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1.0 PURPOSE  
   

1.1 To provide an update on the development and progress of the local Change Plan 
currently driving The Scottish Government Directive, Reshaping Care for Older People 
as previously reported upon.  
 
To seek approval, to submit to Scottish Government Ministers the prepared 
submission for continued allocation of Change Funds for 2012/13 to progress the 
Change Plan to the next stage. 

 

   
2.0 SUMMARY  

   
2.1 As previously reported the Government has initiated a directive to transform the 

existing model of care and support for older people. The 10 year strategy 2011 -2021 
A Programme of Change, sets out the Scottish Government vision for improving care 
quality and outcomes for older people in our communities, and presents unique 
challenges with regard to rapidly changing demographic trends, expectations and 
economic drivers. 
 

 

2.2 This report provides an update for the Community Health and Care Partnership Sub- 
Committee on the progress of Inverclyde’s CHCP local plans for Reshaping Care for 
Older People, and also presents the planned submission to the Scottish government 
for 21012 /13 Change Plan Funding.  
 

 

2.3 Performance to date in respect of the Implementation Phase is considered to have 
progressed, has recently gained momentum in some aspects and is viewed as 
positive regarding some key measures achieved during 2011. 
 

 

2.4 The partnership has demonstrated noteworthy progress taking account that for many 
of the workstreams, there has been substantial lead in factors influencing 
implementation including the setting up of governance arrangements, developing 
performance measurements, negotiating with partners, recruitment and selection 
processes and internal considerations. 
 

 

2.5 A Project Manager has been recruited to assist in the development and progress of 
the Change Plan. 
 

 

   
 
 

 
 

 



3.0 RECOMMENDATION 
   

3.1 
 
 
 

The Community Health and Care Partnership Sub-Committee members are requested 
to: 
 
(a)  Note the progress made with regard to implementing the Local Change Plan and 
the Scottish Government agenda on Reshaping Care for Older People 2011/12. 
 
(b) Endorse the prepared submission for funding allocation to the Change Fund 
2012/13. 
 
 

 

 
 
 
 
 
 
 
 
   

Robert Murphy 
Corporate Director  
Inverclyde Community Health & Care 
Partnership 



 
4.0 BACKGROUND  

   
4.1 Reference is made to previously submitted Sub- Committee Reports outlining the 

Scottish Government’s strategy on Reshaping Care for Older People. The vision set 
out by Government is that “Older people in Scotland are valued as an asset, their 
voices are heard and older people are supported to enjoy full and positive lives in their 
own home or in a homely setting”. 

 

   
4.2 The directive to transform existing care and support models is central to the 

Government’s endeavours to realise this vision and optimise both wellbeing and 
independence for older people.  

   
4.3 The key elements of the Government strategy are therefore, the requirement for 

further integration of care pathways and service delivery, community capacity building, 
with a clear focus on reducing unnecessary hospital admissions, lost bed days and the 
use of care homes. Reflecting aspiration to determine vital change at every level, it is 
notable that current Government guidelines stipulate as prerequisite for future funding 
consideration, that a plan for Joint Commissioning processes be indicated in the 
funding submission for 2012/13. 

 

   
4.4 As demographic trends change, older populations are rapidly increasing, and at a time 

of financial constraint, there are acknowledged inherent challenges in providing 
expected better outcomes for older people and carers. The provision of a continuing 
Change Fund is therefore pivotal to accelerating this transformation process.  

 

   
4.5 The Sub-Committee will recall that in February 2011 Inverclyde CHCP was allocated a 

£1.28 share of the £70m million budget from the Scottish Government Change Fund 
for 2011/12.  

 

   
4.6 To further support the Reshaping Care Programme, the Government subsequently 

announced a continuation of funding for a further three year period and invited 
submissions for change fund monies (increased nationally from £70m to £80m) for 
2012/13, to be submitted by 17 February 2012.  

 

   
4.7 The Change Fund is being used to support and improve care for older people and 

their carers in Inverclyde CHCP through the delivery of key objectives initially set out 
in local change plan and submitted to the Ministerial Strategic Group in 2011. 

 

   
5.0 PROPOSAL  

   
5.1 Inverclyde CHCP proposes to continue its work with a wide range of partners and 

stakeholders to ensure Change Fund investment together with other local resources 
accomplishes the objectives set out in the local Change Plans with regard to the 
Government agenda, of Reshaping Care for Older People.  

 

   
6.0 PROGRESS OVERVIEW  

   
6.1 Commitments outlined in the CHCP’s Change Plan are advancing.  Although modest 

change is evident in specific areas of current workstreams, other changes taking place 
cannot be specifically related to the Change Fund at this time. 

 

   
6.2 As can be seen from the summary reports provided below, workstreams are 

progressing, some are at early operational stage, others well underway with defined 
work programmes, and some are at implementation stage.  

 

   
6.3 There is evidence of a cultural shift in professional and community settings borne out 

by the evaluation of engagement events. Within the professions and local 
communities there is growing recognition that historic models of care and support for 
older people are fundamentally both undesirable and unsustainable. 

 

   



6.4 There is considerable positivity with regard to the redesign of services and associated 
benefits are acknowledged with regard to outcomes for older people, carers and 
services overall.  

 

   
6.5 Whilst challenged by changing expectations, shifting demographic patterns and 

available resources the workforce have benefitted from training provision and are 
confident and competent in role. 

 

   
6.6 Ensuring robust performance measurement is a challenging area of work.  Currently 

we are reviewing the way local data is collated to ensure best fit to effectively 
demonstrate change and associated outcomes. 

 

   
6.7 A number of initiatives and developments detailed below have contributed to 

modest improvements and will continue to deliver agreed targets and 
objectives.   

 

   
 6.7.1  SINGLE POINT OF ACCESS  
 Development continues on the partnership’s Single Point of Access element of work 

designed to provide a single entry point for rapid access for older people to the 
rehabilitation and re-enablement services.  

 

   
 6.7.2.  HOSPITAL DISCHARGE PROCESS  
 (a)  Assessment - The partnership has reviewed Social Work capacity within the 

hospital setting; consequently processes are streamlined to facilitate early discharge. 
 

 Social Workers are aligned to specific wards; briefing sessions have been held and 
changes are viewed in a positive light.  
 

 

 (b)  Specialist Multi-Disciplinary Assessment Tool (SMAT) - Training has been 
delivered to ward staff and the above assessment tool was formally introduced to 
hospital wards within the IRH campus in December 2011. 
 

 

 (c)  Reablement Development - All new cases are assessed for reablement potential.  
The service is provided for approximately 6 weeks before being passed to mainstream 
homecare, reducing or withdrawing services. A total of 58 people have been assessed 
between October and December 2011. 
 

 

 (d)  Adults with Incapacity - Briefings have ensured that priorities are identified at early 
stage where capacity is an issue, and processes have been streamlined in respect of 
relevant applications. 

 

   
 6.7.3.  SPARRA   
 SPARRA data is being reviewed to try and identify factors contributing to increased 

probability of hospital admission.  A pilot in relation to patient’s age > 65 with high risk 
of falls with a risk score over 65 is underway, and a small cohort of patients will be 
reviewed to explore the benefits of introducing additional interventions. 

 

   
 6.7.4.  SOCIAL WORK TEAMS - The feasibility of realigning existing Social Work 

Teams to cohorts of GP practices is being explored to identify potential benefits.  It is 
intended to enhance links with District Nursing staff/ Care Homes within the locality 
and highlight at an early stage those clients who would benefit from additional and/or 
different services. 

 

   
 6.7.5.  UNPLANNED ADMISSIONS AUDIT - An audit of unplanned/emergency 

admissions across a 12 week period has been conducted. Information collated from 
this, together with data from the Scottish Ambulance Service will shape future 
additional capacity and enhance the range of services required to support people at 
home rather than being admitted to hospital. 

 

   
 6.7.6  INTERMEDIATE CARE - A range of intermediate care developments will be 

taken forward as an element of the reablement process.  Consideration will be given 
to alternative usage of resources provided within NHS facilities, including the 

 



possibility of using care home beds for these plans.   
   
 6.7.7  DEMENTIA STRATEGY - Inverclyde CHCP is implementing the Modernising 

Mental Health Services Strategy.  Work being undertaken relates to the redesign of 
Older People’s Mental Health Services, including specifically the dementia care 
pathway.  The provision of funding from the Change Fund for 2012 -2013 will enable 
focus on workstreams and a Lead Officer will support this work in key areas identified 
in the Change Plan submission.  

 

   
6.8 CARERS -  Inverclyde has been cited in the National Carers Strategy for examples of 

best practice.  The Government target of ensuring a 20% allocation of funding for 
carers is met.  The partner organisations involved in the local response to the needs of 
carers are as follows:- 

 Inverclyde Carers Council 
 Your Voice - Inverclyde Community Care Forum  
 Inverclyde Carers Centre 
 Inverclyde Community Health and Care Partnership (CHCP) 
 Community Capacity Building 

Big Lottery funding of approx £600,000 has been allocated to three local groups and 
will inform the future prioritisation of Change Fund investment.  Nine projects have 
been funded through the Change Plan Community Capacity workstream and will 
provide a range of resources to address the needs of Inverclyde’s carers. 

 

   
6.9 GOVERNANCE - The Partnership has amended its governance arrangements putting 

in place structures that enhance transparency, accountability, and flexibility and 
ensure the required leadership. 

 

   
6.10 FINANCE - The document attached to this report highlights relevant areas of funding 

and expenditure across each of the pathways.  
 
The full allocation of funding has not been utilised in 2011/12; this is due to the length 
of time required to initiate projects, including advertising and recruitment of relevant 
staff.  The carry forward balance, approved by Government, relates to 9 project areas 
and will be applied across the 5 pathways in 2012/13. Additional slippage of £232K 
has been transferred to Greater Glasgow and Clyde Health to manage new pressures 
within related to the changes being made. 
 
As detailed in the Change Plan submission, the allocation for 2013/14 and 2014/15, is 
anticipated to be in the region of £1.4 and £1.2 million respectively.  The prioritisation 
and allocation of resources across pathways will be determined by the outcomes from 
2012/13 and impacts of the commissioning strategy and integrated resource 
framework. 
 
It is acknowledged that the total allocation of £1.433 million in 2012/13 is £0.03 million 
in excess of allocation.  This will be contained through monitoring and prioritisation of 
projects. 
 
A significant “Big Lottery award has been secured in Inverclyde   
 

 

   
6.11 SELF ASSESSMENT AGAINST 2011/12 PERFORMANCE - On the basis of 

performance to date, and taking into account Government allowances made for the 
first six months of the Change Plan Programme for all partnerships, it is concluded 
likely that we will meet the 35% set reduction targets for delayed hospital discharges 
for 2011/12 and 15% in 2012/13. 

 

   
6.12 IMPACT ASSESSMENT – To date no impact assessments have been carried out.  

These will be undertaken in the course of 2012 and full impact assessment will be 
required for Joint Commissioning as this is progressed. 

 

  
 

 



7.0 PROPOSALS  
   
 Inverclyde CHCP proposes to continue its work with a wide range of partners and 

stakeholders to ensure Change Fund investment together with other local resources 
accomplishes the objectives set out in the local Change Plans with regard to the 
Government agenda, of Reshaping Care for Older People.  

 

   
8.0 IMPLICATIONS  

   
8.1 Legal:   Non identified at this time  

   
8.2 Finance:   N/a 

 
Cost 
Centre 
 

Budget 
Heading 

Budget 
Year 

Proposed 
Spend this 
Report 

Virement 
From 

Other 
Comments 

 
 
 

     

 

 

   
8.3 Personnel:    None  

   
8.4 Equalities:     None  

   
9.0 CONSULTATION  

   
 There has been extensive consultation through the partnership forums, staff briefing 

events and provider’s forums concerning the progress and development of the 
Change Plan. 

 

   
10.0 LIST OF BACKGROUND PAPERS  

   
 (1)  Change Plan Submission  
   
 (2)   Change Fund Data Report  
   
 (3)   Change Plan Development Reporting/Monitoring System: Independent Living  
   
 (4)   Change Plan Development Reporting/Monitoring System: Carers  
   
   



Appendix 1 

Inverclyde Community Health & Care Partnership 

 
Change Plan Template 
 
1.  Name of Partnership  
 

 
 

 

 
Partners are as before, with Inverclyde CVS as an additional signatory to the 

2.  Partner Organisations 

2.1 Partners signed up to the Change Plan 
 

Change Plan for 2012/13. 
 
 
2.2 Professional Engagement in the development of Plans 
 
Progress reports on 11/12 workstreams have been delivered throu
mechanisms of the established Inverclyde Providers Forum and a
Briefing Events.  These have provided a useful platform for pro
wide range of professional groups to participate with regard to 
relevant information and enabling contribution to the ongoing C
The positive feedback from participants concerning the value of 
is acknowledged and will inform future developments with regard to
ongoing engagement of multi-disciplinary pr

gh the 
lso Staff 

viders and a 
sharing 
hange Plans.  
these events 

 the 
ofessionals.  The Partnership 

dress the 
ently the 

s.  This 
ation progress and 

nic 
priate 

delivery will be distributed 
ciplinary 

.  The 
se of these sessions will be to provide opportunity for continuous review 

 focus on 

 
These arrangements will be augment existing professional forums within 
Inverclyde, i.e. PEG and Social Work Practitioners Forum, Clinical 
Governance Groups and the Joint Inverclyde Quality, Advice and Assurance 
Group. 
 
The Joint Inverclyde Quality, Advice and Assurance Group (JIQAAG) was 

whilst recognising the evaluated success of these events will ad
limitations of singleton or annual briefing sessions; consequ
partnership will develop staff forums for each of the key workstream
will facilitate the sharing of information regarding implement
any issues arising on a more regular routine basis.  
 
Following each quarterly Project Board meeting a planned, electro
newsletter providing relevant Change Plan updates and appro
contributions from professionals engaged in service 
to all CHCP staff and other stakeholders  Bi-monthly multi-dis
lunchtime network meetings will also be held at Inverclyde Royal Hospital 
thereby widening opportunities for staff to be proactively involved
purpo
of practice, processes and performance, and to ensure specific
admission and discharge activity. 
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established in Inverclyde to explore ways of improving service q
Learning from experiences, both positive and negative, informs th
improvement agenda inc

uality. 
e quality 

luding necessary effective communication links with 

 Care services. 

ate care 
re identified 

care homes, these are 
sure positive 

rends and 
e to ensure 
also 

upport implementation and, critically, 
a responsibility to 

d to relevant 

 more 
ractitioners in 

the coming year. The GP Forum and other communication mediums, 
ctures for 

t with other 
also be 

g new 
ntly previous 

the Care 
ted in 2012/13.  Whilst dialogue concerning 

 undertaken by 
rrent debate 
verall care 

roup will 
ogether with evidence based 

model can contribute to preventing admissions to care homes, hospital and 
lost bed days; develop further support for long term condition management; 
maximise potential for achieving the set targets of the Change Plan; and 
overall provide improved sustainable outcomes for people. 
 
In cognisance of the National Housing report recently published, dialogue has 
begun with housing/accommodation providers to ensure service delivery will 

formal complaints processes.  
 
The group membership is multi-disciplinary, crosscutting and represents acute 
services, GPs, Primary Care, Mental Health and Community
 
The group ensures that necessary links between NHS and priv
homes are established and robust.  Where issues of poor quality a
around discharge and admissions to hospital from 
highlighted and relevant resources are effectively mobilised to en
change with regard to improvement and sustaining quality.  
 
A key focus of the group remit is to explore and analyse relevant t
issues, ensuring lessons are learned and mechanisms are in plac
continued and sustained quality improvement overall.  The group 
considers new requirements for service delivery and helps identify processes 
required to be developed locally to s
facilitates links across services. Group members also have 
ensure that information is shared appropriately and disseminate
staff groups.  
 
The Partnership recognises the requirement for an effective and
proactive approach concerning the engagement of General P

including local GP/consultant forum provide appropriate stru
ensuring this agenda is rigorously pursued.  Similar engagemen
relevant independent contractors, for example, pharmacists will 
progressed to achieve maximum impact in this area of work. 
 
Ensuring GPs are fully engaged in 2012/13 is crucial to deliverin
sustainable approaches to caring for older people; conseque
work conducted in Inverclyde, concerning the alignment of GPs to 
Homes Estate, will be revisi
existing arrangements will take cognisance of the work already
Greater Glasgow and Clyde, the Partnership will progress the cu
with due regard to Inverclyde’s rapidly changing population and o
estate.  Links to the Ageing Population Planning and Review G
ensure that the experience of other partnerships t
research will inform this process. 
 
Developing this aspect of work will help determine whether an alternative 
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meet changing needs in local communities as the Change Plan c
have impact on the care and support of older people.  Engagemen
sector will be progressed

ontinues to 
t with this 

 further in 2012/13 and with reference to the planned 

g professional 
d.   ICHCP 

the 

s with the professions will 
be ongoing, targeted and meaningful, enabling a multi-disciplinary root and 

 Change Plans. 
 

joint commissioning strategy. 
 
Reporting mechanisms for development and activity concernin
engagement will be through the Change Plan Project Boar
Organisational Development and Staff Training will progress the evolving 
agenda and ensure ongoing professional engagement regarding 
Reshaping Care for Older People Programme. 
The above will ensure that the engagement proces

branch approach to developing the evolving

 
2.3 Public engagement in the development of Plans 
 
The Partnership acknowledges the need to engage with the wider
future beneficiaries of the Reshaping Care Programme, and has e
communications sub group to progress this strategy.  Local news
internal newsletters and our Solus Screens will be used to fa
engagement 

 public, the 
stablished a 

papers, 
cilitate 

and will routinely communicate short and long term objectives of 
echnology to 
 be explored 

 important 

lar updates on the Change Plan are currently provided by the chair of 

oples 
arly with 

r people and circulate quarterly newsletters to over 1,000 local older 
people. 

a component of 
PF).  This sub 

community. 

ed by Your Voice 
future 

 enhancing our range of 
mechanisms for gathering the views of current users of our older people’s 
services. 
 
Two people from the older peoples sub group are members and in their 
capacity as members have contributed to the remit of the Community 
Capacity Working Group; they will continue to contribute their expertise and 
experience to inform future Change Plan activity. 
 

the Reshaping Care for Older People Programme.  The use of t
enhance communication and engage with communities will also
to ensure that modern media can enhance what we do in this
aspect of work.   
 
Regu
the CHCP sub committee, Councillor Joe McIlwee, and the community 
representative, Mrs Nell McFadden MBE, in their role as Older Pe
Champions.  They are supported by ‘Your Voice’ to engage regul
local olde

 
Currently there is in place an Older People’s Sub Group as 
our CHCP Advisory Group structures (which encompass our P
group will operate as a reference point for the views of older people in our 

 
We make use of regular older people’s tea dances, facilitat
(our engagement partners) to establish the views of current and 
generations of older people.  We are also

I:\Support\CTTEE SERVICES\ELECTRONIC COMMITTEES\ICHCP Sub\2012.02.13\02z Change Plan appendices.doc 3



Local people from Inverclyde’s diverse community have also b
the End of Life Care workstream through our ‘Compassionate
programme, and

een involved in 
 Inverclyde’ 

 carers are acknowledged and central to our Supporting 

nificant 
ommunities with 

t outcomes 
nd an emphasis on wider 

engagement, will determine evidence based improvement and by implication 
quired and sustainable cultural change. 

Carers workstream. 
 
The above approaches, as outlined in 2.2 and 2.3, represent a sig
culture change within Inverclyde’s partnership and local c
regard to caring for older people.  A shift in focus to a more robus
approach together with service redesign a

realise re
 
 
3. Finance  

3.1 Resources available to Partnerships  

Amount £ 
 
£’000 

Difference from 
2011/12 
£’000 

 

 
From 

Monies carried forward from
1/12 allocation 

288 N/A  
201
Initial central allocation 1,721 493 
Added by NHS Board 0 0 
Added by local authority 277 144 
Other 0 0 
TOTAL 1,710 637 
 
3.2 Reasons for financial ‘carry forward’ 
 
The full allocation of funding has not been utilised in 2011/12; this is due to 

itiate projects, including advertising and 
he carry fo rd balance relates to 9 project 

lied across the 5 pathways in 2012/13 as follows: 

hway £’000 

the length of time required to in
recruitment of relevant staff.  T rwa
areas and will be app
 
Pat
Preventative & Anticipatory Care 52 
Proactive Care & Support at Home 82 
Effective Care at Time of Transition 42 
Hospital & Care Homes 101 
Enablers 10 
Total 288 
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3.3 Change Fund allocation by pathway  
 
 Preventative 

nticipa
re 

’000 

ive 
 Support

Home 
£’000 

e  
of Transition 
£’000

Hospital & 
C
Homes 
£’000 

Enablers 

0 

Total 
 
 
£’000 

& A
a

tory 
C
£

Proact
&

Care Effec
Car at 

tive 
e at Tim

 

are  
 
£’00

2011/12 1 581 36 1,228 81 284 146  
2012/13 195 387 211 425 216 1,433 

2012/13 9% 27% 12% 35% 17%  
2013/14 Please see note 1 below 
2014/15 Please see note 1 below 
 
Note 1: 
 
The allocation for 2013/14 and 2014/15 is anticipated at £1.4 and £1.2 million 

ctively.  The prioritisation and allocation of resources across pathways will be 
13 and impacts of the commissioning 

ocation of £1.433 million in 2012/13 is £0.03 
xcess of allocation.  This will be contained through monitoring and 

prioritisation of projects. 
 
3.4 To l ath
See N

Care 
£’000 

 C  
t at 

Home 
£’000 

Effective 
Care at Time 
of Transition 
£’000 

Hospital & 
Care 
Homes 
£’000 

 
 
£’000 

Total 
 
 
£’000 

respe
determined by the outcomes from 2012/
strategy and integrated resource framework. 
 
Note 2: 
 

owledged that the total allIt is ackn
million in e

tal resource a
ote 6 

location by p way  

 
 
 Preventative Proactive

& Anticipatory & Suppor
are Enablers 

2011/12 191 299 153 599 38 1,279 
2012/13 235 462 252 509 252 1,710 
2013/14 Please see note 1 at 3.3. above 
2014/15 Please see note 1 at 3.3. above 
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4. Self Assessment Against 2011/12 Performance 

ent 
me for all 

n parallel the 

st bed days for 2013. 
 

 

ility of data in relation to the National Core Improvement 
se has 

 
can report the following 

t t

ly available outcome measures and indicators 

 
On the basis of performance to date, and taking into account Governm
allowances made for the first six months of the Change Plan Program
partnerships, we believe it likely that we will meet the 2012 targets.  I
partnership is focussed on ensuring the delivery of the new targets set for further 
prevention of delayed discharges and reducing lo

4.1 Nationally available outcome measures and indicators
 
The availab
Measures, suggested Local measures and Partnership resource u
been variable. 

In relation to the JIT core improvement measures we 
for section A, a
 
A:  National

his stage: 

A1.  Emerge
inpatient bed 
rates for peo
aged (

ncy
da

ple
75+)  

: 2009/10 = 6,401 (per 1,000 population) 
00 population) 

 Baseline
y Actual:  Nov 2011 = 3071 (per 10
  

A2 (a). Patien
whose dischar
from hospita

ts
g

l is 
  >6wks = 0  <6wks = 7 

 Provided (ISD) 
011e Baseline: April 2

Actual: Jan 2012 >6wks = 0 <6wks = 3 
delayed  
A2 (b). 
Accumulated b
days for people
delayed  

e
 

 6,724 d Baseline:  2009/10 =
Provided (ISD) 

Actual: Nov 2011 = 283 

A3. Prevalen
rates for diagn
of dement

ce 
osis 

ia 
Baseline: as at 30/04/11 - 735 
Actual: as at 31/10/11 - 729 

Provided (NHS QOF)  

A4.  Percentage of 

r 
hom  

ospital 

Provided (ISD) 
people aged 65
who live in 
housing, rathe
than a care 
or a h

+ Baseline

e

setting 

: Info not provided 
ovided Actual: Info not pr

A5.  Percentag
time in the last
month

e
 6

s of life 
spent at home or 
in a community 
setting 

 88.0% of all deaths 
Actual:  Info not provided 
 
 

 of Provided (ISD) 
 Baseline:  2009/10 =

A6.  Experience 
measures and 
support for carers 
from the 

Provided (SCCBN) 
Baseline: Info not yet available 
Actual: Info not yet available 
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Commu
Outcome

nity Care 
s 

Framework 
 
In relation to Section B of the core improvement measures we can report the 

ent  

following at this stage: 
 
B.  Local Improvem Measures 
Anticipatory and Preventative Care 
B1.  Proportion of people 
aged 75 and over living at 
home who have an 
Anticipatory Care Plan sh

ilable 
able 

 in relation to 
ipatory Care Planning and we 

to present data in 
year 2 of the 

ared  

Baseline: Info not yet ava
Actual:  Info not yet avail
 
Local work has begun
Antic
anticipate being able 
relation to ACPs in 
programme. 

B2. Waiting times betwee
request for a housing 
adaptation, assessment of  

nt local data 
report this in year 

n Baseline: Info not yet available 
Actual: Info not yet available 

need, and delivery of any
required adaptation 

 We are identifying the releva
source and will be able to 
2 of the programme 
 

B3. Proportion of people a
75+ with a telecare packa
 

er 65 - 116 
= 53   

75 = 37 
 

tion provision 
e of a key 

end Sept 

ged 
ge 

Baseline: Jan-Mar 2011 Ov
Actual: Jul-Sept 2011 Over 65 
                                   Over 

There was a gap in informa
ncdue to the long term abse

member of staff, thus our latest reportable 
figures are for the quarter to 
2011. 

Responsive / flexible home care and carers 
B4. Reduction in hours of 
support required after 

rovid

ailable 
ilable 

en put in 
place relatively recently.  Data capture 

n place and 

an update 

reablement service p
 

ed  

Baseline: Information not yet av
Actual:  Information not yet ava

Our reablement service has be

arrangements are being put i
this data will be reported in year 2 of the 
programme. See section 4.4 for 
on progress re re-ablement. 

B5. Respite care for older 
people per 1000 population 
 

Reported as weeks of respite 
Baseline: 10/11 8870 weeks (People aged 
65+) 
Actual:11/12 will be available Sept 2012 
 
We report weeks of respite as per the 
national PI rather than respite by number of 
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people in receipt.  We are curren
reviewing our lo

tly 
cal intelligence in relation to 

respite and short breaks. 
Demand for acute care  
B6. Rates of 65+ conve
Accident & Emergenc
principal diagnos

ye
y wi

is of a fall 

ce) 

Actual: Information not provided 

d to 
th 

Provided (SAS) 
Baseline: Information not provided 

(Data from Scottish 
Ambulance Servi
Effective flow in acute care  
B7. proportion of frail 
emergency admissions w
access specialty unit with
24 hours 
 

ided 
ded 

re in our 
rmation 

has been limited.  When the 
is complete we 
ble to report this 

ho 
in 

Baseline: Information not prov
Actual:  Information not provi
 
The implementation of Track Ca
acute sector has meant that info
availability 

Local Acute  

Track Care implementation 
we will be aare confidence 

measure in year 2. 
Use of long term residential care  
B8. Rate and proportio
new entrants admitte

n o
d fro

home; acute hospital 

t available 

 Hospital = 8 Community = 3 

 routinely 
 the source of referral to care 

home  

f 
m 

Baseline: Information not ye
Actual: December 2011  

specialty; following 
intermediate care; graduate 
from emergency respite  

 
As of December 2011 we are
recording

 
In relation to section C of the Core Improvement Measures (Partnership 

d IRF Resources use) we are unable to report any information as confirme
data has not yet been released to the partnership. 
 
 
4.2 Local improvement measures 
 
We have a range of key local indicators in place across NHS GG&C in order to 
demonstrate improvement/change in the context of the health board.  The 

tion on these key 
 the embedded document is a brief 

dicators in 
 we set ourselves at the outset of our 

Reshaping Care for Older People Programme, which were: 
 

 Reduction in unplanned acute bed days in the over 75 population 
 Reduction in delayed discharges per 1000 population 
 Reduction in unplanned EMI admissions 
 Remodelling care home use and reduction in percentage of permanent 

care home places within the balance of care 

embedded document below contains trends informa
performance indicators.  Also included in
summary statement in respect of our performance against these in
relation to the key performance expectations
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 Increase the proportion of older people living at home throug
development of re-ablement 

h 
and reducing in number of people requiring 
kages 

irected support 

e are continually developing a suite of 
k to our core 

 to change 
 the following key priority areas: 

r assessment and service 

d change in culture 

nges to the shape of long term care from inpatient services to care at 
ng use of housing with care 


ependent 

We have devised a Specific Measures proforma as a means of collating and 
 progress of each 

 t t  key deliverables and in relation to the 
allocated sp l e return this 
information monthly t g i on low is: 
 
Workstreams Specific Measures – be elo s per Monthly 

 Forms)

long term high input care pac
 Improved support for unpaid carers 
 Increased personalisation/ self d
 Increase in housing related support 
 Increased community capacity building 

 
In addition to the Board-level indicators, w
local indicators specific to our agreed work streams which again lin
deliverables agreed in year 1 of our Change Plan. 
 
Key indicators will be agreed which help reference spend in relation
activity, as per agreed workstreams in
 

 Establishment of a Single Point of Access fo
delivery 

blement service an Development of a re-a
 Increased early interventions to preventative services 
 Cha

home provision, includi
 Improving end of life care   
 Development of capacity within the community to support ind

living  
 Increased support for carers 

 

routinely analysing information regarding the development and
workstream.  Linked

end from
o both ac
 our overa
o reflect a

ivity and
l chang
reed ind

fund, work
cators, 

ing dev

stream le
the fol

ped (a

ads will 
ing bas

Monitoring  
 Indicator Baseline 

(as close 
to April 
2011 as 
possible)

Target 
(for 
ye  or 
quarter)

Outcome 
for 
Period 
(this 
month) 

Outcom

ar

e
Since 
start 
(cumu-
lative) 

Source 
of data

Single Point 
 

      
of Access  
Re-
ablement  

      

Early 
Intervention  

      

Long Term 
Care  

      

Independent 
Living/ 
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Comm 
Capacity  
End of L
Care  

ife        

Supporting 
Carers  

      

 
 
An example of our workstream monitoring forms is included in section 6 below, in 

 relation to our supporting carers workstream.
 
 
4.3 Partnership resources 
 
See Note 7 

 As previous; please see above section 4.
 
 
 
4.4 Successes and lessons learnt 
 
Ensuring robust performance measurement has been a time cons
challenging area of work for the partnership and we share the state
that it will be difficult to measure the impact of year 1 Cha

uming and 
d JIT view 

nge Fund on key 
ed to National 

viewing the way 
nce measurement 

e and associated outcomes. 

annot be 
tinue to 

assess the 

and 
tives of 

able 
missions to inpatient settings and reducing emergency 

admissions. 

t toolkit in relation 

contribute to sustainable  improvement; provide enhanced focus on delivering 
required outcomes; and will ensure reliable information is available to inform 
future decision making. 
 
The partnership is committed to continually assessing and prioritising its 
approach to enable us to factor in future developments and reflect on 
progress to date.  In doing so the partnership acknowledges renewed 

performance measures alone.  Some of the difficulties are relat
data being unavailable at this time.  We are also currently re
local data is collated to ensure best fit for required performa
that can effectively demonstrate chang
 
Although it is evident that some changes are taking place which c
specifically related to the Change Fund at this time, we will con
explore ways to capture information which will enable us to 
hypothesis that there is a positive correlation. 
 
A number of initiatives and developments detailed below have contributed to 
modest improvements and will continue to deliver agreed targets 
objectives.  These activities focus on delivering key strategic objec
reducing bed days lost to delayed discharges, prevention of avoid
admissions or read

 
It is our intention in year 2 to utilise the JIT self-assessmen
to Reshaping Care.  This will assist in identifying areas of strength that can 
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emphasis on preventative measures is required in the next 
Reshaping Care agenda.  Ensuring prevention that encompass
management principles is fully embedded in all workstrea
reduce potential for c

stage of the 
es self 

ms elements will 
ompromising objectives achieved across other 

. interventions longer term
 
SINGLE POINT OF ACCESS 
  
Development continues on the partnership’s Single Point of Acces
of work.  Designed to provide a single entry point for rapid access
people to the rehabilitation and re-enablement services, this proc
the prevention of avoidable hospital admissions and will facilitate 
coordinated process for hospital admission and readmiss
when fully implemented. The SPOA build

s element 
 for older 
ess supports 
a rapid and 

ion in certain cases 
s on the multidisciplinary and 

multiagency approach of our community rehabilitation teams augmenting the 
f 

 patient, 
journey and 

care teams 
iven an opportunity to further develop electronic links between 

 referral process, increase efficiency and 
ill be further explored. This development will 

12/13 through a two phased approach to service inclusion in the 
SPOA.  

developments of the Change Plan with NHS GG & C's redesign o
rehabilitation services from acute to community.  
  
The SPOA also develops clear and concise pathways for each
signposting them to the most appropriate service, improving the 
decreasing duplication of referrals. Integration of health and social 
has g
services via SWIFT to aid in the
decrease duplication and this w
continue in 20

  
HOSPITAL DISCHARGE PROCESS 
 
1.   Assessment 
 
 Given the emphasis on reducing beds days lost as a resu
discharge and the introduction of the new  targets  post 1

lt of delayed 
13, the 

scious decision to review Social Work  capacity within 

ave 
 key Medical 

ns were held 

opportunity for consultation and highlight the planned changed processes.   
The changes were viewed in a positive light.  Subsequently ward staff have 
been able to identify positive benefits from linking with a designated worker, 
resulting in an improved multi-disciplinary approach, continuity and 
significantly the identification of complex cases on admission. 
Aligned SWs now attend and participate in all multi-disciplinary ward social 
rounds which contribute to the early identification of complex hospital 

st April 20
partnership  made a con
the Hospital and consequently  streamlined SW processes  to facilitate early 
discharge to the most appropriate setting. 

 
Following review of referral and allocation data Social Workers h
subsequently been aligned to wards within the Larkfield Unit and
wards in the IRH tower block. 
 
Prior to the introduction of the new arrangements briefing sessio
with Clinical and Nursing Leads in the respective Directorates to provide 
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discharges and the co-ordination of complex care needs which are now taking 
place at an earlier stage. 
 
2.   Specialist Multi-Disciplinary Assessment Tool (SMAT) 
 
The above assessment tool was formally introduced to wards within the IRH 

 introduction training was delivered to ward staff during November 

campus in December 2011.   
 
Prior to its
and we have received positive feedback on the sharing of standardised 
information. 
 
3.   Change Plan Update - Reablement Development 2011 

ses coming to 
 will be 

re either being 
ervices. 

 so that the 
ithdrawn. 

  Briefing 
g social 

ice between October and 

are service 
and service 
 either were 

ided are both 
ient and achieve desired outcomes of reshaping care for older people.  

refore, intend to conduct follow-up activity regarding people’s 
r re-ablement journey to establish sustainable 

the Change Plan 
ed to obtain 

 this area of 

 
As part of a wider review of homecare services, all new ca
homecare will be assessed for reablement potential.  The service
provided to people for a period of approximately 6 weeks befo
passed to mainstream homecare, reducing or withdrawing s
136 homecare staff have been provided with appropriate training
inherent philosophy continues after the reablement service is w
 
An initial team of 17 staff have been identified to provide a reablement 
service. This will increase to three teams over the coming months.
sessions have also been provided to a wide range of staff includin
workers, geriatricians, housing staff, inpatient staff and AHPs. 
 
A total of 58 people were assessed through the serv
December 2011, with 39 of this number being hospital discharges and 19 
being community referrals. 19% transferred to mainstream homec
with no reduction in hours, 41% of people became independent 
was withdrawn and 10% had a partial reduction. The remainder
readmitted to hospital or did not meet the criteria for service.   
 
It is acknowledged as important to ensure that the services prov
effic
We, the
experience and views of thei
changes achieved as a result of the interventions within 
Programme.  It is anticipated that a local organisation will be utilis
service user feedback on their views of re-ablement and inform
work. 
 
4.   AWIA 
 
We have reviewed and streamlined processes in respect of AWIA 
applications.  As part of this exercise we have clarified roles, responsibilities 
and timescales.  AWIA is a key aspect of discharge planning and briefings 
have ensured that priorities are identified at the earliest possible stage where 
capacity is an issue.  In addition we have highlighted the need, where 
appropriate, for consideration of alternatives to intervention under the relevant 
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Act, including the use of 13ZA. 
 
SPARRA 
 
We are currently reviewing SPARRA data to explore the facto
contribute to those patients who pr

rs which 
esent with an increased probability of 

A pilot is currently being conducted in relation to patient’s age > 65 with high 

w individual 
ome care, 

with the level of support currently being provided. Each case will be 
re-assessed with a view to exploring the possibility of introducing additional 

re maximising the potential to prevent future hospital 

hospital admission. 
 

risk of falls with a risk score over 65. 
 
A small cohort of patients has been identified.  We intend to revie
cases to ascertain if they are known to social work, including h
together 

interventions therefo
admissions 
 
SOCIAL WORK TEAMS 
 
Given the recent review of Homecare services and the decision to 
3 geographical teams across Inverclyde as detailed below, we ar
exploring the feasibility of realignment of existing Social Work Tea
cohorts of GP practices.  Options are at an early stage of develo
we hope to progress proposals over the course of this calendar year.  We see 

establish of 
e actively 
ms to 

pment and 

ciplinary 
apacity, proactive 

evention of 
munity setting. 

it is also our intention to enhance links with 
District Nursing staff/ Care Homes within the locality to promote multi-

ho would 
inue to 

clear benefits from this approach in terms of improved multi dis
working, ability to promote reablement, early intervention, c
Care Management, incorporating Telehealthcare support and pr
admission into hospital from care managed cases in the com
 
As a component of this review 

disciplinary working and highlight at an early stage those clients w
benefit from additional and/or different services which would cont
support ongoing care in the community 
 
UNPLANNED ADMISSIONS AUDIT 
 
An audit of approximately 300 unplanned/emergency admissions to
across a 12 week period; information was screened by a Gero
Specialist and a Pharmacist.  Approximately 75 patients were su

ok place 
ntology Nurse 

bsequently 
 information 

obvious issues relating to medication were examined by the pharmacist. 
Admissions ranged from 0 to 13 in any one day. Analysis of the information is 
currently underway and should be available to the partnership by March 2012.  
This work will link into the early intervention developments, providing key 
information about some prevention supports that require to be established. 
 
Information from the above-mentioned audit, together with data being 

followed up by a District Nursing visit to look at any possible
around what actions could have been taken to prevent the admission. Any 
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gathered through the Scottish Ambulance Service in relation to 
hospital admissions will be collated to shape future addition
enhance the range of services required to support people at ho

falls and 
al capacity and 

me, as 
 hospital over the coming year. opposed to being automatically admitted to

 
INTERMEDIATE CARE 
 
To facilitate the strategy and reduce the number of bed days used
whose discharge is delayed, and also to support people as an

 by people 
 alternative to 

ocess. 

rts provided within 
te beds and, 

 in the 
. 
mmunity 

r the next 2 

care home beds in the private sector as an element of these plans.  Detailed 
ire to take place and an initial draft paper on intermediate 

hospital admission,  a range of intermediate care developments will be taken 
forward over the coming year as an element of the re-ablement pr
 
Consideration will be given to alternative uses and suppo
NHS facilities where traditionally the beds were classified as acu
where due to a reduction in need, these could possibly be included
continuum of care across the inpatient/intermediate care spectrum
Discussions will therefore commence across acute services and co
services to ensure best use is made of all available resources ove
years. We will also explore the possible alternative of using a small number of 

discussions still requ
care will be discussed by the partnership in March 2012 to begin to develop 
the necessary workstreams. 
 
DEMENTIA STRATEGY 
 
Currently Inverclyde CHCP is engaged in implementing the Modern
Mental Health Services Strate

ising 
gy. Currently work being undertaken includes 

d on the 
a care 
 with wider 

community care services, older people’s services and the acute sector. This is 

ementia Care 
Strategy 2010, 
 2011;  

The provision of funding from the Change Fund for 2012 -2013 is aimed at 
ilable services for older people and 

enabling all services to meet the needs of people with Dementia and their 
upport this work.  

Relevant work in this area for the future will be informed by Inverclyde’s 
emerging Dementia Strategy.  The key areas of work for 2012-2013 are 
identified below:- 
 

 Anti Stigma and Awareness programme 
 

 Post Diagnosis Support 
 

the redesign of Older Peoples Mental Health Services and is base
development of care pathways, including specifically the dementi
pathway. The work in this area includes addressing the interface

a current priority of the partnership. 
 
One strand to this work has included updating of the existing D
Pathway action plan, to reflect Scotland’s National Dementia 
and incorporating Standards of Care for Dementia in Scotland
 

focusing on the interface with wider ava

carers. A Lead Officer will s
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 Community Services  

 Liaison service: Development into Acute and Care Home settings  

 Standards of Care: End of Life Care 
 

 

 

 
 

inancial framework to 

ded its governance 
arrangements putting in place structures that provide necessary transparency, 

o deliver the 

 sector 
olleagues in administering 

current governance arrangements.  

trategic 

 group will 
ture 

ets and objectives.   
ty of the group.  Decisions 

made by this group and reported to the Project Board.  The group will also 
sponsibility for detailed financial monitoring and tracking the allocation 

and movement of activity across to reshaping care pathways.    

. 5. Governance 
 
5.1 Describe your Partnership governance framework and f
enable Partnership decisions if they have changed since 2011/12 
 
Over the past 9 months the Partnership has amen

accountability, flexibility and to ensure the required leadership t
transformation programme required over the next 3 years.  
 
The Partnership benefits from the active involvement of third
representatives, independent sector and acute c

 
The Change Plan Project Board will meet quarterly to provide s
direction and determine future commissioning intentions.  
 
The Executive Implementation Group will meet bi-monthly.  The
continue to apply existing scrutiny arrangements for current and fu
developments and evaluate performance against targ
Performance management will be core activi
regarding disinvestment and reprioritisation of projects/initiatives will also be 

have re

 
Terms of reference will be drawn up for both groups. 
 
 
6. Carers 

rs 

ir caring 

supporting them to have a life outside of caring.   
 
Addressing the needs of carers is a priority across all the Change Plan 
workstreams, as well as having a dedicated workstream in its own right.  The 
partners are involved to a great extent in supporting carers by working 
together across a range of issues.  Continuing to respond to needs identified 
by carers, as evidenced over the life of our past 2 local carers’ strategies, and 

 
6.1 Describe the range of services that improve outcomes for care
 
The partners are committed to enabling carers to continue with the
role with as little impact on their own health and wellbeing as possible, whilst 
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within the financial constraints that we face is a key priority. 

ples of best 
 for carers 

entre, and the Timeout training programme organised by staff 

rs and that 
 introduction of self directed support 

d range of activities involved in the local 
response to the needs of carers are as follows:- 

 promote 
obby on their behalf.  The Carers Council 

 in Inverclyde along with 
the Carers Council, who are the leading partner in the promotion of the Carers 

olvement of a large number of community care 
stakeholders throughout Inverclyde. In addition to their partnership role with 

f consultation 

Inverclyde Carers Centre is a limited company run by carers and former 
 The centre 

ort breaks. 
rs both at 

HCP) 

e and 

services to the people of Inverclyde and employs over 1000 staff.  The CHCP 
was established with the coming together under one management structure of 
Inverclyde Community Health Partnership (CHP) and Inverclyde Council 
Social Work Services in October 2010.  The CHCP leads on the review and 
continual development of the Inverclyde Carers Strategy through the Carers 
Development Group, and will oversee the work in relation to supporting carers 
linked to the Change Plan. 

 
Inverclyde has been cited in the National Carers Strategy for exam
practice, namely the funding of a range of different types of breaks
by the Carers C
within the CHCP.  
 
We recognise that more is required to improve outcomes for care
we are facing new challenges with the
and the reablement agenda, the changing demographics and increase in the 
older population over the next 10-15 years.   
 
The partner organisations an

 
 Inverclyde Carers Council 
 

Inverclyde Carers Council is a voluntary organisation of carers who
the interests of carers locally and l
was instrumental in establishing the Carers Centre

Charter for all carers. 
 

 Your Voice - Inverclyde Community Care Forum  
 

Your Voice facilitates the inv

the CHCP Your Voice is commissioned to undertake pieces o
and engagement on behalf of the CHCP.  
 

 Inverclyde Carers Centre 
 

carers for the benefits of carers living throughout Inverclyde.
employs 5 staff and provides a range of support to carers including 
information and advice; support groups; stress management; sh
The centre plays a key role in the identification and support of care
the Centre and through its outreach work.  
 

 Inverclyde Community Health and Care Partnership (C
 
Inverclyde CHCP is a partnership of NHS Greater Glasgow & Clyd
Inverclyde Council.  The CHCP delivers community health and social care 
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 Community Capacity Building 

 community 
community 
VS and 

ntify gaps in 
rative 

ation exercise £91,000 was allocated to 7 local voluntary organisations 

et need which 

g of approx 
 support carers 
inform the future 
ity activities.  

where forms and levels of carers 
support can be improved, out of hours support, use of telecare and the 
availability of alternative short breaks.   These issues will be progressed 

sed on 

 

 
Carers support will also be enhanced by developments to expand
based support through the community capacity workstream.  The 
capacity sub group with representation from CHCP, Your Voice, C
older people representatives completed a scoping exercise to ide
the existing network of community supports.    Following a collabo
evalu
to provide a range of programmes, as evidenced in the document embedded 
below.  
 
The group also identified future areas of work and areas of unm
will inform longer term commissioning intentions. 
 
The partnership area has also benefited from Big Lottery fundin
£600,000 to three local groups.   The successful bids will also
through a range of initiatives.   This positive development will 
prioritisation of Change Fund investment in community capac
 
The Partnership also recognises areas 

through on-going service re design and future commissioning plans ba
requirements of the personalisation agenda.     

 
 
6.2 Indicate the total amount of Partnership resource allocated to support carers to 

em to co

resources dicated fu pport carers 

enable th
 

ntinue to care 

Total 
(CHCP): 
 

allocated from de nds to su

 
Funding 

 
Project/ Activity 

 
Sum 
(2011/12) 

Carers 
Information 
Strategy Funding Carers Carnival 

Carers H

Carers Strategy 
Carers Network 

ealth Improvement 
 
Carers Training Co-ordinator* 
Carers Centre Printer* 
Carers Emotional Support* 
 
Young Carers (allocated 
commitment)  
 

£10,000 
£1,500 
£946 
£2,736 
 
 
 
*£46,550  
 
£10,000 
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CHCP Core  Co
C

£97,820 
£6,430 
£14,850 
£4,950 
 

Carers Centre Core sts 
Carers Council Core osts 
Carers Centre Sitting Service 
Carers Centre Group Holidays 

Short Breaks 
n(Administratio  

Funding) 

Short Breaks Bureau C

s Fund 

£64,100 
£68,640 

ore 
Costs 
Short Break

Specific Funding 
from Change 
Fund (Allocation 
to Carers Centre 

of Carers 

Emergency Planning 

£2000  
 
£5000  
£7000 

000 

Production 
Information Packs 
Carer Befriending 

Supporting hospital discharge 
 

£7
 

 
d to 

e Change 

have set ourselves (which are being refined).  It must be noted that an 
funding in core services is used to support 

n to the dedicated funding streams noted above. 

The form below demonstrates the resource being committe
supporting carers from our year 1 and 2 allocations of th
Fund, and gives a description of the work involved and measures we 

element of ‘mainstream’ 
carers, in additio

 
 
7. Support Mechanisms 
 
7.1 What support has helped you so far? What didn’t? 

est practice 

nt on themes. 

d be given to providing more advance 
ramme provided by JIT.  This would assist 

e 
oming 

 help avoid the problem of nominating 
appropriate representatives at short notice. 

 
Link arrangements with partnerships requires further clarity regarding role and 
purpose as the arrangements have shifted from a formal approach to one 
based on an advisory buddying role. 

 
Linkages with future Care Inspectorate multi-agency thematic inspections   for 
OP by the Care Inspectorate will also require clarification. 

 

 
The partnership considers the J.I.T. web site and newsletter to be a valuable 
asset for bench marking purposes and sourcing evidence based/b
material. 

 
Feedback from J.I.T. network sessions is variable depende

 
It would be helpful if consideration coul
n tice for the network events progo
forward planning, the partnership could take better advantage of th
experiences from these events that can be extrapolated to upc
workstreams, and also it would

 
Greater use could be made of web exs. 
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Discussion regarding evaluation/assessment framework for initial
Commissioning Plan would be bene

 Joint 
ficial as the Change Fund allocations for 

s to be developed to ensure performance management 

With regard to the Change Plan submission template further and clearer 
directions between the template structure and guidance would be helpful. 

13/14 will be determined by that process? 
 

IRF framework require
improvement for next year. 

 

 
 
7.2 What support, if any, could you offer other Partnerships? 
 

n to our 
 Carers workstreams.  

 
ips may suggest future benefits, 

aluation. 

The partnership would be willing to provide input to others in relatio
Community Capacity Building and Supporting

Establishing links with neighbouring partnersh
including a mutual role with regard to peer ev

 
 
8. Joint Commissioning Strategy for Older People 

; 
l resources for the Strategy; 

nting; 

 Change Fund 

trategy to 
oups with 

nt with 
 who use services and our strategic partners will be a key element and 

asises the 
nt of 

commissioning strategies together with The National Care Home Contract and 
missioning 

 

the Joint 

the previously described governance arrangements.   
 
For specific commissioning proposals other partners i.e. RSL’s SAS will be 
involved.    
 
The estimated total resources available for the strategy will be identified by 
revisiting Health and Social Care expenditure collated and 11/12 Change Plan 

 
In terms of your Joint Commissioning Strategy: 
- what Partners will be involved in the preparation of the Strategy
- what are the estimated tota
- what governance arrangements are you planning on impleme
- what is the timeline involved; 
- how will your Joint Commissioning Strategy link in with your
application? 
 
Inverclyde CHCP is developing an overarching commissioning s
ensure a consistent and coherent approach across diverse care gr
regard to delivering outcome based service delivery.   Engageme
people
a guiding principle of the partnership’s commissioning approach.    
The National Guidance on Social Care Procurement which emph
involvement of individuals, families and carers in the developme

the Care Standards of The Care Inspectorate will inform the com
process.
 
Existing Change Plan partners will contribute to the preparation of 
commissioning Strategy and the adopted approach will be reported through 
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submission and augmenting with arranging IRF data and information co-
ordinated by GG&C. 

nd 

The initial focus will be on specific areas of the local system and project teams 

re anticipated to be the focus of joint commissioning 

urs response initiatives 

cal authority and 

 Short breaks/respite provision including emergency respite 

funding of a 
ments. 

 
 across the 
The approach 

ments and the 
rces. 

ent challenge of developing a joint 
commissioning strategy covering the period 2012 to 2020, however also 
acknowledged the potential requirements to decommission initiatives and 

 4 year 
der system not be 

achieved. 
 

 

 
A Public Social Partnership approach will be taken with regard to procurement 
where appropriate, enabling recipients of services and voluntary a
independent sector organisations to be involved in work including the design 
of specifications and trialling of different methods of working. 
 

will be established to progress the associated workstreams. 
 
The following areas a
activity: 
 

 Intermediate care 
 Sector wide out of ho
 Housing with support 
 Sector wide (voluntary and independent sector, lo

Health) Day care provision 
 Support at Home 

 
Discussions are ongoing with Scottish Care and others regarding 
part time development post to facilitate Intermediate Care develop

The aim of the above workstreams will be to utilise resources
partnership area to deliver better outcomes and efficiencies.  
will require a radical rethink of existing service delivery arrange
use of further innovative approaches to using aggregated resou

 
The partnership recognises the inher

developments referred to in this Change Plan prior to the end of the
funding period should the targeted changes in the wi

 
This Change Fund Plan has been prepared and agreed by the NHS, Local 
Authority, Third Sector and Independent Sector interests. 
 
 
 
 
Signed 
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NOTES 
 
Note 1. This should be based on the Local Authority area – how
by agreement with all parties, for the purposes of the Change Fund, t
Partnership boundaries (e.g. if neighbouring co

ever it is open, 
o vary the 

uncils wish to combine along with 
their NHS and voluntary/independent sector Partners). 
 
Note 2. Change Plans must be agreed by NHS Boards, L
Third Sector and Independent Sector Partners.  Partnerships should 
names of organisations d

ocal Authorities and 
specify the 

irectly engaged in preparing the Change Plans.  
m 2011/12 

ngaged to 
preparation of the Change Plan and the development of longer term 

oduction are 

Partnerships should highlight differences if any in the organisations fro
and the reasons for change.   
 
Plans should indicate how older people themselves and carers will be e
support both the 
Strategic Plans or Commissioning Strategies, and how they will help directly shape 
the form of new services and supports to ensure the principles of co-pr
achieved in practice. 
 
Note 3: Describe how multidisciplinary clinical teams (from both primary an

care), social work teams, third and independent sector representatives and the manag

support them have been engage

d secondary 

ement that 
d in the process of developing Change Plans.  

inuing basis 
elp to shape 

f how the local 

Please include details of how this engagement will be assured on a cont
via the Primary & Secondary Care clinical and social work leaders who h
engagement through the professions.  Please also include an outline o
public are being, and will be engaged.  
 
Note 4: This section should record the total size of the Change Fun
any monies carried forw

d allocation, 
ard from the Partnership allocation from 2011/12 and any 

e Transfer, 
ot specifically 

 cases, 
ht want to state the totality of the resource available for older people 

and pool the entire budgets. 

ge as long 
HS Boards to 

forw nt Health 

supplementary funding from other sources.  This might include Resourc
delayed discharge, housing support, Lottery funding or other funding n
committed (e.g. community care commissioning budgets).  In some
Partnerships mig

 
It is for Partnerships to agree locally how to deal with underspend /slippa
as this meets the objectives of your Change Plan. Any request for N
carry ard underspends should be agreed with Scottish Governme
Finance colleagues.  
 
Note 5: This section should record the reasons why Partnerships
unable to spend their allocation from 2011/12. It should include detail a
resource will be utilised 

 have been 
bout how this 

within the 2012/13 period.  
 
Note 6: Partnerships are asked to provide an indicative summary of how the 
Change Fund and total resource have respectively been divided between the stages 
of the reshaping care pathway.  Where initiatives support more than one stage, 
resources should be divided proportionally. This information is for illustrative 
purposes and indicative figures should be used.  Annex C describes the reshaping 
care pathway in more detail.  
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Note 7: This section should include the key measures and outcom
Partnership was focussed on delivering in 2011/12.  It should indicate the
made against the three levels outlined within the Core Improvement Mea
(Annex B); nationally available outcome measures and indicators; loca
measures and Partnership resource use.  The data presented should, a
possible, be clearly attributable to the jo

es that the 
 progress 
sures paper 

l improvement 
s far as 

int resource and the Change Fund monies, 
not wider system performance.  
 
Note 8: This section should outline the main successes and
delivering planned outcom

 lessons learnt in 
es. It should also account for any targets that have been 

uous missed and detail what actions have been put in place to ensure contin
improvement through 2012/13. 
 
Note 9:  This Section should outline the governance arrangem
place 

ents that are in 
to ensure accountability for outcomes and financial spend for Partners.  It 

 HEAT 

 
0

should note the links to the Community Planning Partnerships and Single Outcome 
Agreements, and where applicable Community Health Partnerships and
targets. 

Note 1 : put in place to 
% of total resource 

Partnerships should summarise the services they have 
support carers and the cared-for with regard to the 20
commitment. 
 
Note 11: Partnerships should provide detail of the total proportion of Change 
Fund resources allocated to support carers and the cared-for.   
 
Note 12: Partnerships should describe what support has been b
what has not added value through the Change Fund process.  
 

eneficial and 

Note 13: This section should indicate where Partnerships feel they would be 
r the aims of the 

rganisational arrangements put in place to 
progress Partnership working, specific service developments, and the development 

p feels it has made 

able to support other Partnerships to improve outcomes and delive
Change Fund.  This can include the o

of a Joint Commissioning Strategy or any area the Partnershi
particularly good progress. 
 
Note 14: This section should note the Partners involved in develo
agreeing the Joint Commissioning Strategy. 

ping and 

 
5:Note 1  Joint 

 
Note 16

This section should outline the total resource that the 
Commissioning Strategy covers. 

: This section should highlight the governance arrangements for the 
delivery of the outcomes noted within the Joint Commissioning Strategy. It should 
demonstrate the links made to Single Outcome Agreements and HEAT targets. 
 
Note 17: This section should outline the process that will be undertaken to 
develop the Joint Commissioning Strategy and the timescale for doing so.  
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Annex B 

AT 2011/12) 
hose discharge from hospital is delayed and 

urther detailed guidance on b. 

are home or 

 or in a community 

We also recommend that Partnerships continue to develop their use of: 
support for carers from the Community Care 

ork) 

t home who have an 

ssment of 
 

 carers 
f support required after reablement service provided 

al diagnosis of 

Effective flow in acute care 
rgency admissions who access comprehensive geriatric 

 hospital 
spite 

C: Partnership Resource Use 
d days lost to delayed discharge 

lation 

titutional 
and community-based care). 
IRF data will support use of these C measures in particular. 
 
OUTCOMES FRAMEWORK FOR COMMUNITY CARE  
 
The Community Care Outcomes Framework helps Partnerships to understand their 
performance at a strategic level in improving outcomes for people and their carers 

 
Reshaping Care for Older People: Core Improvement Measures 
 

ndicators A: Nationally Available Outcome Measures and I
A1. Emergency inpatient bed day rates for people aged 75+ (NHS HE
A2. a. Patients w
b. Accumulated bed-days for people delayed (NB f
will be issued soon. 
A3. Prevalence rates for diagnosis of Dementia (NHS QOF) 

ercentage of people aged 65+ who live in housing, rather than a cA4. P
a hospital setting (ISD) 
A5. Percentage of time in the last 6 months of life spent at home
setting. 

A6. Experience measures and 
Outcomes Framework (Community Care Benchmarking Netw
 
B: Local Improvement Measures 
Anticipatory and preventative care 
B1. Proportion of people aged 75 and over living a
Anticipatory Care Plan shared with Out-of-Hours staff 

ing adaptation, asseB2. Waiting times between request for a hous
f any required adaptationneed, and delivery o

B3. Proportion of people aged 75+ with a telecare package 
Responsive / flexible home care and
B4. Reduction in hours o
B5. Respite care for older people per 1000 population 
Demand for acute care 
B6. Rates of 65+ conveyed to Accident & Emergency with princip
a fall (Data from Scottish Ambulance Service) 

B7. Proportion of frail eme
assessment with 24 hours 
Use of long term residential care 
B8. Rate and proportion of new entrants admitted from home; acute

mediate care; graduate from emergency respecialty; following inter
 

C1. Per capita weighted cost of accumulated be
C2. Cost of emergency inpatient bed days for people over 75 per 1000 popu
over 75 
C3. A measure of the balance of care (e.g. split between spend on ins
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s 
 each other and compare performance directly 

 

 Improved social inclusion   

rform m ser rer 

 
*NMIS is the National Minimum Standards for assessment, shared care and support 
plans and review (July 2008)

                                                

who use community care services or support. The Framework also allow
Partnerships to share information with
on the basis of consistent, clear information. 
 
National Outcomes 

 Improved health    
 Improved well-being 

 Improved independence and responsibility 
 
Pe ance easures and targets – u and ca experience 

 
1 The full Community Care Outcomes Framework, and the definition for each measure, can be found 
at: http://www.scotland.gov.uk/Topics/Health/care/JointFuture/CommunityCareOutcomesF/Definitions.  

Themes Cod Ty ce / Status e Measure1  pe Data Sour

S1 
 serv

. 
Outcome 

 drawn from 
NMIS* 

% of community care
users feeling safe

ice Data

S2 
rers sati

ment in th
. 

Outcome 
 drawn from 

NMIS* 

% of users and ca
with their involve

sfied 
e 

design of care package

Data
Satisfaction
Experience 

S3 
 

ties for social 
interaction. 

Outcome 
Data drawn from 
NMIS* 

 / 

% of users satisfied with
opportuni

Su
carers  

 capable to continue in their 
role as a carer. 

Outcome 
Data drawn from 
NMIS* 

pport for C1 
% of carers who feel supported 
and



I:\Support\CTTEE SERVICES\ELECTRONIC COMMITTEES\ICHCP Sub\2012.02.13\02z Change Plan appendices.doc 25 

 
 
 
 

tal and Care 
Home(s) 
HospiEffectiv

Times of Transition 
e Care at 

Build social networks 
and opportunities for 
participation. 
Early diagnosis of 
dementia. 

Prevention of Falls and 
Fractures. 

Information & Support 
for Self Management & 
self directed support. 

Prediction of risk of 
recurrent admissions. 

Anticipatory Care 
Planning. 

Suitable, and varied, 
housing and housing 
support. 
Support for carers. 

Responsive flexible, 
self-directed home 
care. 

Integrated Case/Care 
Management. 

Carer Support. 

Rapid access to 
equipment. 

Timely adaptations, 
including housing 
adaptations. 

Telehealthcare. 

Reablement & 
Rehabilitation. 

Specialist clinical 
advice for community 
teams. 

NHS24, SAS and Out 
of Hours access ACPs. 

Range of Intermediate 
Care alternatives to 
emergency admission. 

Responsive and flexible 
palliative care. 

Medicines 
Management. 

Access to range of 
housing options. 

Support for carers. 

Urgent triage to identify 
frail older people. 

Early assessment and 
rehab in the appropriate 
specialist unit. 

Prevention and 
treatment of delirium. 

Effective and timely 
discharge home or 
transfer to intermediate 
care. 

Medicine reconciliation 
and reviews. 

Specialist clinical 
support for care homes. 

Carers as equal 
Partners. 

Preventative an
Anticipatory Care 

d Proactive Car
Support at Home 

e and 

RESHAPING CARE PATHWAY

Enablers 
Outcomes focussed assessme

tion 
nt 

Technology/eHealth/Data Sharing 
Workforce Development/Skill Mix/Integrated Working 
Organisation Development and Improvement Support 

Information and Evaluation 

Co-produc



I:\Support\CTTEE SERVICES\ELECTRONIC COMMITTEES\ICHCP Sub\2012.02.13\02z Change Plan appendices.doc 26 

a Report 
 2012 

Inverclyde CHCP – Change Fund Dat
January

 

e       

Baseline 
2009/12 

Monthly 
avg 
11/12 
A

2011 2011/12 

Projected 
out
20

so far 2012/13*

ajectory 

target 2012/13   

 
2012/13 Targets based on Monthly Average Traj ctory  

  Indicator 

pr - 
Nov Target 

ba

turn 
11/12 
sed on 

performance 

Average 
based 
trajectory 

Tr
based outturn 

1 st to 
6,724 472 4280 5665 429 5150**   

 Number of acute bed days lo
delayed discharges 

2  to 
 With 

34 N/A 0   

 Number of acute bed days lost
delayed discharges for Adults
Incapacity 300 0 0

4 Unplanned acute bed days (65 +) 
56,840 2724 32691   4030 N/A 32691

5 5 +) 41, 2966 35593    Unplanned acute bed days (7 741 2966 N/A 35593
6 Number of emergency admissi

65+  
ons 

4,0 90 N/A 241 2897   45 13 2897
8 Reduction in unplanned admiss

for people aged over 75  
ions 

2,562 13 155 1862   9 N/A 1862
9 Reduction in unplanned admissions 

for EMI patients 
121 54   

 

4 N/A 54 4
          
          

    
* Based on monthly average performance in 2011/12 
** This figure is based on a move towards the new target of 4 weeks  

 
 

Appendix 2 
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s: 
 

hed by adding 
ril 2011 – Nov 
d a target 

 these on 

 
 

Comment

We have established average-based trajectories for 2012/13.  Performance targets for the above indicators have been establis
the cumulative performance to date (Nov 2011) to the sum of 4 months of average performance (i.e. monthly average from Ap
2011 multiplied by 4 for the 4 remaining months of 2011/12).  This calculation has given us a projected outturn for 2011/12 an
based on current performance for 2012/13.  We anticipate being able to exceed these targets in 2012/13 given that we have based
average and not best performance in 2011/12 
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Number of Acute bed days lost to delayed discharge
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s: 
 

y average 
ave reduced 

ticipated 
 

Comment

There have been fluctuations in performance in 2011/12 in the Acute bed days lost to delayed discharges indicator.  Monthl
performance has been 472 bed days lost per month.  At November 2011, our most recent reportable performance point, we h
below this average to 283 bed days lost.  We anticipate exceeding our 2011/12 target of 4280 based on average performance.  (An
outturn of 5665).

 



Number of acute bed days lost to delayed discharges for Adults With Incapacity

60
62

30 31 31 30 31

00

10

20

30

40

50

60

70

April May June July August Sept October Nov

Month

N
u

m
b

er

 

Comments: 
 
One individual who had accounted for our bed days lost to delayed discharges in the AWI category has been moved to alternative 
accommodation, thus at November 2011 we have 0 bed days lost to delayed discharges (AWI) It is our aspiration to maintain the 
number of bed days lost to delayed discharged (AWI) at 0 for the remainder of this year. 
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Delayed discharge > 6 weeks
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Comments 
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Despite a blip in performance in September 2011 where 1 person was delayed over 6 weeks, we have almost completely 
maintained the 0 standard.  We anticipate maintaining the 0 standard for the remainder of 2011, and are working towards 
achievement of the 4 week standard from April 2012. 



Delayed Discharges < 6 weeks
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N
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m
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er

Actual

 

Comments 
 
At 15th January 2012 we have 3 people delayed in discharge beyond 6 weeks.  This is the lowest number we have achieved in 
2011/12.  We have in place a range of local measures, including local use of the new EDISON system, as well as increased staffing 
resources in our hospital social work team as a result of the Change Fund, to continue to maintain this low level of delayed 
discharges (under 6 weeks) for the remainder of 2011/12. 
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Delayed Discharge > 6 weeks exception codes
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Comments 
 
As reported above, the one individual who accounted for our delayed discharges (AWI) has been moved to alternative 
accommodation.  As at 15th Jan 2012 we have 0 delayed discharged over 6 weeks. 
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Dealyed Discharge < 6 weeks exception codes
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Comments 
 
Our delayed discharges under 6 weeks for AWI has also reduced to 0 as at 15th January 2012. 
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Unplannned acute bed days (65+)
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Comments 
At the start of 1011/12 performance was on a positive downward trend (3659 in July 2011), in July 2011 this started t
although our latest figures show performance not to have gone above the monthly averag

o rise and 
e of 4030 we have not yet returned to our 

lowest level of unplanned bed days for people aged 65+. We anticipate, however, that with the range of supports out in place as 
described elsewhere in this paper, and local knowledge of under occupancy in the acute sector in December 2011 that more up to 
date information may reflect a more positive trend.  We continue to monitor this indicator closely. 
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Unplanned acute bed days (75 +)
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Comments 
 
Performance in relation to this indicator has fluctuated through 2011/12.  As with unplanned acute bed days over 65 there was a 
sharp improvement in performance at the start of 2011/12.  In recent months to November 2011 performance has declined and as 
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such as 3265 
 performance 

00 unplanned 
 

at our latest figure has breached the monthly average of 2966, although it has not reached previously high levels 
(April 2011).  We anticipate that with the supports which have been put in place as described elsewhere in this paper,
will once again improve as new figures come through.  We anticipate an outturn performance figure of around 35,0
acute bed days (75+) for 2011/12 based on average performance throughout this year.

Number of emergency admissions 65+ 
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s 
 

erage 

 anticipate a 
 

Comment

The number of people over 65 admitted to secondary care as an emergency in 2011/12 has fallen.  We have achieved av
performance of  
348 admissions per month so far this year.  Based on an average based trajectory of the performance so far we
reduction on the numbers of emergency admissions over 65 for 2011/12 compared to our baseline (2009/10)
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Number of unplanned admissions 65+ by SIMD
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Comments 
 
Performance in respect of unplanned admissions 65+ by SIMD is as one would expect for Inverclyde with high numbers of people 
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ategories and 
 correlated to 

sely. 

being from the more deprived areas.  We have seen reductions in unplanned admissions in 3 of the SIMD quintile c
an increase in 2, including our most deprived area, and our least deprived.  Patterns of admission do not appear to be
higher levels of deprivation.  Tackling health inequalities remains a priority, however, and we will monitor this indicator clo

Reduction in unplanned admissions for people aged 75+
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s 
 

erage 

 anticipate a 
 

Comment

The number of people over 75 admitted to secondary care as an emergency in 2011/12 has fallen.  We have achieved av
performance of  
228 admissions per month so far this year.  Based on an average based trajectory of the performance so far we
reduction on the numbers of emergency admissions over 75 for 2011/12 compared to our baseline (2009/10)
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Reduction in unplanned admissions for EMI patients
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Comments 
 
There has been significant fluctuation in performance in relation to this indicator.  Our most recent reported performance (Nov 
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ipate that the 2011) shows we have breached our monthly average of 5, by 1.  Based on our average monthly performance we antic
end of year performance will result in around 60 unplanned admissions for EMI patients. This represents an improvement on our 
baseline figures of 121. 
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Numbers of people accessing self directed support
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Comments 
 
The numbers of people over 65 accessing self directed support is currently 28 (Nov 2011).  We have begun a process of 
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 year end.  In 
f 

  

information giving in services around Self Directed Support and hope to see increased in uptake as a result of this by
addition we have a number of people over 65 participating in the Independent Living Scheme.  The scheme represents indirect sel
directed support and can be a stepping stone to full engagement in direct payments.

Increase in care at home services - Number of individuals over 65's per 1000

77.6 77.6 77.6
78.3

78.9
80.2

79.0
79.8

50.0

55.0

60.0

65.0

70.0

75.0

80.0

85.0

April May June July August Sept October Nov

Series1

 

 



I:\Support\CTTEE SERVICES\ELECTRONIC COMMITTEES\ICHCP Sub\2012.02.13\02z Change Plan appendices.doc 46 

s 
 

nce April 2011.   

Comment

The number of people over 65 per 1000 population in receipt of home care has increased si
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Number of people in Care Home placements
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Comments 
 
The number of people in care home placements was 622 as at November 2011.  We are working locally to identify factors and 
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ssible patters in relation to admission decision in respect of care homes, with a core vision to maintain people at home as long as po
and reduce our use of the care home estate. 
 



I:\Support\CTTEE SERVICES\ELECTRONIC COMMITTEES\ICHCP Sub\2012.02.13\02z Change Plan appendices.doc 49 

 

New admissions to care homes month on month
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Comments 
 
The average number of admissions to care homes per month from April to November has been 17.  Since October 2011 we have 
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w admissions 
 homes as a 

 
r us. 

been monitoring new admissions per month against a range of types – including age split.  We can see that more ne
have been for people aged 75 and over.  We aspire to ensure that fewer people under 76 are admitted to care
proportion of all admissions, as a proxy for people being maintained at home for longer.  Reducing the number of new admissions
to care homes each month is a core aim fo

New Admissions to care homes by SIMD
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s 
 

 
 

Comment

As above we will monitor the circumstances of people being admitted to care homes to better understand factors relating to care
home admissions – deprivation is one such category.
 



New admissions to care home by Sex
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Comments 
 
As above we will monitor the circumstances of people being admitted to care homes to better understand factors relating to care 
home admissions – sex is one such category.  On average more females than males are admitted to care homes in our area. 
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New admissions to care homes by source of referral
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Comments 
 
Since October 2011 we routinely monitor the source of referral to care home, linked to other indicators such as admissions and 
delayed discharges.   
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CHANGE PLAN DEVELOPMENT REPORTING/MONITORING SYSTEM 
 

Workstream:  Independent Living   
Lead:  Andrina Hunter 

 
1.Description of 

development 
2. Start 

date 
3. 

Funding 
agreed 

4. 
Overarching 

Theme  
from plan 

5. Key 
change 
areas 

6. Baseline 
information e.g. 

activity 
currently being 
reported or that 

can be 
measured 

7. Link to local 
data and 
person 

responsible 
for reporting 

8. Link to 
National 

Improvement 
Measures 
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piloted for 1 year 

January 
2012 

£100,000-
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 currently 

funded as 
ined below 

 
rticipation in 

programmes by 
older people 

 

Andrina Hunter A4  Provision of 
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Building activit
which will be 

(201
Ind ndent 
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acity 
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pport 
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Painde

people living 
at home 

Comments  
7 local tio n t e r uFunding allocated 

 
 

organisa ns in Ja o deliver in y ar totally app ox £91,000 as o tlined below 

1.1 Contact the        
Elderly Sunday 
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January 
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e
c
h

to support 
independent 

living 

ll establish 
baseline at 
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re numbers of 
groups 
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Andrina Hunter A4 dent 
g 
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of 
wit

lopment 
apacity 
in the 

community 

We wi

project

Appendix 3 
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Allev
neli

 
 
 
 
 

 attending 
and volunteers 
involved 

 
lo

iate 
ness 

and isolation  

people

Comments 

ernoon groups 
for the older person who is socially isolated and in many cases housebound. Funding is for a part time development officer and volunteer 
training. 
 

 
Contact the Elderly is a new initiative being brought to Inverclyde. Alleviate loneliness and isolation by providing Sunday aft

 
 

1.2 Cloch H
Falls pr

ousing 
evention and 

H  

(supply of 
equipment) 

anuary 
2012 

 

£5000 Indepen
Livin

ve
c
th

to support 
ependent 
living 

st older 
ple to 

remain 
independent 
and safe at 

mount of 
quipment 
lised and 

installed by 
Cloch Small 
repairs service 

 
Andrina Hunter 

A4 

ome safety
scheme- 

J dent 
g 

De
of 
wi

lopment 
apacity 
in the 

community 

A
e
uti

ind

 
Assi
peo

home 
Comments 
 
Cloch Housing currently operates a small repairs scheme and have officers who currently support older people who are owner/occupiers 
with small repairs. This funding will provide equipment e.g Yale Locks, door chains, electrical equipment which will enable an older person to 
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feel safe and rectify any potential tripping hazards. 

1.3 WRVS Goo
neighbours an
social transport 

d 
d 

a
2012 
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 isolation
 

ncrease 
in older 

people living 
at home  

 
 

 

ro
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unteering 
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post to 29 
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Provide 380 
interventions  

 
 

Andrina Hunter A4 Janu ry £25 00 Indep ndent 
g 
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 t

P
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rvhe 
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se
R
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ndent 
ng 
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Sign

A iate 
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and 

An i

 

 

vides 

Comments 
 

 bid provides an innovative approach to meeting the needs and desires of older people with low-levThis WRVS el pr
service, via our integrated structure. This structure brings together all WRVS services within Inverclyde providing the p

rated approach to identification and delivery of services built around our core services in the Community and in the Ho
It will provide: 

eventative support 
latform for an 

nte pital. 

  existing Lunch 
llection and 

 
 Good Neighbours / Befriending- volunteers visit in a person’s home or bedside, and provide companionship.  Volunteers assist older 

people with socialising, i.e. assisted trips to pub, club, bingo etc. Letter writing, dealing with tradesmen, going for a walk, simple 

i g s

Social transport via Volunteers cars to access any local service, leisure centre, library group or organisation, including
or Social clubs. Also provide access and escort to shops, as well as assistance with prescription collection, pension co
banking and Social Outings. Links will improve confidence and help people feel connected to communities 
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household tasks. 

Funding is for a service co-ordinator and admin support 
 

1.4Muirshiel Cent
Home Maintenance 

re-
2012 
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e
Livin c

th
m

living 
 

ncrease 
in older 

people living 
 home  

 
ssist older 

ople to 
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independent 
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home 
 
 

 

l
baseline at 
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A4 January £169 5.52 Indep ndent 
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to s
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in the 
munity 
upport 

independent 

We wil

projec
com
re 

An i

at

A
pe

 

 establish Andrina Hunter 

Comments 
This service currently exists and provides 2 part time handypersons who support older people with gardening services, decorating services 
and general works. 
This funding will allow the additional recruitment of a 3rd handyperson which will provide a quicker  and more efficient response 
. 
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e a
2012 

 

,1 e
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ssist older 
people to 
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access services 
or change 
services.  

Andrina Hunter 
 

A4 1.5 Inverclyd
advocacy Service 
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g 
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in the 
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To 
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return

 
A

remain 
independent 

st 120 
eo

Comments 
Funding will provide
 

 for 2 we ca ay servi and own homes 0 hours / ek advo cy worker who will support people in hospital, care homes, d ces 

1.6 Financial Fitness nuary 
2012 

 

£14088 epen
Livin

el
cap
thin 
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to su

independent 
living 

 
 
 

ist older 
people to 
remain 

independent 
 
 
 

 
 

der people 
harged from 
spital will 

eceive a full 
income and 

financial 
circumstances 

check 
 

Andrina Hunter A4 Ja Ind dent 
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of 
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pport 

250 ol
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r
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Comments 
Funding will provide for part time money advice worker who will support people in their own homes once discharged from hospital

 
1.7 Stepwell –

s 
a

2012 
 

,0
 

e
Livin c

th
m

upport 
ndependent 

living 
 

eviate 
loneliness 

and  isolation  
 
 
 
 
 

 provided 
r people 

will be supported 
to attend  

A4 
cookschool
3 month pilot 

Janu ry £10 00  Indep ndent 
g 

Deve
of 
wi

co
to s

i

lopment 
apacity 
in the 
munity 

20 coo
will be
40 olde

All

k schools Andrina Hunter 

Comments 
 
Cook schools will provides opportunities to learn how to cook for one, reduce budgets and waste and, in addition, share time with other older 
people in similar circumstances. 
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1.Description of 
development 

2. Start 
date 

3. 
Funding 
agreed 

4. 
Overarching 

Theme  
from plan 

5. Key 
change 
areas 

6. Baseline 
information e.g. 

activity 
currently being 
reported or that 

can be 
measured 

7. Link to local 
data and 
person 

responsible 
for reporting 

8. Link to 
National 

Improvement 
Measures 
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m 
 

n-

 funding 
2012/13 

anua
2012 

00-
2011/12) 

 

epe
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mmunity 

to support 
pendent 
 
ncrease 

in older 
people living 

at home 

ortium bid 
oped and 

funding agreed 

Andrina Hunter A4  Identification o
gaps in social 
transport syste
for older people
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ing of a 
consortium bid 
for future

J ry  £50
(

Ind ndent 
ng 

De
of
wit
co

lopment 
pacity 

Cons
devel

inde
ingliv

An i

 

Community capacity sub group highlighted the lack of social transport systems for older people 
who wish to access a range of activities. CVS has been commissioned to develop a consortium bid for 2012/13 change fund to develop a 
more flexible and robust service 
 
 
 
 
 
 
 
 
 
 

Comments 
 
A short scoping exercise undertaken by the 
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1.Description of 
development 

2. Start 
date 

3. 
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agreed 

4. 
Overarching 

Theme  
from plan 

5. Key 
change 
areas 
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information e.g. 
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currently being 
reported or that 

can be 
measured 

7. Link to local 
data and 
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for reporting 

8. Link to 
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Improvement 
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proposed work 
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2012/13-
£100,000 
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people living 
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 effective will 
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 the 
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pport 
independent 
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projec
are
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and n
alloca

living

An i

at home 
 
The sub group will meet on 16th January and involve representatives from the CHCP, Voluntary sector and older people representatives 
from the CHCP advisory structure. A Workplan will be developed 
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 SYSTEMCHANGE PLAN DEVELOPMENT REPORTING/MONITORING  
 

Workstream:  Carers    
Lead:  Derrick Pearce 

 
1.Description of 

development 
2. Start 

date 
3. Funding 

agreed 
4. Overarching 

Theme  
from plan 

5. Key 
change 
areas 

6. Baseline 
information 
e.g. activity 
currently 

being reported 
or that can be 

measured 

7. Link to local 
data and person 
responsible for 

reporting 

8. Link to 
National 

Improvement 
Measures 
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at home) 
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v
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advise 
 
Incre
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Proport
people

Appendix 4 
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Comments  
Funding allocated to Carers Centre in Jan to deliver in year 1 (proposed allocation of £2000 for year two agreed in principle) 

scharge, initial 
 
Carers centre will employ sessional staff to compile packs for distribution at key points of carer engagement (e.g. hospital di
registration with Carers Centre at via outreach) 
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comm
e nu
arer 

befrienders 
trained, and 
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rtion cared for in 
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(proxy for increased 
support for carers to 
enable OP to stay at 
home) 
 

Proxy via most 
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basel
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r
ci

 

ill 
ish 
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t 
encement 

mbers of 

Prop
people 
home c
propo
hospit

on of older 

Comments 

n year 2 

Carers Centre will employ a Carer Support Worker (28 hours per week) to recruit, train and support former carers to provide informal peer 
support to unpaid carers.  Focus will be on carers aged 65 plus and carers of people aged 65 plus.  Volunteers will undertake training and be 
matched to carers with similar interests and experiences. 

 
Was planned to be coupled with a longer term project re Shared Care – this has been postponed in year 1 and will be revisited i
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e compared to 
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al/ care homes 
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rt for carers to 

enable OP to stay at 
home) 
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nticipatory care 

planning (ACP) 
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hospit
(proxy
suppo
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a

Comments 
 
Carers Centre will employ a Carer Support Worker (35 hours per week) to engage with unpaid carers and Assessment/Care Man
facilitate the development of emergency care plans.  This work is designed to help plan for the future and prevent avoidable ad

agement Staff to 
missions (e.g in 

the event of carer crisis or breakdown).  Work will be focussed n carers of people aged over 65 and carers aged 65 plus.  Initial focus (year 1) 
enti st p e reas

o
will be around id fying be ractice via r search of other a  etc. 
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peop
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Comments 
 
The Carers Centre will employ Carers Support Worker (28 hours per week) to provide support, advice and information to unpaid
initial hospital admission of the person being cared for through to discharge – including facilitation of carer inclusion in di
Focus will be in carers of people aged 65 plus, and carers who a

 carers from the 
scharge planning.  

e aged 65 plus.  Methods will include; raising awareness of carer services with 
secondary care staff, implementing a clear referral process to carer support services and engaging directly with carers in support of secondary 
care staff (e.g. following admission and at time of discharge planning).  

 

r
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