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1.  PURPOSE OF REPORT 
 

This paper is coming to the IJB  
 

For approval  For endorsement  To note  

 
2. ROUTE TO THE INTEGRATION JOINT BOARD  

This paper has been: 
 

Prepared   Reviewed   Endorsed   

 
 By:  Head of Planning, Performance and Quality Assurance and the Senior Leadership Team.  
 
3. RECOMMENDATIONS 
 
3.1 The Integration Joint Board is asked to: 
 

 Note the content of the report, highlighting the increased unscheduled care demands 
faced in recent months; 

 Note the planning exercise currently being undertaken by the West of Scotland Regional 
Planning Group; 

 Request further updates on the actions identified for implementation ahead of winter 
through the winter plan and also the planning exercise referred to above which was 
considered by the NHS Lanarkshire Corporate Management Team.  

 
4. VARIATIONS TO DIRECTIONS 
 
 
 
5. BACKGROUND/SUMMARY OF KEY ISSUES 
5.0.1 Across Lanarkshire, and reflecting large parts of Scotland, there has been a significant 

increase in unscheduled care demands in recent months. Attendances at A&E have 
increased across Lanarkshire (up 4% against 2018/19). During the summer period, demand 
has been akin to that of peak winter pressures, causing significant stress on the system as a 
whole.  

 

Yes  No  N/A  
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5.0.2 To explore the opportunities for improvement, there has been an extensive whole system 
exercise across the system as a whole, including workshops and site specific sessions.  

 
5.0.3 Three immediate actions have been identified: 

 Additional Care Home/Intermediate Care places will be sought in South H&SCP and 
additional capacity released in Muirpark Intermediate Care Facility in North 

 Discharge to Assess capacity will be significantly expanded 

 Additional beds will be commissioned in both University Hospital Wishaw and 
University Hospital Hairmyres 

 
5.0.4 In addition, five further actions have been developed as part of the winter planning 

arrangements: 

 Reducing unplanned bed days for those in palliative care or end of life 

 Developing the model of redirection at the front door 

 Enhancing the processes and model of Complex Assessments and Discharge to Assess 

 Improving Home Care availability 

 Improving flow in Intermediate Care facilities and Community Hospitals/Off-site beds 
 
5.1 Additional Care Home/Intermediate Care Capacity 
5.1.1 Within South Lanarkshire, 4 additional Care Home beds have been purchased in Kingsgate 

with scope to open additional beds in Canderavon (10) and Meldrum (6) Care Homes from 
November 2019 until March 2020.  

 
5.1.2 The purpose of these beds would be to support transfer to home and it would be clearly set 

out to all involved that the plan is to support discharge home, albeit it is well evidenced and 
recognised that the more times you move frail, elderly people, the more debilitated they 
become.  

 
5.1.3 In North Lanarkshire, two beds will be re-designated for Intermediate Care within Muirpark.  
 
5.2 Discharge to Assess Capacity 
5.2.1 The North partnership has been developing a model of Discharge to Assess throughout 2019, 

supporting over 130 successfully home since April 2019. Of these, only 6 have required to be 
readmitted, while the average number of bed days saved has been conservatively estimated 
at 5.1 bed days, highlighting the success of the approach.  

 
5.2.2 The challenge to date has been in rapidly expanding the scale of activity. At present, there is 

sufficient capacity to support one Discharge to Assess per Locality per day (Mon-Fri), giving 
potential for 30 per week.  

 
5.2.3 The South partnership has also committed to developing a similar model, which will take the 

Lanarkshire capacity to 50 per week.  
 
5.2.4 In conjunction with the acute team, clinical leadership will be identified to support the scale 

up.  
 
5.3 Additional Beds at UHW and UHH 
5.3.1 To reduce the pressures being experienced in Wishaw and Hairmyres, additional beds will be 

opened from November 2019 until March 2020.  
 
5.3.2 24 beds will be opened on the Hairmyres site and 14 at Wishaw at a combined cost of 

around £2m.  
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5.4 Reducing Unplanned Bed Days for Palliative Care 
5.4.1 At present, 22% of unplanned bed days are attributed to palliative and end of life patients, 

while 74% of end of life patients access A&E at least once over a six month period. This 
development aims to create enhanced community response for Palliative Care patients, 
preventing admission and expediting discharge.  

 
5.4.2 The key elements of the programme are as follows: 

 Creation of a system of early identification of patients in hospital by Locality, with 
contact being made with the key services already open to the individual 

 An identified Care Manager will be created on each site who will coordinate links with 
the Locality teams and coordinate either admission avoidance or discharge  

 Enhanced wrap around supports developed in community, including additional Band 3 
Clinical Support Worker (CSW) resource and Marie Curie 72hr wrap around across all 10 
Localities 

 
5.5 Re-direction 
5.5.1 Currently there is a variation between 1-3% people redirected from A&E Departments across 

Lanarkshire.   
 
5.5.2 The key elements of the programme are as follows: 

 Allied Health Professionals, Social Work and Administration Support within all A&E 
between November 2019 and April 2020 

 Enhanced Evening Nursing service to support clinical review of patients in the 
community facilitating re-direction from the front door and SAS 

 Enhanced overnight Nursing capacity, to support unscheduled care, including HMP 
Shotts  

 
5.6 Complex Assessment 
5.6.1 Community Care Assessment (CCA) is increasing across Lanarkshire, with 1,329 community 

care assessments undertaken in the hospital environment in 2018/19 and already 1,057 by 
October 2019 in the current financial year. On average, it takes 14 days to complete a CCA in 
the hospital and at present referrals take place on the date of clinical readiness, making CCA 
funding/choices as the greatest contributor to delayed discharge bed days within the system 
(around 450 bed days per week in North and 300 bed days per week in South).  

 
5.6.2 The key elements of the programme are as follows: 

 Early referral to integrated community teams on admission to the ward to support 
integrated discharge planning ahead of the date of clinical readiness 

 Developing the use of the Estimated Date of Discharge (EDD). (Target increase EDD by 
10% per month to 90% by April 2020) 

 Discharge to Assess Coordinators/ Social Work Teams on all three Acute Sites to identify 
patients eligible to be supported home for their community care assessment (Discharge 
to Assess is focussing on reducing demand for care at home) 

 Wrap around discharge to assess through integrated community supports (ICST (South), 
Rehab teams (North) and Care at Home.  

 Step down to Intermediate Care beds/ Community Hospital Beds if required using 
interim placement protocol. 

 
5.7 Home Care Capacity 
5.7.1 There are currently an average of between 30 and 50 patients delayed for care at home per 

day across Lanarkshire from the South and North which contribute to between 300-500 bed 
days.  
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5.7.2 The key elements of the programme are as follows: 

 Integrated discharge planning ( step change to developing virtual wards in community) 

 Developing a model of Discharge to Assess 

 Developing the use of the Estimated Date of Discharge 

 Continued roll out of the Medicines Realignment Programme to reduce demands for 
Care at Home 

 Continued expansion of Criteria-led discharge to enhance weekend discharges.  
 
5.8 Intermediate Care 
5.8.1 Access to intermediate care or a community hospital bed allows a step down from acute 

hospitals to facilitate rehabilitation or step up to avoid admission.  Intermediate care beds 
are an important component of the pathway to support discharge to assess if further 
rehabilitation is required. 

 
5.8.2 The key elements of the programme are as follows: 

 Early referral to integrated community teams on admission to the ward to support in-
reach from Rehabilitation staff  

 Integrated discharge planning ahead of the date of clinical readiness. 
 
 
6. CONCLUSIONS  
 
6.1 Unscheduled Care demand has increased significantly across the summer months, impacting 

on whole-system performance and raising concerns around the upcoming winter pressures.  
 
6.2  Following an exercise with the West of Scotland Regional Planning Team to gain a deeper 

understanding of the issues, a whole-system exercise commenced to identify immediate 
actions and short term actions for delivery as part of the winter plan.  

 
6.3 The Unscheduled Care/Delayed Discharge Improvement Board will monitor and drive 

implementation. 
 
6.4 An associated performance framework is being developed which will allow weekly review of 

progress at NHS Lanarkshire’s Corporate Management Team and the Health and Social Care 
Partnership Senior Leadership Team.  

 
 
7. IMPLICATIONS 
 
7.1 NATIONAL OUTCOMES 
7.1.1 This impacts on all nine national health and wellbeing outcomes.  
 
7.2 ASSOCIATED MEASURE(S) 
 The Scottish Government’s ‘Big 6’ measures are designed to capture all aspects of 

unscheduled care performance.  
 
7.3 FINANCIAL 
7.3.1 There are no direct financial implications outlined in the report, though winter planning 

actions will be influenced by the outputs.  
 
7.4 PEOPLE 
7.4.1 No implications noted.  
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7.5 EQUALITY AND DIVERSITY IMPACT ASSESSMENT  
 

Yes  No  N/A  

 
7.6  CARBON MANAGEMENT IMPLICATIONS 
  

Yes  No  N/A  

 
 
8. BACKGROUND PAPERS 
 
 None. 
 
9. APPENDICES 
 
 None. 
  
 

 
............................................................................. 
CHIEF ACCOUNTABLE OFFICER (or Depute)   
 
Members seeking further information about any aspect of this report, please contact Ross McGuffie 
on telephone number 01698 858 119. 


