new areas for development/areas of potential focus are set out below.

a) Preventing and Reducing Isolation and Loneliness

There is a huge emerging theme of people experiencing isolation and loneliness. This is likely to
include many of the High Resource Use group with people possibly using service contacts as a
substitute for normal social interaction or through fear and anxiety as a symptom of loneliness and
isolation. Research into social isolation is producing some interesting data suggesting for example
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that loneliness and social isolation are harmful to our health and that social networks and
friendships not only have an impact on reducing the risk of mortality or of development of certain
diseases, but that they also help individuals to recover when they do fall ill.

Some recent assertions from the research include;

Loneliness and physical health

• Loneliness increases the likelihood of mortality by 26%
• The effect of loneliness and isolation on mortality is comparable to the impact of well−known

risk factors such as obesity, and has a similar influence as cigarette smoking
• Loneliness is associated with an increased risk of developing coronary heart disease and stroke
• Loneliness increases the risk of high blood pressure
• Lonely individuals are also at higher risk of the onset of disability.

Loneliness and mental health

• Loneliness puts individuals at greater risk of cognitive decline
• One study concludes lonely people have a 64% increased chance of developing clinical

dementia
• Lonely individuals are more prone to depression
• Loneliness and low social interaction are predictive of suicide in older age

Loneliness and maintainin& IndeDendence

Academic research is clear that preventing and alleviating loneliness is vital to enabling people to
remain as independent as possible. Lonely individuals are more likely to:

• Visit their GP, have higher use of medication, higher incidence of falls and increased risk
factors for long term care

• Undergo early entry into residential or nursing care
• Use accident and emergency services independent of chronic illness.
• Loneliness and social isolation are features of being poor and living with complex health

problems.
• Loneliness and social isolation are issues of social justice and health inequality

This theme also links to gaps/opportunities when looked at against the current structure of Themes
and Care Groups e.g.

• Employment
• Community Transport
• Palliative and End of Life Care
• Sensory Impairment
• Befriending Capacity
• Physical Activity
• Long Term Conditions

Having a strong focus on identifying and ending isolation and loneliness in our communities would
capture and help to support a lot of individuals who are currently not known to us and/or who could
appear across a range of our existing care groups and themes. This will be explored in more depth as
the strategy beyond 2018 is in development.
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b) High Resource Users (people who are outliers in terms of the frequency in which they
contact and use services).

The Joint Strategic Needs Assessment demonstrated that 2.4% of the population of North
Lanarkshire utilise 54% of the Health & Social Care resource. New ways of linking health and social
care data and analysing that data using CHI numbers (NHS personal identifiers) allows us to identify
those people individually. It is anticipated that the quality of life experienced by this group will be
poor and that their numerous contacts with social work; GPs; Accident and Emergency; Out of Hours
Services etc. will not result in improved clinical or personal outcomes.

There may be a group of individuals within the cohort whose needs are so extreme that we cannot
reduce their reliance on services however it is believed that there is a large group who could be
engaged in a different way, many of whom are known to have issues with mental health and
substance misuse. The cohort is also likely to include people with specific long term conditions such
as Chronic Obstructive Pulmonary Disease, who may be prone to panicking when alone when they
perceive that their condition is worsening and a group where carer support will be a factor.

If we could effect a 10% reduction in service use amongst these individuals through different
approaches based on improving their lives, we would in theory reduce the usage of the whole health
and Social Care system by 5%.

c) Promoting Self−Management

As mentioned earlier, there is an opportunity for the third sector to take a greater role in promoting
self−management through the promotion and facilitation of self−help resources such as Making Life
Easier which is an online platform that allows an element of
self−assessment and free access to minor items of equipment using a personal outcomes approach.
This platform is developing further and includes links to other critical resources such has thee−lament

website 1 ' which supports self−help for people experiencing
episodes of poor mental health.

d) Self−Directed Support

The Social Care (Self−directed Support) (Scotland) Act was passed in 2013 and the duties came into
force in April 2014.

With the move to self−directed support (SIDS), the way that social care is funded and provided is
changing. Support provision is becoming more personalised and more focused on meeting the
outcomes of supported people. As more people access Individual Budgets the way that support is
purchased and procured is changing. SDS offers greater choice and control for people and brings
about a shift in the balance of power between individuals and organisations.

The values and principles in the Act are: involvement, informed choice, and collaboration. The Act
also includes principles from the Independent Living Movement of disabled people − the right to be
treated with dignity and the right to participate in society.

The Community Capacity Building & Carers' Support Strategy will have to address how the third
sector can demonstrate that it is promoting and supporting the significant opportunities afforded to
individuals through Self Directed Support, in partnership with H&SCNL.
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e) Low Level Supports

There is an opportunity to explore the boundaries between Third Sector and statutory sector
provision of supports to enable people to remain at home. This would be in areas such as home care,
where there are significant pressures in terms of staff recruitment and growing numbers of referrals.
There are possibly a number of people who are referred for home care (usually through the hospital
discharge process) who do not need such high levels of support and whose needs could be met
through support from the Third Sector. Through new strengths based approaches such asre−ablement,

people are receiving packages of care based on what they can do, rather than what they
can't do and may no longer require home care following such intervention. There may be
opportunities for the Third Sector to provide lower level supports for those individuals to help them
maintain their independence. A model would require to be developed which made clear what the
Third Sector as a provider would potentially tender for as a provider of such supports.

From the perspective of prevention and early intervention, in a future scenario of full integration at
locality level, one could imagine for example, an integrated team which included workers from the
Third Sector who were providing a befriending type role while at the same time delivering a range of
low level supports which did not then require the support of a home care worker.

This links with the existing broad range of low level supports which form the bulk of our preventative
and anticipatory interventions described elsewhere in the strategy.

5.5 Potential Existing Areas for Expansion/Development/Change

It would be easy to assert that the work of all care groups and themes needs to expand, which is
absolutely clear, however with a potential new way of organising our programme delivery, we need
to think carefully about what our priorities will be and how we will deliver them. In the creation of
the strategy beyond 2018, we need to set out the future vision and then see what organisational
construct best matches those aspirations.

We have described earlier in section 4.3, some of the changes to be considered in terms of the Care
Group aspect of the structure.

In terms of the existing themes, it seems likely that we will have to see significant expansion in;

i) lnformation/Advice/Signposting

This will continue to be an important focus as we aim to ensure people are able to access all
available supports. The Third Sector and our partners must embrace the role of "Community
Connectors" via face to face contacts and by encouraging and supporting people to utilise online
resources such as "Making Life Easier" and the "Locator Tool".

ii) Locality Activity Programme

This has been an important element of the programme so far, allowing the Consortia to address
locally identified needs. In extending this area and expanding the range of supports and activity in
localities, we will need to ensure that there is adequate scrutiny of the extent to which those locally
identified needs and the work that follows, fit with the overall Joint Strategic Needs Assessment and
have an evidence base.

iii) Recovery Oriented System of Care
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In order to maintain a focus on improved personal outcomes, we will consider how the CCB&CS
strategy can support a recovery model. This relates mainly but not exclusively to people whose lives
are affected by Mental Health and/or Addiction. The focus will be on how we can ensure our
services are responsive enough and designed to enable people to move through treatment and
support into sustained recovery.

iv) Carer Support Programme

A good infrastructure of support is available in NL for carers including direct and indirect support.
However, given the number of carers and the increased numbers of people being supported in
communities, we will need to look at how we expand this work while at the same time supporting
implementation of the new Carers' Act. As mentioned previously in section 2.5, we also need to be
working to ensure that carers' support is mainstreamed so that provision of information and
advice, or support to access it, and signposting to appropriate services, are seen as an integral part
of everyone's role.

v) Palliative Care

Considerable work has been undertaken to date to support the objectives of keeping people at
home and living positive lives for as long as possible; supporting more people to die at home; and
providing respite for carers. The work to date has been very positively received as reflected in many
case studies and is very cost effective however it is recognised that there is still a huge and growing
unmet need.

vi) Community Transport

Community transport has been shown to provide an essential link within and between all of the
themes and is seen as being critical to re−engaging people with employment and social opportunities
and is therefore another area where expansion is required.

vii) Physical Activity and Community Food (Making Positive Health Choices)

Again, these are two essential components in terms of improving physical and mental health and
wellbeing. If many more people were supported and enabled to be more physically active and to eat
a healthier diet there would be a transformational effect on communities.

viii) Home Visiting and Befriending

With an increasing understanding of and focus on loneliness and isolation, Home Visiting and
Befriending becomes an ever more critical area for growth when combined with possible expansion
into a wider range of interventions. Rightly the current focus is on time limited interventions with a
view to reconnecting people to their local communities, friends etc. Where this is not possible, we
may need to look at how we provide more long term befriending for some people who remain lonely
and/or isolated despite our support. This is an area where local communities could play a vital role.

ix) Dementia Support

North Lanarkshire has been involved in ground breaking work through its role as a Dementia
Demonstrator Site and the setting up of initiatives such as Dementia Cafes; Dementia Friendly Town
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Centres etc. Given the expected growth in the >75 population and consequent rise in the numbers of
people living with dementia, work in this area will have to expand accordingly.

x) Volunteer Development

An expansion in the CCB&CS programme generally, demands an expansion in the numbers of
volunteers we currently have and resources to ensure they are adequately supported and developed
to support the widening scale and reach of the programme. We also need to ensure that where
appropriate we prioritise and maximise the potential gains in terms of future employability for our
volunteers.

6 Governance Arrangements

6.1 The Role of the Third Sector

The Third Sector through VANL have a number of significant roles within the Governance of CCB&CS

• Lead Body − VANL was appointed as the "Lead Body" with responsibility for co−ordinating
the programme; financial administration; monitoring and reporting; and overseeing the
programme.

• Triple Lock Decision Making − Financial allocations are made through a "triple lock decision
making" process. This involves three stages of consideration and approval and is designed
to ensure transparency and accountability in the allocation of all funding, proportionate to
the sums being allocated. This is described in more detail in 6.3.

• Community Capacity Building Group − This group exists to oversee the planning and
implementation process. This involves the Thematic Leads and representatives from partner
agencies. The membership of this group was extended to include representation from those
organisations which host the Locality Consortia to improve communication andco−ordination

of activity between the localities and thematic priorities.
• Locality Partnership Development Programme − This group involves the Locality Officers who

meet on a regular basis to oversee the roll out and development of the locality development
programme.

• North Lanarkshire Wide Consortium − Brings together all of the locality, care group and
thematic leads to share learning and information on progress to ensure cohesion across the
programme.

In addition to the above, the Third Sector is strongly represented across the whole of Health & Social
Care North Lanarkshire at the Joint Integration Board and its sub committees; the Strategic
Leadership Team; and in the Partnership Boards for Frailty and Long Term Conditions and Addictions,
Learning Disability and Mental Health.

6.2 Partnership and Joint Working

A key feature of the success of the CCB&CS programme has been the strong commitment to
partnership and joint working across Health & Social Care North Lanarkshire. This approach has
been evident from the outset of the process demonstrating the value attributed to the crucial role
that the Third Sector fulfils and recognition of the contribution that has being evidenced over time.

Key features of the approach have included:
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• Engaging with organisations that have direct experience of areas of work relevant to people
and their carers such as community transport; community food etc. This has included the
engagement of organisations that work solely in North Lanarkshire and other National
Voluntary organisations.

• A strong commitment to engaging with local community based organisations through the
Locality Planning arrangements. This approach has supported local organisations to
contribute to the programme and to develop new initiatives and activities for people and their
carers.

• The approach has also been designed to engage with public sector partners both at a Locality
Level through the Local Consortia and at Strategic Level in the delivery of the programme.
This approach has ensured that the CCB&CS programme has been fully integrated with other
mainstream services and has complemented existing provision through the co−production of
community based services.

The Third Sector's role in achieving effective partnership and joint working arrangements as
described in 6.1 above, has involved establishing a range of mechanisms and forums for meeting,
planning, and reviewing progress.

It is recognised that maintaining these operating structures takes time and requires a strong
commitment from everyone involved. The structures have also been adjusted and strengthened
over time as the programme has evolved.

It is evident from the feedback received through the evaluation process, that the delivery of the
CCB&CS programme has been extremely positive in building and developing the partnership and
joint working arrangements in North Lanarkshire. The approach has provided a solid framework that
has been able to harness the energy, experience and commitment of Third Sector organisations and
community based groups towards the development of preventative and anticipatory support
services for individuals and their carers. As an improving organisation, it is appropriate that we
continuously review the programme and it's supporting structures to ensure they remain fit for
purpose and wherever possible, at the leading edge of development and innovation.

6.3 Governance and Decision Making

One of the initial reservations of partner agencies surrounding the CCB&CS programme was the risk
associated with the strategic allocation of funding for management and distribution within the Third
Sector. In order to address this reservation, VANL established robust governance arrangements. This
included the establishment of the "Triple Lock" mechanism referred to earlier in the report. This
process involves a three stage assessment of all funding proposals as follows:

Awards up to £25,000
Lock 1 Community Capacity Building & Carers' Support Governance Sub Group
Lock 2 Community Capacity Building and Carers' Support Group
Lock 3 Integrated Care Fund Steering Group for information

Awards above £25,000
Lock 1 Community Capacity Building & Carers' Support Governance Sub Group
Lock 2 Community Capacity Building and Carers' Support Group
Lock 3 Integrated Care Fund Steering Group

Locality Activity Fund (90k per locality consortium to support coproduced solutions)
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Lock 1 Local Partnership Consortium approves
Lock 2 Community Capacity and Carers' Support Governance Sub Group for noting
Lock 3 Community Capacity Building and Carers' Support Group for noting

All proposals are based on an agreed strategic Funding Proposal Framework in order that they; set
out a clear evidence of demand; outline the proposed approach and activities to be delivered; set
out clear and measurable targets in terms of the impact on people and their carers; and
demonstrate that full consultation had been undertaken with Localities and other stakeholders.

All funding proposals then proceed to the Governance Sub Group for consideration with
recommendations made in relation to the level of support.

The final stage of the process involves all funding proposals and recommendations going to the
Community Capacity Building Group either for approval or for noting.

All organisations receiving funding are required, as a condition of that funding, to undergo an
organisational review carried out by VANL to ensure that those organisations have the necessary
and appropriate internal governance arrangements to receive and manage those funds.

It is evident that the "Triple Lock" mechanism has been extremely valuable and has ensured a clear
and transparent process for the allocation of all funding. The process has built confidence amongst
partner agencies of the Third Sector's ability to manage the strategic allocation of funding in an open
and transparent manner. This arrangement, has ensured that the CCB&CS programme operates
effectively, and is an excellent example of the way that the Third Sector can operate as a strategic
partner in the management of resources and delivery of outcomes.

6.4 Monitoring and Reporting

Notwithstanding the requirement to review these in light of developing our 5 and 10 year CCB&CS
strategy, the current arrangements allow for robust monitoring and reporting within the CCB&CS
governance structures. All of the Locality Leads and the Thematic and Care Group Leads are required
to submit quarterly data which contains information on activity and outcomes by blending
quantitative data with qualitative data including people's stories and vignettes.

These reports are aggregated into a North Lanarkshire wide report which goes to the partners in
Health & Social Care North Lanarkshire and is considered at the Strategic Leadership Team. A report
is taken to the Joint Integration Board on an annual basis.

The fact that the CCB&CS Programme has been able to work with individuals and organisations that
make up the Third Sector to reach this level of monitoring and reporting is a major achievement in
itself.

6.5 Co−ordination and Support

The success of the CCB&CS programme and the model adopted in North Lanarkshire, has been
highly dependent upon the central co−ordination and support provided by VANL. The role of VANL
has involved drawing together representation across the Third Sector; liaison with public and
independent sector partners; design and delivery of the co−ordinated programme approach;
development and maintenance of robust governance arrangements including administration of all of
the finances; and development and maintenance of the monitoring and reporting arrangements.
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The approach adopted by VANL has demonstrated the value and contribution of a Third Sector
Interface Body that is able to operate in such an enabling role as a full partner.

However, it is also recognised that delivering this role effectively requires investment and financial
support to ensure that the co−ordinating and support body has the capacity and resources to
undertake this work effectively. It is evident that for this model to continue to be successful it will
require ongoing investment in central co−ordination and support.

7. Next Steps

Following approval of this strategy covering 2017/18 a multi−agency group will be established to
develop the Community Capacity Building and Carers' Support Strategy for the following 5 and 10
year period, adding detail to the outline provided in section S.

This group will examine the described opportunities for new developments as well as considering
existing areas which might require to be expanded; developed or changed to support the delivery of
the Joint Strategic Commissioning Intentions of Health & Social Care North Lanarkshire. The group
will also look at the strategic investment required to facilitate growth in the range and/or volume of
information, advice, support and services to be provided through the strategy, communicating
progress and consulting in line with the timetable, also set out in section 5.

Implementation will be undertaken through monthly meetings of the North Lanarkshire Wide
Consortium. Progress will be monitored through reports to the CCB&CS Governance Sub Group.

43 1 a a



Appendix 1

Themes, Care Groups and Localities − Description and Current Priorities

Themes

The themes are described briefly as follows;

Home Visiting/Befriending Programme − Thematic Lead − Home Visiting and Befriending Network

The approach in relation to the development of home visiting/befriending has been based on;

• Supporting the development of community based/neighbourhood services.
• Focus on the promotion of good neighbour/volunteer support in order to ensure

sustainability.
• Focussed activity to support people who are isolated, to engage or re−engage them in

community based activity rather that providing a long term service
• Delivery of activity to help people to become less isolated − use of technology/telephone

contact
• Provision of neighbour/volunteer support for people who are housebound and unable to

access community based supports/activity.

The development of home visiting and befriending has been progressed through a Home Visiting and
Befriending Network that was established to oversee the roll−out and development of this area of
activity.

Other Current Driorities

• Ensure spread across all communities
• Ensure spread reflects H&SC Integration and covers all ages
• Scope the required capacity for befriending to meet increased demand
• Work with Community Transport to facilitate volunteers ability to get to clients
• Examine need for a proportion of activity to provide ongoing support
• Make better use of Locator Tool
• Improve data on referrals; unmet need; age groups; GP contacts related to isolation and

loneliness
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Community Transport Programme − Thematic Lead − Getting Better Together Shotts

The approach in relation to the development of Community Transport has been progressed through
the Community Transport Working Group as part of the North Lanarkshire Community Transport
Strategy. A detailed action plan has been prepared that sets out the overarching aim of the
programme. The vision is that: "North Lanarkshire will have a high quality, integrated, safe and
sustainable community transport network that will promote social inclusion by ensuring that
everyone can access the key services and facilities that they need. It will be achieved by partners
and stakeholders working together to raise the profile, capability and capacity of the community
transport sector to support identified needs. The development of community transport will
represent best value for the users, operators, and partners.

The approach as part of the CCB&CS programme has been focussed on a range of activity including:

• Needs Analysis − Undertaking work to assess the demand for community transport to
support people within localities.

• Training/Capacity Building − Developing a training pathway to enhance services and develop
resources within localities. This has included provision of Passenger Assistant Training and
also progression of Training the Trainers Training.

• Service Development − Work has also been undertaken to develop the local community
transport services. This has included activity to raise awareness of existing provision;co−ordination

of existing service provision; and development of new additional services in
response to identified needs.

Other Current Priorities

• Scope opportunities to broaden service delivery e.g. out of hours appointments; Home from
Hospital etc

• Increase awareness of the social benefits of Community Transport
• Increase awareness of services available to localities
• Continue to pursue opportunities to leverage external funding

Community Food Programme − Thematic Lead − Lanarkshire Community Food and Health
Partnership

The approach in relation to the development of community food initiatives has included:

• Food Poverty − Supported the development of a sustainable infrastructure of community
based food initiatives for people in response to local needs. The programme of activity has
been fully integrated as part of the strategic approach to Food Poverty being progressed in
North Lanarkshire. The work under the CCB&CS programme has been focussed specifically
on supporting people experiencing food poverty to access the support available.

• Healthy Eating − Provision of advice, information and training on food nutrition; food safety;
and healthy eating as appropriate.

• Support for Carers − Development of a range of activity to provide information, advice and
support to carers in relation to community food and healthy eating.

• Community Food Initiatives − Provision of support to lunch clubs/community food initiatives
to improve sustainability. This has included support in relation to the governance;
organisational development; volunteers; improving access and use of community transport;
and funding.

Other Current Priorities
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• Continue to utilise input from nutritionist
• Work to reduce bureaucracy
• Explore opportunities to identify more local kitchen facilities for teaching
• Improve suitability of self−help materials for people with literacy or comprehension

difficulties
• Continue to leverage external funding whenever possible

Advocacy Programme − Thematic Lead − Equals Advocacy

The approach in relation to the development of advocacy services has been designed to complement
and add value to the commissioned advocacy services through North Lanarkshire Council. The
approach has included:

• Provision of resources to expand the range of existing paid advocacy service − expand
existing contract activity.

• Development of a pool of volunteer advocacy workers that will complement the existing
contract activity and extend the range of community based provision.

• The approach has been designed to operate across North Lanarkshire and link with localities.

Other Current Priorities

• Ensure there is a coherent North Lanarkshire wide approach which covers all of the care
groups and is representative of all of the community. North Lanarkshire currently has three
advocacy specialist organisations who meet up quarterly as an Advocacy Network

• Your Voice − children and young people
• The Advocacy Project − adults 16 −64
• Equals Advocacy—older adults 65 and over

• Focus on reaching people at an earlier stage before they are subject to legislative
intervention.

• Target people who are unconnected to services at present to ensure that people are kept
independent for longer

• Increase independence and self−management by encouraging service users / carers to use
powers of attorney, advance statements, self−directed support etc.

• Increase Community Capacity by providing training and awareness sessions using the
recently developed advocacy training module encouraging individuals who live and work in
the local community to become volunteers and advocacy champions.

Community Based Palliative Care Programme − Thematic Lead − St Andrew's Hospice

The approach in relation to the development of community based palliative care services has
included:

• Development of a co−ordinated approach to the provision of community based palliative
care services which has been based on supporting people to access the range of existing
community based provision. This has involved a co−ordinated approach to the delivery of
additional community support.

• Delivering a co−ordinated programme of training to community based service providers on
the provision of palliative care and supporting people at the end of their life.
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• Operation of a flexible support budget that has been used to access additional resources as
required e.g. complementary therapies.

Other Current Priorities

• Need to scope future demand
• Continue to emphasise need to increase focus on;

−Prevention of unnecessary admissions
−Increased provision of end of life care at home
−More awareness of and use of Anticipatory Care Plans
−Increase ability of Care Home staff to deal with end of life care to avoid unnecessary
instances of residents dying in acute hospital setting

Carers Support Programme − Thematic Lead − North Lanarkshire Carers Together

The approach of the Carers Support Programme has been designed to support the key priorities set
out in the North Lanarkshire Carers' Strategy. This has included the following:

• Allocation of resources to assist the development of a co−ordinated approach to carers'
support to ensure that proposed activity is linked to the NL Carers' Strategy. This resource
has been used to support service planning and ensure that the needs of carers are taken into
consideration; to provide guidance and training to local service providers on the needs of
carers involved in service development.

• The second strand of activity has been to provide additional resources to support the
development of carer support services. This has included the provision of additional short
respite support and other activity.

Other Current Priorities

• Continue to promote use of Equal Partners in Care (EPIC) principles
• Continue to build capacity in local carer organisations and in time across the Health & Social

Care workforce in its broadest sense so that carer support is mainstreamed
• Carer representation
• Supporting Implementation of the Carers' Act
• Promotion of physical activity
• Falls prevention work with carers
• Provision of short breaks
• COPD in carers and cared for
• Signposting and direct referral to carer support where appropriate
• Continue work with the Independent Sector

Volunteer Development Programme − Thematic Lead − Voluntary Action North Lanarkshire

The approach in relation to the Volunteer Development Programme has been based on the
following:

• Provision of a co−ordinated volunteer development programme − this has operated on a
North Lanarkshire wide basis and has linked with the requirements of local organisations.

• The approach has involved the targeted recruitment, training and matching of volunteers to
local organisations delivering services.
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• Training and guidance has also been provided to local organisations on volunteer support.
This has included advice on the development of a volunteer policy; guidance on effective
volunteer support; and advice on how to retain and develop volunteers.

Other Current Priorities

• Increase numbers of volunteers to match expected rise in demand
• Increase capacity to support volunteers
• Explore development of online forum for volunteers to gain access to peer support and

networking
• Make benefits of volunteering more widely understood

Dementia Support Programme −Thematic Lead −Alzheimer's Scotland

The approach in relation to the Dementia Support Programme has been based on the National
Dementia Strategy. The approach has been focussed on:

• Provision of specialist support to co−ordinate the development of community based services
for people with dementia and their carers

• The support has been centrally managed from the Dementia Resource Centre in Motherwell
• The service has acted as a link between the local services already operating and the

development of new services
• The focus has been on the development of specialist support that is appropriate for people

with dementia and their carers in line with the 5 pillars model of post diagnostic support and
8 pillars model of community support already in place

Other Current Priorities

• Further development of Dementia Friendly Communities
• Working to become as inclusive as possible e.g. linking with faith communities; BME groups;

travellers etc.
• Expansion into rural communities
• Working in partnership to remove barriers to a more integrated approach e.g.

− Transport

− Intergenerational work

− Dementia friendly awards e.g. taxis, businesses

− Work with schools

− Work with Care Homes

Digital Inclusion Programme − Thematic Lead − Locality Led

The approach in relation to the Digital Inclusion Programme has included:

• Development of a co−ordinated programme of work to improve digital inclusion
• Approach has included activity to improve access to resources and training
• Approach has included community based approaches and linking digital inclusion as a cross

cutting theme as part of the other thematic priorities

Physical Activity Programme − Thematic Lead − North Lanarkshire Leisure

The approach in relation to the Physical Activity Programme has included:

• Development of a co−ordinated approach to the provision of physical activity across North
Lanarkshire.
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• Development of an approach to maximise the use of existing resources and improve
opportunities for people.

• Linking the development of a co−ordinated programme of physical activity with community
based provision as a cross cutting theme with other thematic priorities e.g. linking physical
activity to the provision of lunch clubs; improving access to physical activity by maximising
the use of community transport; etc.

Other Current Priorities

The Physical Activity Service Delivery Plan will involve the continued provision and further
development of the following programmes:

• Active Health
• Weigh to Go
• Friday Night Project
• Street Soccer and Dance North Lanarkshire
• Mini Movers
• Healthy Families
• Kick Start
• Walking Football

Organisational Development Programme −Thematic Lead −Voluntary Action North Lanarkshire

Organisational development support has been provided to all organisations involved in the
CCB&CSP. This has been delivered by VANL and has included:

• Undertaking an Organisational Health Check on all voluntary organisations awarded funding
through the CCB&CS programme, as well as other organisations delivering support.

• Preparing Organisational Development Plans based on the Health Check Programme.
• Providing governance training and capacity building support as required.
• Providing advice and support on financial management; external funding sources; quality

management systems; and policy/procedures.

Care Groups: The following table lists the current care groups and their identified priorities

Care Group/Theme Identified Priorities
Mental Health • Reducing Stigma

• Suicide Safer communities
• Info and signposting
• Early awareness
• Community connections

Carers • Embedding the principles of EPIC
• Developing Carer Supports including short breaks
• Active involvement in the implementation of the Carers Scotland Act
• Enabling Carer Engagement and Representation

Disability / Long Term • Information and Sign Posting
Conditions • Promoting Independence and Resilience

• Maintaining and Improving Health and Wellbeing
• Reducing Isolation and loneliness
• Promoting inclusion
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Employability
Children and Families • Tackling Poverty

• Looked after and accommodated young people
• Raising Achievement for All

Early Years • Improving Attachment
• Looked after and accommodated young people
• Those affected by substance misuse
• Those affected by domestic violence

Sensory Impairment • Sensory Checks
• Sensory Impairment Awareness Training (SlAT)

• Mapping of Services and Supports and inclusion on Locator
• Accessible Information Provision
• Inclusion
• Confidence Building
• Mental Health and Wellbeing

Care Group/Theme Identified Priorities
Older People • Reducing Loneliness and Isolation

• Information, Support and Signposting
• Health and Wellbeing
• Mental Health
• Community Transport
• Age Inequalities

The following table sets out some of the priorities identified by Localities, either through the CCB&CS
locality development events and/or through those organised by H&SC NL as part of their
Commissioning process.

Locality Identified Priorities CCB&CS and H&SCNL Events
Airdrie −Raising awareness of consortium −Services for Children and young

−Reaching disengaged citizens people
−Befriending services −Tackling Poverty
−Transport −Housing and employment
−In−reach to most disadvantaged opportunities
communities − Prevention and asset based
−GP access (including Out of Hours) approaches to working
−Mental Health & Addictions

Bellshill −Alcohol −Isolation and Loneliness
−Mental health −Specific local focus on Viewpark area
−Community out of hours support
−Housing and supported living
−Community capacity

Coatbridge −Addictions Alcohol − −Reducing the number of admissions to A&E,
prevention/education and treatment residential and nursing care for older people
−Improving Mental Health −Young people, education and prevention
−Increase understanding of the whole −Housing and poverty
system −Improve Access to services
−Increase number and range of meeting −Reduce bureaucracy
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spaces −Focus on pathways to mainstream
Motherwell −Befriending −Extending the 24hr locality

−Food & Healthy Cooking/Eating response model across all GPs
−Increase input to outlying communities −Alcohol
−Support for Hospital Discharge −Integrated training and
−Improved Community Transport development for staff
−Increase no of meeting spaces −Increase capacity of teams
−Ensure spread of activity reflects
integration

North −Reducing Isolation. −Improve access to primary care
−Identifying Carers. services
−Promoting Mental Wellbeing. −Ensure access to appropriate
−Promoting Inclusive Volunteering, housing, information and advice
−Promoting Positive Lifestyles. −Strengthen the capacity of our
−Being an Inclusive Community. communities
−Develop the intelligence base −Address social isolation and
of public health transport links
−Improved end of life care

Wishaw −COPD −Build and develop teams within the Locality
−Mental Health Peer Support for at managerial, operational and frontline
Younger Adults levels.
−Mentoring Programme for over 18s −Further develop Locality Response team
−Increased availability of Befriending −Build networks of support around high
−Improving Community Transport & resource service users to provide proactive
Access for Sheltered Housing Tenants care
−Projects to support Children & Families
−Develop preventative and anticipatory
interventions to reduce the high death
rate in the under 75 population
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