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Perth and Kinross Health and Social Care

Foreword

Welcome to our first integrated health and social care Strategic Commissioning Plan. This plan has been approved
by our newly formed Integrated Joint Board. The integration of adult health and social care is part of the Scottish
Government’s programme of reform of public services designed to improve the outcomes for people and the
communities in which they live.

The plan describes our commitment in Perth and Kinross to change the way we support and deliver health

and social care services to meet the many challenges facing individuals and our communities. It outlines the
positive experiences that people have when services and support connect effectively putting each person and
their situation at the heart of the decisions and choices that are made. Importantly, the plan also focuses on the
important role our communities, the third and independent sector have in supporting and enabling people to live
healthy, independent lives at home or in a homely setting.

You will see we have also placed a lot of emphasis on the need for services and support to intervene early to
prevent later, longer term issues arising, and enabling people to manage their own care and support by taking
control and being empowered to manage their situation. Where this is not possible, we want services to be able to
target resources where they are needed most, reducing ill health and deterioration and ultimately reducing health
inequalities.

Councillor Dave Doogan Linda Dunion
Chair, Integration Joint Board Vice Chair, Integration Joint Board
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Introduction:
our commitment and challenge

Health and social care is changing and from April
2016 health and social care services will be provided
through the Perth and Kinross Health and Social
Care Partnership. This document sets out how these
services will work together to meet people’s needs
now and into the future. In Perth and Kinross, we
recognise that people who are ill, vulnerable or have
disabilities, often need support from a number of
services to enable them to live as independently

as possible and to prevent unnecessary stays in
hospital or in residential care. We also recognise

the distinctive needs of different areas of Perth

and Kinross and the need to take account of this in
planning our services. We value the diversity of the
communities of Perth and Kinross and will work with
them to make sure we have an integrated health and
social care system that is inclusive and accessible.

We will work together to make sure people are
supported to lead as independent, healthy and active
lives as possible in their own homes. Children and
young people’s services are not formally included in
the Health and Social Care Partnership and we will
continue to work collaboratively with the Children,
Young People and Families Partnership to meet the
needs of the whole community.

Our challenge is to be open-minded and find
innovative and creative ways of doing this at a time
of increased demand and expectations and reducing
public finances.

Our vision

We will work together to support people living
in Perth and Kinross to lead healthy and active
lives and live as independently as possible
with choice and control over the decisions
they make about their care and support. Our
aim is to improve the wellbeing and outcomes
of people living in Perth and Kinross, to
intervene early and work with the third and
independent sectors and communities, to
prevent longer term issues arising.

Perth and Kinross

Perth and Kinross has a population of around 150,000
people living and working across its expansive 5,000
square kilometres. Over the coming decades the area
is expected to experience significant demographic
change, especially in relation to older people, the
majority of whom are increasingly fit and active

until much later in life and are an important and
significant resource, with a great contribution to
make in their local communities. We know that the
need for support from health and social care services
increases with age and the challenge for services

and communities will be to ensure that people are
supported to be able to lead healthy, fulfilling lives at
home for as long as possible.
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It is positive that people are living longer and the
projected population of people aged 65-74 (+25%),
75-84 (+54%) and 85 plus (+151%) over the next
fifteen years is summarised in Figure 1 above.

®  Those aged 75+ are projected to almost double
over the next 15 years, from 14,406 to 27,250.

®  Those aged 85+ are projected to more than
double from 4,027 to 10,651 by 2037.

® Based on current dementia prevalence rates for
Scotland, people with a dementia diagnosis are
expected to double over the next 21 years.

Other identified needs

®  Other vulnerable people, including those with
learning or physical disabilities, may require the
support of health and/or social care services to
live as independently as possible and people
with mental health needs or substance misuse
problems need support on their journey to
recovery.

® Thereis a small number of people with learning

disabilities with specialist care needs who require

high levels of care and a growing number of
young people with learning disabilities with
particular needs.

®  People with multiple morbidities and who have
complex needs will be targeted by our partnership
services, particularly with early support and
intervention.
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" The needs of the population who are affected by
poverty and health inequalities will also need to
be targeted by partnership services.

® A small but growing minority ethnic population,
including Gypsy/Travellers, Asian and Eastern
European people, experience barriers accessing
services either because of a lack of awareness of
services, cultural or language barriers.

® A large proportion of people caring for children,
adults with disabilities and older people are over
65 years, and many community organisations
and activities depend on the voluntary
contributions of this age group.

= Around two-thirds of people who are dying
would prefer to die at home, but in practice
only about one-third actually do and there are
wide variations in the quality of end of life and
palliative care.

The case for change

We believe that the growing numbers of people in
Perth and Kinross who have complex care needs
or are growing older will require better joined-up
care, better anticipatory and preventative care and
a greater emphasis on community-based care. We
know that people want to have care and support
delivered to them in or as near to their own homes
and communities as possible and that community
members are a rich resource of innovation, support
and intelligence about what is needed, what works
and what role they can play in their local areas.
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We already know from the success of projects tested
out in recent years with funding from the Change
Fund', that through working in partnership with the
third sector and with communities we can make a
difference to people’s quality of life. Community-
based and third sector initiatives have demonstrated
improved outcomes for a whole range of vulnerable
and older people in the community:

®  Although unplanned admissions of people aged
over 65 years had been rising, these have levelled
since 2012. Itis believed that investment in
innovation through various funding streams may
have had a part to play in this, supporting early
intervention.

®  Reablement (targeted short-term support to
help people regain skills for independence) has
led to significant improvements for older people
following a period in hospital or illness and has
meant that many people do not require further
care.

® A Homeless Voice Boxing project in Perth City
aimed at very vulnerable and deprived people
has demonstrated health and wellbeing
improvements for the people who participate.

® Time banking projects which developed in
some of the most isolated rural communities
have demonstrated many positive impacts
including members feeling more supported
by their neighbours and more valued by their
communities, increasing their community
participation.

® A whole range of community projects and
volunteering across Perth and Kinross make a
valuable contribution to the health and wellbeing
of many vulnerable people.

® Third sector initiatives have developed
opportunities for people to support themselves
and others in many creative ways.

® The vital contribution through unpaid caring is
fully valued, and we recognise that organisations
and citizens together produce solutions that best
support caring and a life beyond caring.

1 A £230 million Older People's Change Fund was made available
to Health and Social Care Partnerships across Scotland from the
2011/12 financial year. A further £70 million was made available
for the 2014/15 financial year. The funding supported partnerships
to develop a strategy for reshaping care for older people to improve
the quality and outcomes of models of care.

We are learning from these initiatives. We also know
that the way we deliver services at the moment

is not sustainable. Population changes, the need

to integrate services and the significant financial
challenges facing the partnership over the next five
years, make a strong case for fundamental change in
the way we deliver health and social care services and
support opportunities for people to improve their
health and wellbeing outcomes.

Rising demand and pressures on
services

In Perth and Kinross, as with other areas, health and
social care services are seeing an increase in demand
for key services and it is clear that the demand for
health and social care is likely to increase unless we
do something differently.

Unplanned hospital admissions remain high,
particularly for the older age group, as are the
number of re-admissions, including people
readmitted within 7 days of discharge. The pressures
of people waiting to be discharged from hospital to
appropriate community or residential settings remain;
and the number of people entering residential care
is increasing and projected to continue to increase

if we do nothing. In addition, there is pressure on
home care and community health services, with
rising demand and waiting lists for services.

Some of our pressures are highlighted below:

m  (risis placements into care homes are increasing
and many result later in permanent placements.

®  Thereis increased demand for home care services
causing pressure on the current budget.

m  People receiving home care services are more frail,
which is reflected in an increase in the average
hours each new person receives, particularly in
the last couple of years.

®  The number of people supported in care homes
had been reducing since 2010 but recently
increased, resulting in pressure on the care home
budget for older people.

" The need for palliative care is rising and referrals
to specialist palliative care services are increasing

year on year.
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® There are increasing demands on general practice
as a result of population changes.

® There are pressures on mental health services,
with people requiring care and support.

" Prevalence of autism is likely to be higher than
we are currently aware and increased rates of
diagnosis for young people will impact on adult
services.

® There has been an increase in the number of
people presenting as homeless, many of whom
have a range of complex needs.

B Between 2004-2013 there was a 38% increase in
unplanned hospital admissions of people aged
65+ admitted as an emergency admission.

® Theincrease in unplanned admissions for those
aged 85+ is higher than other age groups and this
age group is more likely to be delayed in hospital.

" We are experiencing an increase in the numbers
of people being readmitted to hospital within 28
days of discharge.

= Emergency admissions create pressures across
the health and social care system with knock-
on effects on delayed discharge, social work
assessments and care at home.

®  The number of emergency detentions for people
with mental health needs remains high and we
need to find ways to use short-term detention

Health inequalities

The health of individuals is determined by a complex
mix of factors including income, housing and
employment, life-styles and access to health, care
and other services. There are significant inequalities
in health between individuals and different groups in
society and deprivation is a major factor, with people
in more affluent areas living longer and having
significantly better health. Health and community
care services are not the only solution to this issue
but evidence suggests that primary and community
care can reduce the impact of these inequalities.
Many of the people suffering the greatest negative
health effects relating to mental health, obesity and
long-term disease are those experiencing poverty
and social disadvantage. Whilst Perth and Kinross has
a relatively affluent population compared with the
rest of Scotland, there are areas of deprivation and in
our rural communities there is inequity in relation to
access to services.

Income deprivation, employment
deprivation, access deprivation, and
child poverty

We need to consider how issues of deprivation and
poverty impact on the different areas of Perth and

Kinross when planning our services. For example,
Perth City had higher levels of income deprivation

instead. and employment deprivation than North and South
Perthshire & Kinross in 2013. However, deprivation
affects communities in different ways and just under
Figure 2 2,500 ~
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for 65+ population by 5
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half of those living in North and South Perthshire &
Kinross are ‘access deprived’, ie they struggle to access
services because they live in predominantly rural
areas.

Levels of childhood poverty varied considerably
between the localities. In 2012, 12.4% of the
population in Perth City were in poverty, compared
with 9.6% and 6.4% in North and South Perthshire
& Kinross respectively. A number of people who
are affected by poverty have multiple and complex
needs, which need to be dealt with early and
appropriately to avoid the need for a more costly
response at a later stage.

We also know that:

® there is a proportionately greater use of acute
hospital services by patients from deprived
communities;

® substance misuse disproportionately affects the
most vulnerable and socio-economically deprived
in our community;

®  people with mental health problems are at
greater risk of poor physical health and of dying
at a younger age;

® the rate of self-reported mental health conditions
across Scotland, according to the 2011 Census,
shows that mental health needs are more
prevalent among those living in deprived areas;

" minority ethnic populations can face greater
difficulties when trying to access services, often
as a result of lack of knowledge and differences in
language and cultural expectations;

= the Gypsy/Traveller population has some of the
poorest health outcomes in Scotland;

= thereis clear evidence that those with chronic
physical illnesses are more likely to suffer from
mental health problems, particularly depression,
and that those with co-occurring chronic physical
health problems and mental health needs have
poorer outcomes;

® there are stark health inequalities faced by people
with learning disabilities (LD):

« significantly shorter life expectancy;

e increased risk of accompanying sensory
and physical impairments;

o poorer physical and mental health than
the general population. For example, the
average number of health co-morbidities in
the population of people with LD at age 20
is the same as for the general population at
age 50. (The Keys to Life ten-year strategy).

Services need to be able to respond to the needs of
those mentioned above, working with them and local
communities to respond effectively, but importantly,
to act early on to prevent later problems arising.

High costs, increasing demand and
reduced budgets

All of this represents a significant challenge for the
Health and Social Care Partnership and emphasises
the need for a change in the way health and

social services are planned, commissioned and
delivered. Unless we embrace a radical, new and
collaborative way of working, embedded in a new
culture throughout public services, both budgets
and provision of services will struggle to meet the
needs of the population. By using our resources

in a different way we aim to put an emphasis on
prevention and anticipatory care. This will support
a reduction in unplanned admissions to hospital or
long-term care and reliance on traditional high-cost
care arrangements, while improving quality of life for
individuals by maintaining independence for longer
and potentially minimising the support they will
need.

Many areas across the UK and internationally face the
same challenges in relation to increasing demands
for health and social care, alongside declining public
expenditure. Research indicates that countries facing
similar challenges: an ageing population; people
living with complex needs; lack of co-operation
between health and social care; fragmentation of
health and social care systems and providing services
to rural and remote areas?, will often be the stimulus
to integrated working arrangements. The ambition
of integration is not new, therefore we can learn from
examples across the UK and elsewhere to support
our plans to improve the lives of people in Perth and
Kinross.

2 SpiCe The Information Centre,
'The Integration of Health and
Social Care: International

Compatrisons, Scottish
Government, 16 July ZOIH
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Learning from others

Sweden

Sweden was one of the first countries to
recognise the limitations of hospital-delivered
care and the importance of primary care and
prevention care strategies, especially for older
people. Hospital reforms in the 1990s focused

on 2 main objectives: increased specialisation

and concentration of services. Smaller hospitals
provided more specialised care such as outpatient
and community services whilst 24/7 emergency
services were concentrated in larger hospitals.

Torbay

Closer to home, the success of Torbay’s integrated
health and social care teams is an example of the
positive results of integration. The teams work
closely with GPs to support older people at home.

This is achieved through increased spending on a
wider range of intermediate care services, thereby
avoiding inappropriate hospital admissions.

A close working relationship was developed with
nurses, allied health professionals and social care
staff through an integrated approach to put in
place appropriate care packages and support,
alongside the sharing of information to support
positive outcomes for individuals.

Outcomes achieved:
B Reduced use of hospital beds.

= [ow rates of emergency hospital admission
for people aged over 65 and minimal delayed
transfer of care.

® Afall in the use of residential and nursing
home care.

® |ncrease in home care services and direct
payments.
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So, what will a successful Perth and
Kinross health and social care system
look like in future?

The Swedish and Torbay examples demonstrate that,
in spite of the challenges, it is possible to improve
outcomes for people through changes in services and
the way we work together. A greater focus on multi-
disciplinary working, on primary and community care
with the statutory, third and independent sectors will
support the transformation of our health and social
care system. In summary we want:

® varied and responsive community-based health,
care and support services that enable people to
live as independently at home as possible with a
better quality of life;

= high numbers of people supported through
reablement and recovery, with no further need for
care;

®  petter use of inpatient hospital facilities;

®  fewer unnecessary unplanned hospital
admissions;

Figure 3

Map of Perth and Kinross
3 localities

(NB South Perthshire is South
Perthshire & Kinross)?

Trgri Figegy

3 “You are granted a non-exclusive, royalty free,
revocable licence solely to view the Licensed
Data for non-commercial purposes for the
period during which Perth & Kinross Council

= fewer people delayed unnecessarily from
hospital;

®  fewer admissions to residential care, and none
from acute hospitals;

® reduced health inequity and increased health and
wellbeing.

The actions set out in the final section of the plan
show how we aim to achieve these.

Working and delivering locally

A key part of our strategic plan is to plan and deliver
local services. We have divided Perth and Kinross
into 3 broad areas or localities as outlined in the map
below:

= North Perthshire
®m  South Perthshire & Kinross

®  Perth City

Our partnership services will integrate work around
GP practices, community pharmacy, dentistry,

third sector providers, statutory health and social
care services and communities to focus on early
intervention and prevention.

§ Crown copyright [and deiabess rightn] 2058 GS 104 i, Use of thi B 1 ubedt o lees She Sensitioes

makes it available. You are not permitted to
copy, sub-license, distribute, sell or otherwise
make available the Licensed Data to third
parties in any form. Third party rights to enforce
the terms of this licence shall be reserved to OS.”
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Supporting staff to deliver
integrated services

In order to deliver effective locally-based integrated
services we will need a confident, competent
professional workforce who feel supported and
valued. We need to ensure that across the health
and social care sector the workforce is engaged and
involved in all of our planning and development.
We experience a high turnover and shortages of
suitably skilled staff in key areas and recruitment
and retention of a high quality of health and social
care staff across the sector is a key challenge for the
partnership.

Through our Organisational and Workforce
Development Plan we aim to address these issues,
promote a positive culture and encourage integrated
working to deliver the best possible outcomes with
communities. The plan will support staff in three key
ways:

= providing accessible information, and raising
awareness, understanding and participation
around integrated working;

B providing access across the health and social care
workforce to the development programmes of
partner organisations in the statutory, third and
independent sector;

®  creating specific development opportunities
which support health and social care integration.

It is crucial to recognise the role played by the range
of organisations beyond NHS and local authority
and to understand that services are and will be
delivered by a range of professionals, including third
sector organisations, the independent sector and
bodies such as GPs, pharmacists, dentists and others.
We will need to work in partnership to make sure
staff across all professional groups are focussed on
providing a high quality of care that is person-centred
and delivered flexibly according to the needs of all
vulnerable residents.

"

Preparing for the future

We want to improve outcomes and ensure that
people get the health and care services they need by
providing support and services in local communities,
empowering people to have greater control over their
lives and managing their own health and care where
appropriate. This means looking at the whole system:

® |ocality-based planning and commissioning.

®  Allocating resources to support prevention and
early intervention.

= More effective planning with acute (hospital
services) to support new ways of working.

m  Cjtizen and community empowerment and
capacity building.

= Workforce planning and development.

= Partnership with the voluntary and independent
sectors.

®  Developing locally-based integrated teams to
drive and manage health and social care locally.

® Bringing GP practices together in locality-based
clusters.

®  Working with primary care colleagues to integrate
community health services that work with
GP practices, community pharmatcists, dental
practitioners and optometrists.

" Expanding our use of technology, particularly in
rural areas.

®  Using local community hospitals to provide
planned care.

® Tackling the rise in unplanned hospital
admissions.

" Reducing delayed discharges from hospital.

®  Ensuring equitable access to services from all
sections of the community.

Transforming the way we do things

A number of planned transformation programmes
are set out in the action plan (Appendix 1 of the
strategy) to deliver change to the way we currently
deliver services. The financial planning environment
will be challenging and there is much to do to ensure
that the partnership will achieve the ambitions for
integrated health and social care in Perth and Kinross.
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Our vision

Our commitment to the Public Service Reform
agenda is articulated in our Community Plan/Single
Outcome Agreement 2013-2023. This sets out a
vision of a confident and ambitious Perth and Kinross,
to which everyone can contribute and in which all
can share. Through our strategic objectives we aim
to maximise the opportunities available to people

to achieve their potential, at every life stage and
there are cross-cutting themes that will underpin the
work of the Health and Social Care Partnership. The
Community Plan sets out five strategic objectives:

" Giving every child the best start in life.

®  Developing educated, responsible and informed
citizens.

®  Promoting a prosperous, inclusive and
sustainable economy.

®  Supporting people to lead independent, healthy
and active lives.

®  Creating a safe and sustainable place for future
generations.

For the Health and Social Care
Partnership this supports our vision:

We will work together to support people
living in Perth and Kinross to lead healthy
and active lives and live as independently
as possible with choice and control over the
decisions they make about their care and
support.

We will do this by:

® developing integrated locality teams, so that all
clinical, professional and non-clinical staff can
work together in a co-ordinated way to improve
access and the quality of services;

B ensuring that people are at the centre of all
decisions, including carers and families;

"

® combining staff and resources to deliver a wider
range of care within communities and supporting
people to be cared for at home;

= jmproving the health of communities through
wider partnership working to:

« identify the health and care needs;
o focus on health promoting activity;

o taking action to improve wellbeing, life
circumstances and lifestyles and actively
addressing health and care inequalities.

Our principles and key
actions

Our vision can only become a reality through actions
which reflect the principles that underpin our
approach. In the first 3 years we will make sure the
services and support we offer people are:

®  developed locally, in partnership with
communities, the third and independent sectors;

® integrated from the point of view of individuals,
families and communities and responsive to the
particular needs of individuals and families in our
different localities;

B commission services that best anticipate people’s
needs and prevent them arising;

®  make the best use of available facilities, people
and resources;

" maintain quality and safety standards as the
highest priority.
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National context

The Scottish Government’s 2020 Vision

Our vision is that by 2020 everyone

is able to live longer healthier lives at

home, or in a homely setting. We will

have a healthcare system where we have
integrated health and social care, a focus

on prevention, anticipation and supported
self-management. When hospital treatment
is required, and cannot be provided in a
community setting, day case treatment will
be the norm. Whatever the setting, care

will be provided to the highest standards of
quality and safety, with the person at the
centre of all decisions. There will be a focus
on ensuring that people get back into their
home or community environment as soon as
appropriate, with minimal risk of
re-admission.

The Public Bodies (Joint Working) (Scotland) Act 2014
provides the legislation for integrating health and
social care services and requires local integration
authorities to create a strategic plan for the areas it
controls. The key purpose of integration is to:

® provide seamless integrated quality health and
social care services; and

B ensure resources are used effectively to deliver
services that meet the needs of increasing
numbers of people with long-term conditions and
complex needs.

National outcomes

A national outcomes framework (set out below)

has been developed to assess progress towards
achieving these. In Perth and Kinross we see health
and social care integration as a vehicle to improve
the wellbeing of local people. By involving people
and their communities in decisions which affect them
and through more joined up working and delivery of
services earlier to prevent ill health, it is intended we
will meet the 9 national outcomes set out below and
in detail as Appendix 2.

Our vision: People are supported to lead independent, healthy and active lives and live their lives
as independently as possible in their own homes, or in a homely setting with choice and control
over the decisions they make about their care and support.

National Outcomes

People including those
People are able to look with disabilities, long-term
after and improve their conditions, or who are
own health and wellbeing frail, are able to live, as far
and live in good health for as reasonably practicable,
longer. independently and at
home or in a homely
setting in their community.

People who work in Health
and Social Care are

Health and Social Care
Services are centred on
helping to maintain or
improve the quality of life
of service users.

People who provide
unpaid care are supported
Services contribute to to reduce the potential

reducing health impact of their caring role

inequalities. on their own health and
wellbeing.

Health and Social Care

People who use Health and
Social Care Services have
positive experiences of
those Services and have
their dignity respected.

Resources are used
effectively in the provision
of Health and Social Care
Services, without waste.

supported continuously to

People who use Health and
improve the information,

Social Care Services are
safe from harm.

support, care and
treatment they provide
and feel engaged with the
work they do.
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Scope of Perth and Kinross Health and Social Care Partnership

Perth and Kinross is one of three Health and Social Care Partnerships that have responsibility for services previously
planned for and delivered by NHS Tayside, some of which operate on a Tayside-wide basis. Whilst it has been
relatively straightforward to transfer resources for some services to individual partnerships, in other cases it is much
more complicated. Agreement has therefore been reached among the three partnerships and NHS Tayside as to
how these services should be managed to ensure they operate as effectively and efficiently as possible. As a result,
the services that the Perth and Kinross Integration Joint Board is responsible for planning fall into three groups:

Services that are managed through the Perth and Kinross Health and Social Care Partnership.

Services that are managed by Angus or Dundee Health and Social Care Partnerships on behalf of all three
organisations - these are referred to as 'hosted' services.

Services that are managed by NHS Tayside but used by one or more of the Health and Social Care Partnerships
where it is not sensible to split the resources available among them without destabilising the services - these are
referred to as ‘set-aside Hospital Services’

The table below summarises the main services for which the Perth Integration Joint Board (1JB) has a

strategic planning responsibility.

Partnership services

Community Care Services

Social work services for adults
with physical disability and
older people

Services and support for adults
with learning disabilities

Mental health services
Drug and alcohol services

Adult protection and domestic
abuse services

Carers support services
Health improvement services

Housing support services (in
Sheltered Housing)

Aids and adaptations
equipment and telecare

Residential care homes/nursing
care home placements

Care at home
Reablement services

Respite and day care

9

Community Health Services

District nursing services
Substance misuse services
Primary medical services
General dental services
Ophthalmic services
Community geriatric medicine

Primary medical services to
patients out-of-hours

Community palliative care
services

Community learning disability
services

Community mental health
services

Community continence services

Community kidney dialysis
services

Public health promotion
Allied health professionals

Community hospitals

Hospital Services

Accident and Emergency services
provided in a hospital

Inpatient hospital services
relating to the following areas:

e General medicine
 Geriatric medicine

o Rehabilitation medicine
 Respiratory medicine

 Psychiatry of learning
disability
Palliative care services provided
in a hospital

Inpatient hospital services
provided by GPs

Services provided in a hospital
in relation to an addiction or
dependence on any substance

Mental health services provided
in a hospital, except secure
forensic mental health services

Pharmaceutical services
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Hosted services

The services to be managed by each Health and Social Care Partnership (HSCP) on a pan-Tayside basis are set out

below.

®  Psychology services ® | ocality pharmacy ® |earning disability inpatient
®  Sexual and Reproductive Health = Primary Care Services (excludes Services
services the NHS Board administrative, ®  Substance misuse inpatient
contracting and professional services

®  Homeopathy service
®  Specialist Palliative Care

®  The Centre for Brain Injury
Rehabilitation (CBIRU)

" Eating disorders

= Dietetics

®  Medical Advisory Service
® Tayside Health Arts Trust
= Keep Well

®  Psychotherapy

The three NHS Tayside HSCPs are finalising a
memorandum of understanding to set out clear
principles for how hosted services will be managed
effectively and consistently and which recognises
that strategic planning responsibility for the services
is retained by all three 1JBs in respect of their own
population.

Hospital services

Any programme of change for general hospital
services will be delivered in partnership with NHS
Tayside as a key stakeholder with responsibility for
specialist clinical services across the three partnership
areas of Dundee, Angus and Perth and Kinross.

The National Clinical Strategy for Scotland (2016)*
sets out the framework for developing health services
across Scotland for the next 15 years, setting out

the case for an increased diversion of resources to
primary and community care. It sets out how NHS
Scotland will change and this will inform our plans

4 published by the Scottish Government, February 2016

advisory functions)
= GP Out of Hours
= Forensic medicine
®  Continence service

®  Speech and Language Therapy

®  Public Dental Services/
Community Dental Services

®  General Adult Psychiatry
Inpatient Services

= Prisoner Healthcare

®  Podiatry

for the review of hospital activity in Perth and Kinross
in the context of a shift in resources to primary and
community care.

A review of hospital activity will be undertaken

to establish a programme of transformation over

the longer term. This is a complex task and will be
delivered in partnership at the local, regional and
national levels to ensure that a high quality of service
to all patients is maintained and sustainable.

Future work on general acute hospital and hosted
services in Perth and Kinross will include:

® g review of hospital activity to establish a
programme of transformation over the longer
term;

® review and evaluation of all services hosted by the
Perth and Kinross Partnership including:

-
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 delivery of an improvement plan for mental
health services;

e ahealthcare needs assessments across
prison establishments;

» review and redesign of prisoner healthcare.

Our Strategic Plan

The next section of our Strategic Plan sets out how
we will achieve our vision and priorities over the
next three years, targeting resources where they are
needed most. Itis based on:

= an analysis of the needs of our population;

® relevant legislation and guidance on services to
meet the needs of the populations and areas most
in need;

®  feedback from individuals, communities and
other key stakeholders;

" current and potential services, available resources
and the extent to which they are likely to meet our
future population and community needs;

® research and evidence-based practice;

®  reviews of the strengths and limitations of our
current services and the changes needed to meet
the growing and varying needs of our population.

Strategic commissioning

Through strategic commissioning we will plan,
develop and deliver services for people through
engagement with individuals, communities, the
statutory, third and independent sectors at locality
level, investing to achieve positive outcomes for
individuals and communities over the long-term.

This means:

® understanding the needs of the population and
the long-term demand for services;

® jmproving and modernising services to achieve
better outcomes;

® achieving value for money;
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B agreeing where we should invest, reinvest and
disinvest, spending our money wisely to meet
agreed priorities;

® facilitating and managing the market to ensure
that providers understand our priorities and can
deliver appropriate services.

Principles based on promoting equality and inclusion
will underpin the planning and monitoring for all
health, social care and support services. In practice
this means:

Principles underpinning our
approach

®  Planning and designing future services
and supporting opportunities by working
in partnership with the people who use
services and with providers in the third and
independent sectors (co-production).

® fngaging with minority and marginalised
communities and/or their representatives to
make sure services are inclusive.

®m  Commissioning services that are inclusive,
personalised, promote choice and achieve
positive outcomes and good quality care for
those who use them.

®  Decommissioning services that no longer
meet the needs and priorities of people and
communities.

®  Promoting social value by placing social,
environmental and economic outcomes at the
heart of our commissioning.

With increased demand for services and reductions

in public expenditure, it is clear that the current
pattern of service provision is not sustainable. In
addition the evolution of Self-Directed Support and a
more personalised health and social care system will
require a wider range of options that support people’s
independence. Through the commissioning process,
we will review a range of services, reduce duplication
and improve pathways across health, social care, the
voluntary and independent sectors. This includes:
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® jdentifying the needs of individuals and
communities, across Perth and Kinross and at
local level;

B engaging with communities to decide what will
address those needs;

® working to put the right services and support in
place - at the right time.

The way we provide or purchase services will need to
fundamentally change over the next 3-5 years:

= Qver the next 3 years our plans to review existing
health and social care provision will help us
decide how to transform services to ensure that
all, irrespective of their sector, enhance the quality
of life for the individuals and their carers now and
in the future.

= We will develop a market position statement to
ensure that all stakeholders are aware of our
plans and where services are commissioned
externally, potential providers are able to plan
and develop services that will meet the health and
wellbeing needs of individuals and communities.

®m  We will remodel, decommission some services and
recommission others to meet our priorities.

Locality planning

We need to take account of the needs of different
communities in Perth and Kinross and have identified
three localities: North Perthshire, Perth City and South
Perthshire & Kinross.

There are specific challenges facing Perth and Kinross
with a population spread over a large rural area. The
area is the 8th least densely populated local authority
area in Scotland and a relatively high proportion of
residents are classed as being in some way ‘access-
deprived’. This means that issues of financial cost,
time and inconvenience of having to travel may affect
access to basic health and social care services. 29.6%
of Perth and Kinross’s older population (65+ years)
live in areas classed as being among the ‘15% most
access-deprived’ in Scotland, well above the national
average of 15%. In North Perthshire, this figure rises
to 45% for the whole population. This presents some

particular challenges in the delivery of health and
social care services and we need to plan to support
equity in access to services.

Meeting specialist needs

We also need to understand the specialist needs of
some individuals who require healthcare and support.
For hospital services this will be addressed through
the wider review of hospital activity planned by the
partnership and informed by the National Clinical
Strategy for Scotland (2016).

More generally, NHS clinical care strategies will
complement our plans and these are primarily
focussed on the quality of care that people can
expect to receive. Our overarching strategy around
clinical care will be underpinned by strong clinical
and professional governance, with adult support
and protection a key priority across the partnership.
We will take account of a range of national strategies
focused on people with specialist needs such as the
National Dementia Strategy, ‘Keys to Life' for people
with learning disabilities and others.

We already have key joint strategies in place

for particular groups of people and the priorities
and actions set out in these will form part of this
strategic plan. A continued focus on people with
specific needs will ensure that we are able to offer
personalised care and support to ensure they are able
to overcome specific barriers to independent living.
Ultimately our focus on locality planning, equalities
and personalised care and support will ensure that
the specific needs of individuals are recognised and
addressed.

For people with learning disabilities our priorities
are informed by the Scottish Government’s Keys to
Life Strategy. Specifically this focuses on effective
support through life's transitions at all stages and
ages and improving these pathways: (1) from school
to adulthood, (2) into parenthood, (3) from adulthood
to older age, (4) from older age or illness to dying and
death.

For physically disabled people or those with a
physical or sensory impairment our local Joint
Strategy to Support Independent Living & Quality
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of Life for Adults with a Physical Disability and/

or Sensory Impairment (2014-2017) sets out our
priorities to make sure people are able to access
accessible and appropriate housing, employment,
appropriate health care and information to fully
participate in all aspects of life.

For people with mental health needs our Joint
Mental Health Strategy (2012-2015) is being
evaluated and an action plan will follow. There has
been a deliberate intent to embrace mental wellbeing
in a holistic way rather than focus on mental ill health.
We will deliver services which are person-centred,
accessible, integrated and comprehensive by:
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B supporting initiatives and services which promote
good mental health and wellbeing in our local
communities;

B enabling access to services for those with mental
health needs and poor mental wellbeing and
embracing a social prescribing and self-help
approach;

B enhancing services to support people in distress
and at risk of suicide.

Recovery is central to our approach and defined by
the Scottish Recovery Network as “being able to live

a meaningful and satisfying life, as defined by each
person, in the presence or absence of symptoms...”. It
encourages us to work within a wellness concept, not
illness.
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For people with autism our 2015 Local Action

Plan sets out how we will improve outcomes for
people with autism and their families/carers. It is
informed by the Scottish Autism Strategy 2011 giving
high priority to the principles of prevention, early
identification of problems assessment, diagnosis
and support across the lifespan. The action plan
recognises that people on the autism spectrum have
a unique set of conditions which will not necessarily
fall under the categories of learning disability and
mental health although these conditions may also
be present. Flexibility and a multi-agency approach
is essential to meet the needs of people with this
complex condition.

Our Drug and Alcohol Strategy 2015-2020 focuses
on a preventative approach to reduce the adverse
impact of alcohol and drug use and is similarly
focussed on recovery. It prioritises a need to actively
promote health, wellbeing and encourage recovery
through preventative approaches to substance
misuse and a healthy and responsible attitude to
alcohol consumption.

We recognise the contribution that adult carers
make to the health and wellbeing of the people they
care for. Our Joint Strategy for Adult Carers (2015-
2018) is an ambitious plan to improve the lives of
carers in Perth and Kinross and, as a consequence,
support more people to live independently in their
communities.

For older people our vision is to promote the
independence and wellbeing of older people at
home or in a homely setting. We still have work

to do to embed some successful models of care to
support older people and this strategic plan will
support our ambition to create integrated services
that support older people to live successfully in the
community, avoiding unnecessary prolonged periods
in hospital. Our key priorities and actions are set out
in the draft Older People’s Action Plan (2016) and will
focus on delivering or enabling personalised care and
support, independence and a good quality of life.

For people with a diagnosis of dementia Scotland’s
National Dementia Strategy (2010) will also inform
our approach to provide support for people following
diagnosis and improve the response to dementia in
general hospital settings.

Good practice example

Reablement

The Reablement Team helps people to regain
skills to live safely and as independently as
possible at home. Support can be given if people
need help to live at home, or support to return
home from hospital. People are supported fora
short period to relearn the skills they need to feel
confident about being at home without the need
for further support.

Outcomes achieved:

m 1/3 of people required no further ongoing
social support and returned to their
previous level of independence.

®  40% regained their full independence.
“If the reablement service was not in place, |

would have been in hospital for a lot longer as |
couldn’t manage on my own.”

For the Gypsy/Traveller population, the Community
Planning Partnership has an agreed Gypsy/Traveller
Strategy (2013-2018) recognising the specific needs
of this population and its key aims include:

B ensuring that services provided to meet the needs
of the Gypsy/Traveller community in Perth and
Kinross are provided in a non-discriminatory way
and take account of cultural requirements;

® jnvolving Gypsy/Traveller community members in
planning any future service developments which
may be relevant to them;

B jmproving access to local services for the Gypsy/
Traveller community in Perth and Kinross.

We will continue to work with the Community
Planning Partnership to address the health and social
care needs of the Gypsy/Traveller Community in order
to improve health and wellbeing outcomes.
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Housing and homelessness

Housing and housing support services are central to
supporting people to live independently at home

or in a homely setting and make a vital contribution
to the 9 national health and wellbeing outcomes.
The vision for housing set out in the Council’s draft
Local Housing Strategy (2016-2021) is that 'Perth and
Kinross is a place where everyone will have access to
good-quality housing that they can afford that isin a
safe and pleasant environment. People will have access
to services that will enable them to live independently
and participate in their communities'. Our housing
strategy will set out key outcomes and play a central
role in meeting our key priorities for integration.
Currently we provide or support:

® care and repair services, aids and adaptations
and to make sure that people are supported
to stay at home or able to move to suitable
alternative accommodation;

specialist housing (sheltered, very sheltered, extra
care) for older people;

housing with additional support in sheltered
housing units to support people to remain in the
community;

specialist supported accommodation for
homeless people and people with a range of
support needs;

preventative ‘floating” housing support services to
a wider range of people, including older people,
homeless people, people with disabilities, people
with mental ill-health and those with substance
misuse issues to enable them to live at home.

Integration and the need to shift the balance of care
to support more people in the community for longer
recognises the central role that housing plays in the
strategic planning of services.
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Needs and resources
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Needs of the population

We have used a wide range of information to inform
the priorities of this plan, including:

B the joint strategic needs assessment (JSNA)/
Locality Profiles;

® feedback from community engagement;

® the national and local strategies, including the
Tayside NHS local delivery plan and local joint
care group strategies.

The JSNA provides us with good information about
the local population, issues that can impact on the
need for health and social care services as well as the
use of current services. It is published as a separate
document and some of the key messages are set out
below.

Perth and Kinross

Perth and Kinross has a diverse mix of urban and

rural communities and has a population of 148,880
(2014) living across the area’s 5,268 square kilometres.
The geographical distribution of the population is
important as it brings challenges for the delivery of
services to rural and remote communities.

Some key demographics

® There are 31,735 people aged 65+, 21.5% of the
population.

®  The number of individuals aged 75+ is projected
to increase by the greatest proportion by 2037,
at 58.9%. While the growth of a comparatively
small population will invariably result in a large
proportional increase, this is important due to the
high health and social care costs associated with
individuals aged 75+ and over.

®  The number of people aged 65-74 is also expected
to increase between 2012-2037 by one third
(32.6%), which will likely add further pressures to
service delivery.

® Those aged 85+ are projected to more than
double from 4,027 to 10,651 by 2037.

"

®  Hence older people (aged 85+) are a specific
target group for the purposes of our strategic
plan.

® Inthe 2011 Census, 18.1% (26,499 individuals)
considered their day-to-day movement to be in
some way limited by a condition that had lasted,
or was expected to last, at least 12 months.

In general health and wellbeing in Perth and Kinross
is better than that of other places in Scotland,
although there is some variation in need across the
different localities. For example, there is evidence
that health inequalities are more pronounced

for older people in rural areas than for their
contemporaries in urban settlements (Locality Profiles
2015).

Recognising the needs of different communities, the
strategic plan provides information for 3 localities or
areas and our planning will increasingly be delivered
on this locality basis:

®  North Perthshire locality consists of three distinct
areas: Highland Perthshire, Strathmore and Carse
of Gowrie:

o With an overall population of 50,338
residents, it has the highest number and
proportion of people aged 65+, and the
lowest number and proportion of children.

m  Perth City locality is the largest settlement in
Perth and Kinross and includes the sub-localities
of Perth City North and Perth City South:

o [t has the largest population of the 3
localities, 50,814 with the highest number
of individuals of working age, and the
lowest number of people aged 65+.

m  South Perthshire & Kinross consists of the distinct
areas of Strathearn and Kinross:

o With the smallest population of the
3 localities with 46,598 residents, the
population also has the lowest number of
working age individuals of all 3 localities.



Perth and Kinross Health and Social Care

Figure 4

Perth and Kinross health
and social care localities

(NB South Perthshire is South

Perthshire & Kinross)

- Morth Pethahes

Table 1

Perth and Kinross adult population by age group
(Source: Mid-Year Estimates (MYE) NRS (National Records of Scotland) 2014-based population projections)

Current Projected Projected Projected
. . . . % Change
Age Group Population Population Population Population 2014-2037
(2014 MYE) 2017 2027 2037
18-64 88,205 88,205 88,205 88,205 12%
65-74 17,512 18,463 19,828 21,962 25%
75-79 6.226 6,470 8.363 9,260 49%
80+ 8,778 9,753 13,813 17,990 105%
Total 18+ all 148,880 154,101 168,904 183,468 23%
ages

The adult population (18+ years) is relatively evenly spread across the 3 localities although more concentrated in
a smaller geographical area in Perth City. There are some concentrations of the population in the main towns of
North Perthshire and South Perthshire & Kinross, but the population in these areas is spread over a larger rural area
and in villages and smaller towns.
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Table 2

Perth and Kinross adult population by locality - updated with 2014 population
estimates (Source: NRS)

Age Band North Perthshire South P.erthshlre Perth City Perth and Kinross
& Kinross

18-24 3,549 3,420 4,420 11,389
25-34 5,107 3,830 7,336 16,273
35-44 5,837 5,258 6,173 17,268
45-54 7,806 7,755 7,335 22,896
55-64 7,448 6,707 6,224 20,379
65-74 6,648 5,770 5,094 17,512
75-84 4,025 3,395 3,346 10,766
85+ 1,441 1,345 1,452 4,238
Total 41,861 37,480 41,380 120,721
Ethnicity

According to the 2011 census, the population is predominantly white Scottish (82%). 98% of Perth and Kinross
residents self-reported that they were of white ethnicity, above the Scottish average of 96%.

Of all three localities, Perth City has the most diverse ethnic population, with 3% of residents self-reporting to be
black or minority ethnic (BME), compared to just 2.0% of the population of Perth and Kinross overall. Perth City
has the highest prevalence of people identifying as white Polish, at 3%. This is twice as high as in North Perthshire
(1.4%) and over three times the rate in South Perthshire (0.8%).

Table 3
Ethnic populations in Perth and Kinross (Source: National Census, 2011)

Ethnicity Perth and Kinross m

White-Scottish 82% 84%
White-Other British 11% 8%
White-Irish 1% 1%
White-Polish 2% 1%
White-'Other 2% 2%
Asian, Asian-Scottish or Asian-British 1% 3%
'Other' Ethnic Groups 1% 1%

9
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Gypsy/Traveller population

An often hidden population is the Gypsy/ Traveller population and Perth and Kinross has traditionally been an area
that Gypsy/Traveller community members have lived in or travelled through. Exact figures are difficult to quantify,
particularly if individuals live in mainstream housing or do not ‘identify’ themselves as Gypsy/Travellers for possible
fear of discrimination. The Scottish Census figures for 2011 included 'Gypsy/Traveller' for the first time and nationally
4,212 people were recorded as such, with the highest individual local authority population being 415 in Perth and
Kinross.

Whilst numbers may be small, the Gypsy/Traveller Strategy 2013-2018 identifies that this group has faced
discrimination and have not always received services to standards expected. The community themselves identified
a need for better healthcare in a survey conducted between 2012 and 2013.

A similar picture emerges for people from BME communities where it is recognised have poorer health and
wellbeing outcomes than the general population. For example, the South Asian population in the UK are at greater
risk of developing Type 2 diabetes and are one of the larger minority ethnic groups in Perth and Kinross®.

Multiple deprivation

The table below shows Perth and Kinross's population according to the Scottish Index of Multiple Deprivation
(SIMD) quintiles. Almost two thirds of the population are in Quintiles 4 and 5 (ie the two ‘least deprived’) but there is
significant variation between the localities, with Perth City having the highest level of deprivation at over 14%.

Table 4

Percentage of residents per SIMD quintile for Perth and Kinross and each locality
(2012)

SIMD Quintiles
Least Deprived
Locality 1 2 3 4 5
Perth and Kinross 6% 13% 19% 41% 22%
North Perthshire 2.5% 5% 20% 62% 11%
South Perthshire & Kinross 0% 0% 27% 46% 27%
Perth City 14% 32% 11% 15.5% 27%

Foundation (2014)

5 Type 2 diabetes in the UK South Asian population: An update from the South Asian Health ,
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Housing and homelessness

The impact of poor housing and homelessness on the health and wellbeing of the population is well documented
as is the crucial role of housing in supporting people to remain independent at home.

Housing tenure

The table below shows that the majority of people living in Perth and Kinross are owner-occupiers with some
variation across the three localities. A lower percentage of houses in Perth City are owner-occupied while a higher
percentage are owned by the local authority or housing associations than in North and South Perthshire & Kinross.
Perth City also has a higher percentage of its houses owned by a social landlord than in North Perthshire and South
Perthshire & Kinross.

Table 5
Housing tenure in Perth and Kinross and each locality (2011)

Perth and Kinross | North Perthshire South F.‘erthshlre Perth City
Housing Tenure & Kinross

Owner-Occupied 42,694 66% 14,815 67% 13,941 72% 13,938 59 %
Private Rented 9,474 15% 3,290 15% 2,434 13% 3,750 16 %
Local Authority 7473 11.5% 2,228 10% 1,577 8 % 3,668 16%
Housing Association 3,647 6% 977 4% 805 4% 1,865 8%

Other 1,489 2% 668 3% 550 3% 271 1%

Total 64,777 21,978 19,307 23,492

A recent house conditions survey (2015) that sampled 30% of local authority housing and 2.5% of independently
provided housing highlighted a number of issues relevant to our joint strategic plan. In particular, there are
significant numbers of households who are overcrowded, particularly in the Strathearn area and in Council and
privately rented stock. Under occupancy is also an issue and high in the owner-occupied and Council sector, mainly
among the older adult population.

16% of households surveyed (over 10,000 households) stated that at least one member of the household had a
limiting long-term illness, health problems or disability. The majority of those households were older people and a
significant proportion felt that their homes would not be suitable to meet their needs in the longer term.

The issue of affordable housing is also important and the draft Local Housing Strategy (2016-2021) highlights issues
of affordability in the owner-occupied sector linked to low incomes. There is a high demand for more affordable
housing and this is particularly in rural areas where it is also difficult to recruit and retain health and social care staff
and is an issue for the partnership.
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Homelessness

Over the past couple of years there has been a
reduction in homelessness, but in 2015 the figures
have been increasing. Data for 2015 indicates:

® anincrease in the number of couples with and
without children presenting as homeless;

an increase in homelessness as a result of violent
and/or abusive behaviour towards women;

an increase in the number of people presenting
following discharge from hospital, prison and/or
care.

The Council’s Housing Needs and Demand
Assessment (2015) acknowledges a need for a wide
range of housing which is suited to the needs of an
ageing population, people with mobility problems
and others who may have particular needs, including
individuals who require suitable accommodation
and support as part of any discharge or resettlement
programmes. The Council and RSL (Housing
Association) partners are committed to building
new affordable housing units and will set targets

in the 2016-2021 Housing Strategy. Part of the
strategy will also target housing developments that
assist individuals with community care needs to live
independently in the community.

Table 6

People living alone

There are 20,875 one-person households in Perth and
Kinross of which approximately 45% are occupied by
people aged 65+. Nearly 1in 3 (33%) of people aged
65+ in Perth and Kinross live alone.

A higher percentage (38%) of people aged 65+ lives
alone in Perth City, compared with North Perthshire
(31%) and South Perthshire & Kinross (31%).

Figure 5

One-person household (locality profiles
2015/16)

am
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One person households, locality profiles 2015/16

South
- North. Perthshire &
0 Perthshire .

Kinross
Total one-person households 20,875 6,734 5,435 8,706
Total one-person (65+ years) 9,404 3,268 2749 3,387
households
Total households aged 65+ 28,337 10,498 8913 8,926
% 65+ households living alone 33% 31% 31% 38%
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Target population

While the majority of the population use healthcare
services, such as GPs, pharmacy and dental services,
our focus in this section is on those people whose
needs may be complex, who may be at risk of
developing long-term conditions or who sometimes
require the intervention of social care and other
support services.

Analysis, demographics

As highlighted previously, our needs assessment

tells us that the population is living healthier and
longer lives. We compare favourably with the rest

of Scotland in key areas relating to health and
deprivation, but the analysis tells us that there are
some key challenges across and within the three
localities relating to deprivation, age, prevalence

of long-term conditions, substance misuse, mental
health and learning disability. In addition a particular
challenge for service planning is the nature of the
dispersed and rural population of Perth and Kinross,
where a relatively high proportion of residents are
classed as being access deprived (31.3% compared
with 15% nationally. This means that compared with
an urban population they face particular challenges
in being able to access services easily. Feedback from
community engagement confirms that transport

and access to services is a key issue in the rural
communities of Perth and Kinross.

Some key demographics

® There are 31,735 people aged 65+, 21.5% of the
population.

®  The number of individuals aged 75+ is projected
to increase by the greatest proportion by 2037,
at 58.9%. While the growth of a comparatively
small population will invariably result in a large
proportional increase, this is important due to the
high health and social care costs associated with
individuals aged 75+ and over.

® The number of people aged 65-74 is also expected
to increase between 2012-2037 by one third
(32.6%), which will likely add further pressures to
service delivery.

®  Those aged 85+ are projected to more than
double from 4,027, to 10,651 by 2037.

®  Hence older people (aged 85+) are a specific
target group for the purposes of our strategic
plan.

Substance misuse

In 2013, alcohol misuse was identified as the
underlying cause of 11.2 deaths in every 100,000 in
Perth and Kinross. This is well below the national
average (21.4) but over the last 3 years there has been
an increase of 3% in the number of deaths directly
attributable to alcohol misuse.

® Residents of the most deprived areas of Perth and
Kinross were five times more likely to die of an
alcohol-related condition than those living in the
least deprived areas.

®  Around 2% (national average: 2.4%) of males and
0.5% (national average: 1%) of females in Perth
and Kinross were estimated to be ‘problem drug
users’in 2012. Though these prevalence-levels
fall below the levels nationally, in 2012/13, 961
new individuals across Tayside were reported to
the Scottish Drug Misuse Database (SDMD), an
increase of 17% on the number of new clients
from the previous year.

®  Aswith alcohol misuse, there is a clear
deprivation factor with regard to drug-related
A&E presentations in Perth and Kinross. Those
registered to the most deprived are significantly
more likely to present at A&E as a result of drug
misuse.

Mental health

®  Around 1in 4 adults experiences a mental health
episode in a year, ranging from anxiety and
depression to more acute symptoms.

® Third sector services indicate high numbers of
referrals from people seeking counselling and
other support relating to mental health.

m  Perth City is the locality with the highest referral
rate to the Community Mental Health team
compared to the other 2 localities.
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® The percentage of Perth and Kinross residents
prescribed drugs for anxiety/depression/psychosis
in 2013 was 14.9%, below the national average of
17%.

®  However, in 2013/14 there were 1,373 (almost 1%)
patients who had a serious mental illness such as
schizophrenia, bipolar affective disorder or other
psychoses.

" Almost 1% (n=1,385; three-year rolling
average, 2011/12-2013/14) of Perth and Kinross
population (based on 2013 estimates) were the
subject of a psychiatric hospitalisation:

o Perth City: 1.7%
e North Perthshire: 0.5%
e South Perthshire & Kinross: 0.6%

Learning disability

The locality with the highest number of adults
registered with a learning disability is North
Perthshire, with 191 individuals.

Table 7
Adults with a learning disability

Number of Adults

Locality Registered with a
Learning Disability
North Perthshire 191
Sguth Perthshire & 124
Kinross
Perth City 156
Total 471

However, there will be higher numbers of people
known to health services and the 2011 Census shows
that 683 individuals reported having a learning
disability in Perth and Kinross. This is 0.5% of the
population.

Whilst the numbers known to the local authority may
be small, a number of people with learning disabilities
have very complex conditions that require high levels
of care and support.

People with long-term conditions

There is a strong connection between poverty and
long-term health problems. However, those who

live longer may spend many years dealing with the
complexities associated with long-term conditions.
We need to support people who are affected by, or
who may go on to develop, long-term conditions and
the complex problems that accompany them. People
with symptomatic conditions need effective clinical
and support management but targeted and effective
prevention is also necessary to prevent future need,
and to address the increasing health gap.

Registers kept by GP practices, show slightly higher
prevalence rates of specific long-term conditions in
Perth and Kinross than in Scotland as a whole. These
include:

®  Hypertension (15.0% vs 13.9%)

B Hypothyroidism (5.6% vs 3.8%), Coronary Heart
Disease (4.6% vs 4.3%)

®m Cancer (2.5% vs 2.2%) and Dementia (1.1% vs
0.8%)

Future planning also needs to consider the expected
rise in conditions such as diabetes. Currently 4% of
the population have been diagnosed with diabetes
- slightly below the Scottish average of 5% but a
condition that is expected to rise as the population
gets older.

There is a high risk of readmission to hospital for
people with long-term conditions. Analysis indicates
that 8,000 adults have more than a 20% risk of
readmission to hospital in the following year have
one or more long-term condition. Of these 5,282
(66%) have 2 or more conditions (multi-morbidity).

The table on page 32 shows the prevalence of people
with two or more long-term conditions by age and
locality with North Perthshire showing a higher
prevalence in the older population (60+).

"
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Based on the 2011 census the % and numbers of
people who considered their day-to-day movement
to be in some way limited by a condition that had
lasted, or was expected to last, at least 12 months was
as follows:

m  North Perthshire: 9,239 individuals (18.5% of the
population).

®  South Perthshire & Kinross: 7,829 individuals
(17.1% of the population). This is a lower rate
than the other two localities.

m  Perth City: 9,431(18.5% of the population).
The highest number of individuals out of the 3
localities.

In addition Perth City has the highest number of
individuals of the 3 localities on General Practice
Dementia registers, 698. This represents 1.1% of the
population and is higher than the national average of
0.8%.

Summary

Our population profile information by locality
presents us with a picture of difference across the
three areas of Perth and Kinross and highlights the
need to ensure a local response to the needs of the
local populations in some cases.
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How health and social care resources
are consumed

The section below looks at the way health and

social care services are consumed by the public. The
information is analysed using the Integrated Resource
Framework (IRF) which enables us to examine
expenditure across the majority of local health and
social care services, totalling almost £180m worth

of services. The data allows us to examine activity,
equity, efficiency, variation and quality across the
three localities of Perth and Kinross. The figures on
page 33 give us an indication of how our current
health and social care resources are spent.

Note - the figures shown are not the same as the
figures set out in the resources section above
giving indicative budgets for the partnership. They
are based on the use of some NHS and social care
services.

The chart shows that overall expenditure on health
and social care is greater in Perth City than in the

less densely populated areas of North and South
Perthshire. The table below also shows when broken
down by expenditure per person, it is much higher in
Perth City although there will be variation across age
and client group.
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How Services are Consumed - All Ages

IRF 2012/13 joined health and social care costs

Total Consumption £179,485,581

N

Local Authority Consumption Health Consumption
£33,466,119 £146,016,461
North Rural Perthshire Perth City South Rural Perthshire
£57,662,912 £71,390,510 £50,450,159

How Services are Consumed - All Ages

IRF 2012/13 joined health and social care costs

Total Consumption Consumption

£179,485,581
Local Authority Consumption Health Consumption
£33,466,119 £146,019,461
North Rural Perthshire Perth City South Rural Perthshire
£1,409 £1,741 £1,363

Per person Per person Per person
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Further analysis of the data will highlight some key issues that will need examination as we plan, review and
develop services in the three localities. For example, our analysis has shown that a greater % of people over 65
years resident in care homes is from an urban area, just over 1% from rural localities and almost 3% in urban
localities. Table 10 below shows that residents from Perth City are more likely to be referred into residential care
than those who live in rural areas and the % of older people living at home is higher in North Perthshire and South

Perthshire & Kinross.

Table 10

% age of people in care homes, at home (Source 1SD)

Institutional Environments

Hospital Environments

0,
% 65+ % % 65+ % 65+
. % 65+ . . . Receiving . .
Locality . . in Care Living at Living at
in Hospital >10.5 Hours
Homes Home Home
Care at Home
North Perthshire 1.07% 1.35% 97.59% 1.04% 96.54%
Perth City 1.08% < 2.66% > < 96.26%> 1.05% 95.21%
South Perthshire & Kinross 1.05% 1.08% 97.87% 1.02% 96.85%

Deprivation

Our analysis shows that although people living in the
most deprived communities use greater health and
social care resources than people in least deprived
communities; this appears to be as a result of the
greater numbers of this population in services.
Further analysis shows that the per person spend

of an individual classed as least deprived is almost
always higher than the most deprived. This points to
a need to look more closely at equity issues and how
the most deprived populations access health and
social care services.

Multi-morbidities

For people with 2 or more long-term conditions
(multi-morbidities), the 50-64 age group have been
identified as the largest consumers of health services,
and again when the data is analysed at a per person
level, then the ‘east deprived individual’ typically is a
higher consumer of health services than the people
from the most deprived communities.

Re-admission to hospital

Analysis of the rates of 7 and 28 day emergency
readmissions to hospital identified that the average
re-admissions per 100 discharges from hospital over
a 7 year period were significantly higher in Perth
City than in Scotland as a whole and higher again
compared with the two more rural areas:

®  Scotland wide: 3.81 re-admissions within 7 days
and 8.33 re-admissions within 28 days.

Perth City: 4.35 re-admissions within 7 days and
9.29 re-admissions within 28 days
(urban locality).

Perth City 2014/15: 4.45 re-admissions within 7
days and 9.17 re-admissions within 28 days.

North and South Perthshire localities have below
the yearly numbers and the national averages.
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Summary

We do not yet have a clear explanation for the
differences in service use across the three localities.
However, we do know that there are higher levels

of income and employment deprivation in Perth
City, more older people who live alone and higher
numbers of the population with mental health needs
and issues with substance misuse. We also know
that access is likely to be easier in Perth City than in
the more remote and rural areas. Whilst these issues
do not offer an explanation of the higher spend per
person, the information suggests a need to better
understand how access to services is organised by
staff and service users in our three localities, and what
we need to change, so that the people who are most
vulnerable to illness, disability and exclusion have
equitable access to preventive and health and social
care services.

For example, we need to look at what we can

do in Perth City to support more people to live
independently at home instead of entering residential
care. Our analysis suggests a need to target
preventative services in deprived populations to
minimise the risk of developing long-term conditions
and to develop strategies to support people to
manage their conditions avoiding unnecessary
hospital stays.

®  further examination of data on how people use
existing services will highlight different patterns
of service provision and use which will be further
explored as health and social care integration
becomes embedded across the area.

= We will then use this information to support
future health and social care services.

Community engagement

Many of the priorities and actions set out in the plan
were influenced by local people and staff during
these Join the Conversation’events in 2015. An
extensive programme of community engagement,
led by the third sector, health and social care, had a
number of objectives:

® To have a meaningful discussion with
communities, service users, carers and their
representatives.

® |ncrease the involvement of all community
stakeholders in developing community profiling
and planning.

®  Deliver effective engagement to help us meet the
National Health and Wellbeing Outcomes.

®  Support the capacity of all involved to take
forward effective engagement.

The community engagement revealed a lot about
how individuals and communities experience health
and social care services as well as insights into the
priorities of communities. Over 4,000 people ‘joined
the conversation’ and feedback has been used to
influence this strategic plan, priorities and actions.
Feedback from our local community engagement

is fairly consistent with key messages from national
research about service users and community
experience of the health and social care system.

Issues highlighted include:

® the need for clear information about who to
contact and how to access services;

B caring and understanding attitudes - being
treated with respect and dignity;

® care delivered as close to home as possible;

® safe, effective services that provide the right care,
support and information at the right time;

® jnformation and support to live well for people
with a long-term condition;

® equitable access to services irrespective of area;

= how ajoint approach between families,
communities and services was the way forward.

Additional themes from ‘join the conversation’include:

® A sense that people struggle to make the
system work for them and have the necessary
information available to them to make this work.
This was a strong theme throughout as well as
frustration about the number of times people
have to tell their story to professionals as they
transfer between services.

"
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= Knowing how to access services: people don’t
know what is available or how to access services
and staff sometimes also struggle to support
people to navigate the system. There is a feeling
that services aren't joined up, well-co-ordinated
or personalised and some positive views that
people and communities can do more to support
themselves.

®  Some delays in accessing care at home, lack of
continuity of staff and lack of time can sometimes
make it a negative experience.

®  Experience of GP services varied: there was some
very good feedback about GP practices and very
high public expectations about the role of GPs as
a gateway for all health and wellbeing issues.

m A feeling that services are designed to suit
services.

® Transport to and from health and social care
services and for hospital appointments in
particular is highlighted as an issue particularly,
but not exclusively from rural areas.

These and other issues highlighted are shaping the
changes we want to make to our health and social
care system to make it more personalised and is
designed to meet the needs of individuals and
communities.

Partnership resources

Financial context

In an environment of increasing demographic
pressures and a growing financial challenge, the
ability to redesign services in ways that make the
best use of precious resource will be critical. Aligned
with this is the challenge of managing rising public
expectation that health and social care services
should be able to deliver the increased capacity
required to fully meet changing needs.

Our resources

Functions are delegated to the Perth and Kinross
Integration Joint Board from Perth & Kinross Council
and NHS Tayside and the resources associated with

these functions form the budget for the Integration
Joint Board. It then becomes the responsibility of
the Board to deploy these resources in support of
the strategic plan. As such the Board can choose to
spend the money differently.

There are 4 component parts to the resources
delegated to the Integration Joint Board which are
summarised below:

Indicative 2016/17 Budget £000

Community Care Services

(Perth & Kinross Council) 27,450
Core & Hosted Health Services

(NHS Tayside) 116,053
Large Hospital Services

(NHS Tayside) 17,672
Total 191,175

An explanation of each of these component parts is
included on page 16 of the strategic plan along with
a list of the services in each category. During 2015/16
the IJB has been working closely with NHS Tayside
and Perth & Kinross Council to reach agreement

on which elements of budget will transfer to the
partnership. For hosted and delegated acute services
this has required the agreement of a mechanism
equitably to share budgets currently held on a

NHS Tayside wide basis, between the three Tayside
Integration Joint Boards. Final agreement has not yet
been reached and the budgets above are indicative at
this stage.

Our financial challenge

As the resources available to the Integration Joint
Board flow through Perth & Kinross Council and

NHS Tayside, the financial constraints facing these
organisations are equally relevant for the Board.
There is no doubt, given the financial constraints of
both partners both now and in the medium term, that
the Board will have a significant financial challenge

to address. In this environment achieving financial
balance will require a focus on service redesign within
the overall resources available.
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In 2016/17, we will continue to work in collaboration
with NHS Tayside, Angus and Dundee Integration
Joint Boards to develop sustainable plans to achieve
financial balance across core and hosted services.
The scale of this challenge will require us to use our
resources wisely, to make sure we make the most

of any funds available for investment, disinvesting
carefully where it is agreed that change is required.

These resources include the new Social Care Fund
referred to above as well as any time limited or
specific sources of funding such as the Integrated
Care Fund.

Financial planning and management

Perth and Kinross HSCP’s financial plan will continue
to be developed during 2016/17. Many of the issues
that will be reflected in further detailed financial
planning are described in the Action Plan section of
this document. These individual plans along with
efficiency savings plans will form Perth and Kinross's
overall financial plan.

The partnership expects to operate in a difficult
financial environment over the coming three years.
This reinforces the need to maintain good-quality
financial management and to ensure we use all
available resources as effectively and efficiently as
possible. To do that we will need to:

® understand our current available financial
resources, likely future financial resources and
ongoing resources utilisation as best we can. To
deliver this we will need sound reflective financial
planning and monitoring processes in place;

" work with Perth & Kinross Council and NHS
Tayside to maintain and develop a good finance
support structure that adopts the best practices
from both Perth & Kinross Council and NHS
Tayside finance functions and ensures all financial
reporting requirements are met;

®  develop good, informed decision-making
processes and forums that include representation
from across the Partnership;

= develop financial planning and monitoring
processes that reflects the role of localities, the use

of resources within localities and large hospital
resources;

m develop financial planning and monitoring
processes that reflect Scottish Government
reporting requirements regarding funding such as
Integrated Care Funding and Delayed Discharge
funding; and make decisions that reflect the
challenging financial environment in which we
are operating.

Transformation

The partnership will continue to work closely with
NHS Tayside, Perth & Kinross Council and other
Tayside HSCPs to ensure the effective and efficient
use of resources across Perth and Kinross and NHS
Tayside. We will work in conjunction with NHS
Tayside to derive savings from efficiency work streams
initiated within NHS Tayside. There are 6 of these as
follows:

®  Workforce & Care Assurance

®  Optimising Demand Management
®  Optimising Our Care Environments
m  (Cost Effective Procurement

®  Property, Sales and Brokerage Plan

®  (linical Strategy

We want to clarify with NHS Tayside the scope,
timescales and delivery of each of these six areas.

We will work in conjunction with Dundee HSCP and
Angus HSCP to develop financial plans for services
hosted by Perth and Kinross Integrated Joint Board
(1JB) on behalf of other Tayside partnerships and

work with them to facilitate the successful financial
planning of services managed elsewhere on behalf
of Perth and Kinross HSCP. The partnership will also
work in partnership with the Council to derive savings
from transformation programmes agreed and set out
later in the action plan.

"
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Summary of key findings

We have identified a number of key issues through
our community engagement work, analysis of the
population of Perth and Kinross and understanding
of the challenges facing the partnership to inform our
strategic priorities. We know that:

® the population is ageing and although most
people are living healthy and active lives, the need
for health and social care services increases with
age;

® there is a growing older population in North
Perthshire, a remote rural area where services are
difficult to access;

® there are significant pockets of income and
employment deprivation in North Perthshire and
Perth City;

® substance misuse disproportionately affects the
most vulnerable and socio-economically deprived
in our community;

®  people with mental health problems are at
greater risk of poor physical health and of dying
at a younger age;

® there are stark health inequalities faced by people
with learning disabilities and the Gypsy/Traveller
community;

® there are patterns of service use in relation to
unplanned admissions, use of care homes and
other issues that require further investigation and
there is some indication that the people who are
most deprived are not accessing support at an
early stage;

® there appears to be inequality in access and use of
services with the most deprived individuals using
fewer health and social care services with much
higher patterns of consumption in urban areas
when compared with rural areas;

® there is a proportionately greater use of acute
hospital services by patients from deprived
communities;

® the partnership is facing significant budget
pressures at a time when there is growing need for
services.

These issues and other issues highlighted throughout
the plan have shaped the strategic priorities and
actions set out below.

We know that there are many good examples of

joint working across Perth and Kinross and the
development of integrated health and social care
services based in localities will help address the
challenges set out above. Health and social care staff
across the statutory, third and independent sectors
will need to work collaboratively with individuals,
families and communities to ensure we deliver a high
quality of personalised health and social care services.

Our plan sets out our priorities and actions building
on some of the good work already being developed
across the partnership the lessons learned from the
Integrated Care Fund (ICF) projects and from models
established through the Change Fund.
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Strategic priorities,
future plan




Perth and Kinross Health and Social Care

The issues we have identified, demonstrate the need
for a radical approach needed to transform our health
and social care system to prevent the avoidable

use of health and social care and respond flexibly
and appropriately to people who are vulnerable

and need care and support. Itis vital that our
limited budgets are targeted at agreed priorities,
transforming services to shift the balance of care to
prevention and early intervention. We already have
many strong, effective, person-centred services and
support so we need to build on these to continue to
shift the balance of care towards locally, community-
based services, adapting to the specific needs of
communities in the different areas of Perth and
Kinross.

Based on our vision for health and social care, our
knowledge and understanding of population,

themes identified from community and stakeholder
engagement and lessons learned from local initiatives
and elsewhere we have identified 5 priority areas:

1 Prevention and early intervention

2 Person-centred healthcare and
support

3 Working with communities

4 Reducing health inequalities and
promoting healthy living

5 Making the best use of available
facilities, people and resources

Key theme 1 - Prevention and e

A focus on prevention and early intervention will help
us make the changes needed across health and social
care to:

= jmprove outcomes for people;
" provide services which reduce health inequalities;
B promote people’s independence;

®  deliver more personal health and care services
closer to home;

® reduce unplanned hospital admissions and delays
in discharge;

® anticipate what people need and intervening
early to prevent future, costly and unnecessary
interventions.

Prevention is at the heart of public service reform,
with integrated preventative approaches including
anticipatory care, promoting physical activity

and introducing technology and rehabilitation
interventions to prevent or delay functional decline
and disability.

With this approach, we aim to have a positive impact
on the health and wellbeing of peoples’ lives by
preventing deterioration in health, dependency on
health and social care services and delay in recovery
and loss of independence.

We want to shift our resources to prevent harm
rather than continually responding to acute needs
and problems that could have been avoided.
Successful prevention and early intervention
measures will result in a reduction in unnecessary
hospital admissions, more people with mental health
or drug/alcohol problems in recovery and more
people supported to live independently at home.
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Intervening early and anticipating what
will be needed (preventative services
and anticipatory care)

We will look at prevention on three levels:

" Primary prevention/promoting wellbeing -
aimed at people who have little or no health
or social care needs; or symptoms of illness.
The focus is on maintaining independence and
good health, and promoting wellbeing through
information, advice and community engagement.

= Secondary prevention/early intervention - we
need to identify people at risk, stop or slow down
deterioration, and actively seek to improve their
situation. This includes working more effectively
with primary care to identify those at greatest risk
of ill health.

® Tertiary prevention - aimed at minimising
disability or deterioration from established
health conditions or complex social care
needs. The focus here is on maximising people’s
independence, and on preventing inappropriate
use of more intensive services for people whose
needs could be met by lower cost interventions.

Primary prevention

We recognise that community and other local
services can have a significant role in prevention and
we want to ensure that people with health and social
care needs benefit from access to universal services.
There are many universal local services and activities
which have a direct positive impact on wellbeing,
particularly cultural, educational, recreational, and
sports and community groups. These activities are
open to everyone and we need to encourage and
support people to look after their own health and
wellbeing, living in good health for longer with
reduced health inequalities. Working in partnership
with agencies across the Council and the NHS and
through the local Health Equity Strategy 2016 we
will take a whole population approach to health
improvement as well as targeting vulnerable people
to prevent problems arising as well as addressing
them if they do.

Good practice - targeted support

Activity Referral Programme - Live Active
Leisure

Supports adults referred by GPs and
healthcare practitioners. Aimed at people
with a range of low to medium risk
conditions - weight management underpins
many referrals due to the impact on health
conditions.

Outcomes

m  739% of customers have seen a reduction
in the blood pressure after completing
the 24 sessions.

m  62% have seen a reduction in their
weight.

Resources in the community, such as primary health
care, housing, information, support and advice, will
also have a central role in supporting our vision to
support more people to live at home independently.

Consistent feedback from communities was that

we needed to improve information about access to
services as many people said they didn’t know how
to access information about health and social care,

or what local activities were available to them. We
recognise these concerns and want to improve access
to information and help communities and people

to support themselves through improved access to
universal services and community resources in the
locality.

= We will develop a virtual health and social care
marketplace to improve information about
services and how to access them for self-directed
support. In addition people with low to moderate
needs will access information about universal
services or lunch clubs, befriending and other
supports without having to engage with statutory
services.
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People felt there were significant benefits of local
community groups in maintaining people’s health,
wellbeing and independence and there are some very
good examples of where this is already happening.
For example, five Time Banks were established

across Perth and Kinross. They co-ordinate informal
volunteering and a flexible framework for community
members to offer each other some form of help

or service, in direct response to expressed needs.
Amongst many positive impacts, members reported
feeling more supported by their neighbours,

feeling more valued by their communities, feeling
more comfortable asking for help, increasing their
community participation and making new friends.
There are many more examples of third sector
initiatives in local communities and our Communities
First Initiative (one of our transformation projects) will
support our work with communities to provide more
choice and control for people.

Housing’s contribution

Housing is key to supporting people to live as
independently as possible in their homes and has

a major impact on people’s health and wellbeing.
Feedback from communities in North Perth and

in Perth City in particular suggests that affordable
housing is an important area of concern for people
and is an issue across Perth and Kinross. A shortage
of affordable housing impacts on people’s ability to
live independently and on people who work in the
healthcare and support sector who struggle to afford
to live locally.

The draft Local Housing Strategy 2016-2021
highlights how the local authority’s housing
contribution through the design and delivery of
housing and housing-related services can support the
vision for health and social care.

It sets out clearly the priorities for housing including:

1 Supply of housing

Creating more affordable homes and managing
existing stock to create homes in the size, type
and location people want to live with access to
suitable services and facilities which encourage
community integration.

2 Neighbourhood services and homelessness

Promoting safe and secure communities for
residents of Perth and Kinross with access to
good-quality, affordable accommodation with
the necessary support in place to sustain them
in their homes and prevent them from becoming
homeless.

3 Specialist provision and independent
living
Support people to live independently at home for

as long as possible with help from community -
local support networks.

4 House condition, fuel poverty and climate
change

Supporting residents of Perth and Kinross to live in
warm, dry, energy efficient and low carbon homes
which they can afford to heat.

Appropriate housing solutions can support people
to live independently at home or in a homely setting
in the community avoiding the need for more costly
health and social care resources. We will continue
to work with housing colleagues to make sure that
there is a good supply of affordable mainstream and
supported housing with services attached.

®  Continue to work with our partners in housing to
support people to live as independently as possible
in housing that is suitable for their needs:

 deliver care and repair services to ensure
access to adaptations for people in private
sector accommodation;

o review the use of aids and adaptations in
social housing;

e increase Technology Enabled Care to
compliment support for carers and to
reduce the need for care at home, where this
is appropriate;

o support people and carers to use
technology to support their independence;

 increase the provision of affordable
housing, particularly in areas where
shortages have been identified;

« identify and plan for new housing
developments for people with specialised
support needs.
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Secondary prevention/early
intervention and tertiary prevention

There is a clear trend that indicates a higher level

of need for health and social care services across all
client groups and for older people with long-term
conditions in particular. We are seeing high levels
of unplanned hospital admissions, delayed hospital
discharge and greater use of residential care. We
know that lengthy stays in hospital produce poor
outcomes for people and this highlights the need for
us to improve co-ordination and integration of care.
There are some good examples of practice that will
support improvements in this area in the future.

Example of good practice

The Rapid Response team was set up to provide
an alternative to admission to a hospital or care
home for people during a time of crisis. The
service provides co-ordinated support from a
range of professionals from health and social care,
including GPs, District Nurses, Social Workers,
Social Care Officers, Occupational Therapists and
Physiotherapists. It is available throughout Perth
and Kinross and is accessed through a telephone
Single Point of Contact, with the aim to support
people to remain in their own home.

Outcomes achieved

84% of people receiving the service remained
in their own homes.

88% of GP practices have referred to Rapid
Response.

The service is valued by 84% of GPs as an
alternative to admitting people to hospital or
a care home (2012/2013 data).

“I just wanted to say thank you, | appreciated so
much, everything you did for my Mum. Your care
enabled me to keep her at home and to be with her
at the end and for that | will always be grateful.”
Feedback from a family member

Primary care: GP practices

90% of all health care begins and ends in primary care.
This is predominantly with a GP, traditionally the first
point of contact a person has with the health service,
who also acts as a gatekeeper to a range of other
services. Primary care, and in particular care delivered
by general practice, is viewed by communities as

the gateway to health and social care services and
over the next few years, GP practices will be faced
with new challenges in terms of demand as a result

of the changing population, increasing health and
wellbeing needs and public expectations. Feedback
about GPs was very positive and people have very
high expectations about the role of GPs within their
communities. Whilst this is positive, this can create
pressure for general practice and we need to ensure
that people are signposted to alternative services
elsewhere if this is appropriate.

The partnership has already established GP cluster
groups linked to the localities and these will be

integral to the development and delivery of health
and social integration. The aim of the clusters is to:

® share information between practices;

® explore different and improved ways of working
together;

B support practices to enable consistent and
sustainable changes and improvements in the
delivery of health care.

Local integrated teams based in local areas are

central to supporting people as close as possible

to or within their own home environment. The
locality model will include key components of the
Enhanced Community Support (ECS) model; step up/
prevention of admission, community rehabilitation
with community-based education, prevention

work, reablement and hospital discharge. This locality
model of care is currently being designed and is being
tested in parts of Perth and Kinross.




Perth and Kinross Health and Social Care

Example of good practice

Enhanced Community Support (ECS) aims

to ensure healthcare professionals are in a
position to provide prompt identification and
appropriate, timely responses to adult and older
people’s healthcare needs, helping to avoid crisis
management and unnecessary or prolonged
hospital or care home admissions. The Enhanced
Community Support model will support more
people in their own homes and people will
receive care co-ordination at a practice level by
the primary care team.

Delivery of the right amount of care, delivered

by the right service, at the right point in the
continuum of care, especially at the interfaces of
illness, recovery and independence is essential to
facilitate appropriate multidisciplinary healthcare
planning. This in turn will allow us to enable
people to maintain their health, independence
and wellbeing for as long as possible.

Early indications suggest the model is
delivering good outcomes for patients and
some development work will be required to
deliver the model as a fully integrated care
service.

More generally, locally-based integrated working will
support third sector organisations and individuals,
as well as health and social care providers, to work
together to support individuals where they are all
involved in the delivery of care and support. Staff
will be supported to develop new ways of working
and build on good practice that already exists.
Independent sector providers of residential care, care
at home, GPs, pharmacies and the voluntary sector
currently do play and will continue to play a key role
in the delivery of health and social care, and we will
ensure that they are fully involved. The role of the
acute sector in developing locally-based services is
also critical.

During community engagement events it was
apparent that for some people the transition
from hospital to home was not seamless.
Feedback suggested that this appeared to be
a result of unclear communication between
professionals and sometimes a delay in care
packages being set up which people

reported was distressing for individuals and
their families/friends.

“It can be a complicated process being
discharged from hospital with care
package in place. Ensuring goals are
wisely set and getting medications sorted
with doctors. The patient needs support
with this if no family/friends present.”

We wiill:

®  develop the role of GP clusters to become more
integral to the development and delivery of health
and social integration in order to:

o share information between partners;

o explore different and improved ways of
working together and to support practices
to enable consistent and sustainable
changes and improvements in the delivery
of healthcare;

o rollout alocally-based integrated
approach within localities and designed
around GP clusters, working in partnership
with GPs, pharmatcies and the voluntary
sector to facilitate opportunities for
personalised, joined-up, planned care and
support.

k 8 Perth and Kinross CHP, Enhanced Community Support Project, Project Initiation Document, 2014
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Example

The Complex Case Integration Group (CCIG): a
multi-agency group focussed on adults aged
16 and over with complex needs* which tested
out a model of integrated working. The group
no longer meets as a separate group and the
principles which underpinned this approach
are now embedded successfully as an
integrated way of working.

People referred to CCIG were often not supported
through another formal system and the group
built on the successful and innovative integrated
work of the Homeless Integration Team (HIT) and
Equally Well model of practice. The core agencies
involved included locality social work teams,

the Access Team (Adult Care Services), Housing
Service, Community Mental Health Team, Drug
and Alcohol Services, Criminal Justice Services
and Tayside Police. Other relevant agencies who
are involved are invited to attend a CCIG meeting.

Outcomes achieved
Improved health and wellbeing.

Reducing the number of re-referrals of adults
with significant mental health problems.

Sustaining tenancy safely.
Reduction in reoffending.
Reducing and stabilising substance misuse.

Stabilising financial wellbeing.

*A person with complex needs is someone with health
and social care needs which impact on their physical,
social and emotional wellbeing. This often limits
their ability to participate in society and can result in
homelessness and social exclusion.

Secondary prevention in health, such as detecting the
early stages of disease and intervening early has been
shown to be cost effective and can reduce the gap in
life expectancy and health outcomes.

® The partnership will work with GP practices and
community and the third sector to engage with
people who are hard to reach and less likely to be
in touch with mainstream health services.

Where illness or disease is already developed (tertiary
prevention), there is evidence to suggest that self-
management programmes can be successful in
reducing unplanned hospital admissions and improve
the experience and health outcomes of some patients
with long-term conditions (Kings Fund). We know
that there are high levels of need for support for
people with long-term conditions.

®  We will support the development of self-
management programmes for people with
long-term conditions where there is evidence that
people can benefit from this approach.

Pharmacy services

Community pharmacies are significantly
unrecognised as a community resource and offer
great potential to support more people to live

as independently as possible at home. We know

that pharmacists have already demonstrated
significant savings for the health care system through
involvement in the community with medication
reviews.

Through our Pharmacy Strategy we aim to ensure
that all patients, regardless of their age and setting
of care, receive a high quality of pharmaceutical care
from clinical pharmacist independent prescribers.
The aim is to ensure that every patient gets the

best possible outcomes from their medicines, and
avoiding waste and harm.

We will:

® support pharmacy service to be integrated within
the locality teams and able to develop their role to
support people with complex needs in a range of
settings within communities;

® support the priorities set out in the draft
Pharmacy Strategy (2016).

-
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Technology Enabled Care

The vast majority of users of telecare services in
Perth and Kinross are aged 75+ years, however, in
comparison with Scotland and most other local
authorities, a relatively low proportion of the 75+
population use Technology Enabled Care. We know
that this has the potential to transform people’s
lives, support independence and improve the
health of vulnerable people with a range of needs.
Feedback from the community suggests there is an
appetite to explore how this can be used to support
independence and manage a range of long-term
conditions. Work is already underway to increase
opportunities for people to make use of technology
which can support our use of Technology Enabled
Care to provide care closer to a person’s home, in their
own homes or local communities.

Our overall priorities
We will:

® develop avirtual health and social care
marketplace to:

o improve information about services and
how to access them for self-directed
support;

o offer access to information about universal
services or lunch clubs, befriending and
other supports without having to engage
with statutory services;

= work with partners to design housing support for
people most at risk of losing their independence;

B continue to work with housing partners to
ensure that people are supported to live as
independently as possible in housing that is
suitable for their needs:

o develop care and repair services to ensure
access to adaptations for people in private
sector accommodation;

o review the use of aids and adaptations in
social housing;
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o plan new social housing developments to
ensure that people are able to live at home
as independently as possible;

increase use of Technology Enabled Care to
compliment support for carers and to reduce the
need for care at home, where this is appropriate;

work to engage with people who are ‘hard
to reach’ and less likely to be in touch with
mainstream health services;

roll out locally-based integrated approach within
localities and designed around GP clusters,
working in partnership with GPs, pharmacies and
the voluntary sector to facilitate opportunities

for personalised, joined-up, planned care and
support;

review the pathways between hospital and the
community to make sure patient care is provided
at the right time and in the right place and reduce
delays in discharge from hospital;

review existing services and pilot an enhanced
role for community pharmacy, dentistry and
optometry services to ensure closer integration
with locality teams;

promote condition-based self-management
programmes for people with long-term conditions
where there is evidence that people can benefit
from this approach;

continue to improve falls prevention initiatives,
falls education, and establish effective falls
pathways in all three localities which encompass
falls assessment, treatment and rehabilitation;

implement findings from the evaluation of the
Integrated Care Fund projects to inform our future
service delivery models and commissioning plans;

support pharmacy service to be integrated within
the locality teams and support the priorities set
out in the Pharmacy Strategy.
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Key theme 2 - Person-centred healt

2

Involving people in decisions about their care is

a key priority for the partnership and the Scottish
Government. We need to see and treat people as
partners in their own health, care and support, who
are able to manage their conditions, putting them at
the centre of the process. There is a strong body of
evidence that involving people in health and social
care planning leads to improved outcomes and there
remain gaps in practice in taking on board the needs
and wishes of individuals receiving care. Involving
people in decisions about care will minimise
misunderstanding and risks and support people to
manage their care.

We have made much progress, but feedback from
local communities through Join the Conversation’
suggests that there is still work to do. The most
common themes identified from community
engagement events across the three localities of
Perth and Kinross raised concerns about quality and
consistency of care across the health and social care
system, issues about access to services, proximity,
timing and availability of appointments.

People told us about their concerns that information
sharing between services, patients and community
groups could be done better in order to prevent crisis
and better support people. The need to ensure that
information is accessible for people with literacy
issues or whose first language is not English was
highlighted.

What the needs assessment says

Our needs assessment highlighted access issues in
the rural areas of Perth and Kinross and significant
issues of ‘access deprivation'in areas of rural North

Perthshire and South Perthshire & Kinross. Access

to services was a consistent theme during the
community engagement with people highlighting
transport to appointments and travel time as issues
that hindered their ability to get timely appointments
close to home.

What are our priorities?

= mplement the joint OD and workforce
development strategy to:

» make sure that we have a sustainable
well-skilled workforce ready to meet future
needs and challenges;

o empower people to make the most of their
lives through participation in decisions
about their healthcare and support;

o embed a person-centred approach to
the provision of healthcare and support
services across statutory, voluntary and
private sector;

e support people to maximise personal
assets and support self-rmanagement for
long-term conditions.

m  Describe the requirements for a person-centred
approach when we commission services so that
all newly commissioned services are focussed on
person-centred outcomes.

® |ncrease the number of opportunities for people
to be able to exercise choice through self-directed
support and commission and control their own
care.

= Transform community nursing services and move
towards models of care and outcome-focussed
assessments.
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® Transform care at home services to be person-
centred and outcomes-focussed.

" Review care pathways between hospital and the
community for people at the end of life in order
to ensure that they are supported to be at home
or in a homely setting with support appropriate
to their level of need, including voluntary and
charitable agencies.

® |ntroduce technology as a way of minimising
travel time to and from hospital appointments.

®  Raise awareness of support available to people
whose first language is not English.

® At the end of a person’s life, ensure that they have
access to good-quality palliative care and that
they have the best quality of death possible in
their preferred location where possible.

®  Review Minor Injury & lliness Units to ensure
provision of clinical care is an appropriate
alternative to hospital care.

Key theme 3 - Working with c

We are committed to working in partnership with
people in our communities (‘co-production’) to build
on the skills, knowledge, experience and resources
of individuals and communities. In response to

the challenges facing the partnership we need to
encourage an approach which is targeted and works
within communities.

Through this we want to develop a shared
understanding with communities which sets out
what they can expect in terms of a high quality of
health and care services, alongside their shared
responsibility for their own health and the health of
the local community. Our community engagement
suggests that some people believe that we
encourage dependency and could do more to plan
for a health and social care system that encourages
personal responsibility for health and wellbeing.

We need to look at what is already in our local
communities, build on existing relationships and
invite and be open to new relationships, where
individuals, families, communities and service
providers have a reciprocal and equal relationship.

This is an approach where services ‘do with, not to’ the
people who use them and who also act as their own
catalysts for change’.

Through our Communities First Review we will work
alongside communities to provide more choice and
control for people, making sure the most vulnerable
individuals receive responsive quality care delivered
locally, and in a personalised way. We will build
upon the principle that community resilience and
empowerment are key to further developing and
supporting people to live as independently as they
can. With a relatively small investment through

the Integrated Care Fund (ICF) we have been able

to support a number of initiatives that developed
opportunities for individuals and local communities,
supporting self-reliance and developing sustained
and meaningful engagement across communities.
Through our evaluation, we will learn from these
projects and work to create opportunities for service
models that deliver alternative support provision,
including social enterprise at local level.

7 'Co-Production of Health and Wellbeing in Scotland, Joint
Improvement Team (JIT), p14
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Example of good practice

The Time Bank project aims to support older people by:

providing services on an informal basis;

reducing isolation by extending friendship networks;

involving people in their communities and keeping them as active and supported as possible.

It was introduced to Perth and Kinross in 2011, funded by the Change Fund. Time Banks are a means of
exchange used to organise people around a purpose or area of interest and their time is the commodity

of exchange. Members agree to exchange one hour of their time to gain 1 hour of time credits that can be
exchanged for services from other Time Bank members. Membership can include individuals, businesses and
public services. 5 Time Banks have been established across Perth and Kinross and an evaluation found the

following:

Outcomes predicted:
An increase in community wellbeing.

Simple solutions to support the over 65s living
at home independently.

Increased capacity within communities.

Additional volunteering opportunities.

Community engagement and a range of locally-
based interventions such as befriending and time
banking have demonstrated good outcomes relating
to prevention across the country and in Perth and
Kinross. Older people and others, such as people with
mental health problems, are particularly vulnerable
to social isolation and loneliness as a result of loss of
friends, family, mobility or illness. There are a range of
interventions developed within communities that can
have a positive impact on the quality of people’s lives
and their health and wellbeing and we will continue
to explore initiatives that can support this.

Our priorities are to:

®  develop a Communities First Initiative to work
alongside our communities to provide more
choice and control for people and build upon
the principle that community resilience and
empowerment are key to further developing and
supporting people to live as independently as
they can;

Additional unexpected outcomes evidence
through the ‘social return on investment”:

Increase in social networks - new friendships and
reconnecting old friendships.

Giving members a purpose in life and their
communities.

make sure community development and capacity
building is recognised and will work with partners
across the Council and in the voluntary sector to
support initiatives in this area;

build on the lessons learnt from community
initiatives tested through the Change and
Integrated Care funds;

work across Perth and Kinross to reshape the
marketplace through an approach which
supports local enterprise and provides greater
choice for people who need care and support;

explore opportunities for Participatory Budgeting,
and increase opportunities for people involving
local communities and special interest groups to
take more control over the way our resources are
spent.

-
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Example of good practice

In February 2016, for the first time unpaid carers decided how money was to be spent to support them in their
caring role. This is Participatory Budgeting (PB) in action, where unpaid carers decided how resources would be
allocated to other carers like themselves.

£20K was up for consideration and only unpaid carers could vote. Projects could bid for up to £2,000 and gave a
three minute presentation to carers on their initiative who then voted on their preferred option.

Around 100 people attended and 58 carers voted on the day. 15 of the 23 projects who applied were awarded
funding, targeting some of our most vulnerable carers. Projects funded included respite for carers of children
with additional support needs, older and young adult carers, support for Gypsy/Traveller and carers from the
minority ethnic communities and additional therapy services.

‘Carers Voice, Carers Choice!’ was an outstanding first start to PB in Perth and Kinross but most importantly, it
gave unpaid carers a voice in shaping services in a way that has never occurred before.

Some comments from participants on the day:

“A great example of taking PB into a new area and seeing it succeed brilliantly.”
Alan Budge, PB Partners UK

“Good to get the decision today - there are no layers between us and the decision.”
Participant, Carers Voice, Carers Choice!, 4 February 2016

2
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Key theme 4 - Reducing health inequal

promoting healthy living
4

Tackling health inequalities is challenging: they are
influenced by a wide range of factors, including
access to education, employment and good housing,
equitable access to healthcare and individual
circumstances and behaviour. Reducing health
inequalities will:

" help increase life expectancy;
® jncrease the health of disadvantaged groups; and

®  help reduce the direct statutory costs and wider
societal costs.

Health inequalities are highly localised and vary
widely within individual areas and deprivation is

a major factor with people in more affluent areas
living longer and having significantly better health.
Conversely, many of the people suffering the greatest
negative health effects relating to mental health,
obesity and long-term disease are those experiencing
poverty and social disadvantage. We need to
encourage and support individuals and communities
to look after and improve their health and wellbeing,
resulting in more people living in good health for
longer.

The biggest killers are heart disease, stroke and
cancers and we have already demonstrated that there
are significant issues in Perth and Kinross. Some of
the contributing factors to these diseases are beyond
the influence of the individual or of health services
but we can encourage healthier lifestyles and prevent
disease through early detection and screening. After
smoking, obesity is the biggest underlying cause of

ill health. It can lead to high blood pressure, heart
disease, stroke, diabetes, cancer and early death.

It also increases immobility and makes any other
disability more severe than it would otherwise be.

Some risk factors for these, such as smoking, are
strongly linked to deprivation. We recognise

that there are a large number of vulnerable or
marginalised groups within the Perth and Kinross
area. Some of this is down to geographical location,
eg living within an area of deprivation where
communities experience higher levels of households
living on benefit and poorer health status than Perth
and Kinross overall. Interventions targeted at these
communities are being tested through projects such
as Equally Well, Keep Well and Evidence2Success.
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Our COSLA award winning SAINTS (Saints Academy Inclusion Through Sport) Project is for adults with learning
disabilities and people with mental iliness and provides inclusive support at a fraction of the cost of traditional day
services.

Saints Academy Inclusion Through Sport

Many adults with disabilities and poor mental health find the prospect of accessing mainstream sporting
venues or teams daunting.

The idea of a ‘sports academy’ was based on a premise that sport and activity gives individuals a sense of
wellbeing whether they have a diagnostic label such as mental illness or learning disability or not.

The project gained plaudits for its innovative approach: The Scottish Football Association has described
the project’s work within the field of mental health football as ‘trailblazing, Her Majesty’s Inspector of
Further Education called the SAINTS project a ‘sector leading and innovative practice. Participants have
taken part in the Special Olympics, local and national tournaments and undertaken their own coaching
certificates. A number of different sports have been undertaken including football, cricket, golf, tennis,
cycling and volleyball and participants travel to attend activities from different parts of Perth and Kinross
and include those who are currently in a long-stay hospital setting.”

What does the needs assessment say?

Table 11

Percentage of population income, employment, and access deprived in Scotland,
Perth and Kinross, and each locality (2073)2

Deprivation Type Scotland Perth and North South Perth City
Kinross Perthshire | Perthshire &
Kinross
Income Deprived (2013) 13.2% 8.7% 7.8% 6.6% 11.4%
Employment Deprived (2013)° 12.2% 8.3% 7.3% 6.1% 11.0%
Access Deprived (2013)° 15.0% 31.3% 45.2% 45.2% 4.7%
Child Poverty (2012) 15.3% 9.4% 9.6% 6.4% 12.4%

8 Ibid
9 Ofworking age population (16-64)
19 population living in 15% most ‘access deprived' areas
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Our analysis shows that although people living in the
most deprived communities use greater health and
social care resources than people in least deprived
communities, this appears to be as a result of the
greater numbers of this population in services
compared with other populations. Further analysis
shows that the per person spend of an individual
classed as least deprived is almost always higher than
the most deprived. This points to a need to look more
closely at equity issues and how the most deprived
populations access health and social care services.

What are our priorities?
We will:

®  continue to develop health interventions for
people who are at the highest risk of ill health,
to prevent illness and reduce health inequalities
including:

» smoking

o alcohol and drug use
» oral health

» obesity
 undernutrition

o sexual health

B target health improvement services at those who
are most at risk of health inequalities and difficult
to engage and will primarily work with the most
deprived individuals who fall across the whole of
Perth and Kinross. This will be achieved through
community and partnership engagement, early
intervention including health promotion and
direct clinical interventions;

create health and wellbeing hubs across the
localities, exploring opportunities for community
hospitals as local community hubs;

roll out the use of community pharmacy
technicians and develop care pathways to enable
engagement between patients, community
pharmacists, locality pharmacist and general
practitioner;

reduce health inequalities for people who have a
learning disability through the development of a
SMART Action Plan;

increase take-up of Health Screening & Health
Promotion activities for people with learning
disabilities;

prepare information for other agencies to inform
them of the specific needs of people with learning
disabilities, eg health inequalities agenda/
accessible information agenda;

embed recovery models of care, including
developing mutual aid groups within each of the
3 localities where change is initiated and driven
by the individual and is supported by family and
community;

promote the value of Power of Attorney
particularly at the time of dementia diagnosis
through post diagnostic support;

promote the uptake of adult support and
protection training across our workforces;

continue to work with the Community Planning
Partnership to address the health and social care
needs of the Gypsy/Traveller Community;

make sure that the delivery of services is fair and
inclusive for all individuals and communities.
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Key theme 5 - Making the best use o
people and resourc

As we prepare for integration both the Council and
the NHS are facing financial challenges at a time
when demands for services are increasing due to

a rising population, some of whom have complex
health and social care needs. We need to look at our
joint health and social care resources, how we use
these to improve the health and wellbeing outcomes
of the local populations and what we need to change
in order to focus our funding on delivering healthcare
and support for local people.

There will always be a need for hospitals and care
homes, particularly as people get older, and we
need to ensure that specialist services are used
appropriately to meet people’s needs. As we begin
to develop our locality planning model there will be
a need to focus on realigning resources to provide
more community-based delivery. This will develop
over the life of the strategic plan at a time when
public finances are reducing and requires a radical
look at how we deliver services. The need for any
service redesign should not require additional or new
funding but to be redesigned' from existing budgets
and services.

Facilities

We will look at the best use of the health and

social care estate and what service models are

best delivered from where. We currently have

a number of hospitals in Perth and Kinross,
community hospital facilities, day centres and a
large number of residential and nursing homes.

A key theme emerging from our community
engagement highlighted transport, long journeys
for appointments for hospital services and transport

more generally as an issue in the more rural
communities. The availability and choice of services
in North Perthshire and South Perthshire & Kinross
is very different from Perth City. In some of the rural
communities there is inequality in access to health,
social care and other services.

Our priorities
We will:

" during 2016/17, review facilities across the health,
social care and independent sectors; develop and
implement plans for the best use of local facilities
to deliver integrated models of care in local
communities;

® review use of hospital beds for people with mental
health problems and learning disabilities;

® redesign Community Hospitals to ensure better
use of local community hospital beds. This will
support our work to reduce the number of people
being admitted as an unplanned admission to the
acute sector;

® jncrease the use of Technology Enabled Care to
compliment support for carers and to reduce the
need for care at home where this is appropriate.

People

Our workforce is essential to successful integration
along with people who use services and independent
and third sector providers. Quality and professional
standards need to be at the core of everything we

do to ensure safe care and support for people. Staff
need to be supported to provide quality services,
appropriately skilled, qualified and have the personal
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attributes to be in a role that has dignity and respect
atits core. Our staff and care providers will operate
within the relevant professional frameworks and with
regulatory bodies such as the Care Inspectorate and
Health Improvement Scotland.

We want care and support provision to adhere

to essential standards of care and will work

collaboratively to ensure best practice and "
continuous improvement. Staff employed across

the statutory, voluntary and private sectors will be

supported to take person-centred approaches to

working with people who use services and improving

the care they provide.

Our priorities
We will:

m  develop an integrated workforce development
plan to engage, support and develop staff across
all sectors;

® ensure that vulnerable people remain safe and
are protected from harm from others, themselves
and the community through the monitoring and
implementation of clinical and care governance
standards and adult protection measures;

" through commissioning and contract
management ensure that services across the
statutory, voluntary and private sectors, are
designed and delivered to be safe, effective and

A new model of care is being developed at Aberfeldy which
aims to integrate care and support for older people who need
care in a community hospital or care home. The vision is one
of a community hub, integrating the community hospital and
community services, primary care social work and a range of
associated local health and social care services. The aim is to
create a hub of services around the GP practice in the town
by moving the community hospital to combine with a local
authority care home. The local community hospital and the care
home were not fully utilised and the new model will improve
continuity of care alongside better use of facilities within the
community. Local people have been engaged in the process
through 'Your Community, your voice, your future'.

sustainable; building a high quality of services
which improve health and wellbeing across Perth
and Kinross;

work with partners to make sure care is evidence-
based, incorporates best practice and fosters
innovation, achieving seamless and sustainable
pathways of care;

continue to develop and deliver the Scottish
Patient Safety Programmes, to reduce mortality,
harm and avoidable injury in a variety of care
settings including Acute Adult Care, Maternity,
Neonatal, Paediatrics, Mental Health and Primary
Care settings;

complete the integration of Occupational
Therapy Services.

Resources

As part of our priority to shift the balance of care

so that we provide care closer to home, we want to
maximise resources within communities, including
the whole range of universal and voluntary services.
A number of transformation programmes initiated by
the Council and NHS partners have begun the process
of challenge and review supporting our vision to
support more people to live independently at home
for longer. This will form part of our response to the
financial challenges set out earlier enabling us to
maximise our joint resources to deliver a high quality
of efficient health and social care services.
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Transformation programmes

A number of planned reviews will help the partnership transform community care and health services. Some of
these are referred to elsewhere and a summary of transformation programmes is set out below.

Summary of transformation programmes
We will:

review community care day services to increase locally-based service opportunities for people to access
appropriate support and develop more community-based models across localities;

review Older People’s Residential Care Services and outline how we will meet the demands of an increasing
older population, manage the current and future financial constraints, and shift the balance of care;

achieve savings from procurement activities through more collaborative procurements, closer management
of suppliers, reducing demand, and avoiding unnecessary expenditure (Procurement review);

in partnership with housing, review the homeless service - to provide options for direct access to settled
accommodation for homeless people and families;

review Community Care Packages for Adults to develop models of practice which enhance the individual’s,
their families and community’s assets to create more resilience and which is financially sustainable;

develop and roll out an enhanced dementia service to provide support, both directly to people in their own
homes and in their communities;

move towards community hospitals becoming local community hubs for health, social care and third
and independent sector with a range of services and facilities to support health and wellbeing in local
communities;

transformation of District Nursing;
workforce review of Allied Health Professionals;
a review of hospital activity to establish a programme of transformation over the longer term;
review of inpatient beds - capacity and demand;
review of pathways, including stroke pathway and prescribing pain pathway;
review and evaluation of all services hosted by the Perth and Kinross Partnership including:
» delivery of an improvement plan for mental health services;
o ahealthcare needs assessments across prison establishments;
« review and redesign of prisoner healthcare;

we will work in conjunction with NHS Tayside to derive savings from efficiency work streams initiated within
NHS Tayside.
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Performance

Through the development of a performance
framework and regular reporting the partnership
will be able to understand how well it is meeting

its aims and objectives. A suite of indicators and
measures have been developed to enable regular
reporting of the Partnership’s performance within
the strategic framework provided by the Health

and Social Wellbeing Outcomes (attached as
Appendices A and B). As well as regular monitoring,
the framework will allow the partnership to publish
an annual performance report with an assessment
of performance in relation to the national health and
wellbeing outcomes.

In conclusion

We have set out an ambitious plan to integrate

our health and social care system to improve

the health and wellbeing of people living and
working in Perth and Kinross. The challenge for the
partnership is to build on existing good work and
deliver transformational change in the context of a
challenging financial climate. We have a lot of work
to do and at the end of the 3 years’ strategy will see
a health and social care landscape transformed to
keep more people living independently at home for
longer, leading healthier lives. We will know we are
successful when we can demonstrate our evidence
of change through performance on the national
outcomes.
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Whole area - Perth and Kinross

The actions set out below will apply across Perth and Kinross and in some areas will be adapted to meet the needs
of each of the three localities. This will require a joint approach by all partners and across the relevant areas. The
locality management and planning structure is currently in development and some priorities have already been
identified for each locality. Throughout the process the locality planning teams will further develop specific plans
relevant to the local area and community.

Further work is required to identify and realign resources to ensure we are able to develop and embed integrated
working across all sectors focussed on the priorities set out in the strategic plan. Some areas highlighted are
funded from existing resources. For any new areas the relevant teams will further develop detailed action plans
with timescales and resources identified.

National Outcome Key Action Timescale

Bl LT e 2016-17 | 2017-18 | 2018-19

National Outcome 1 | Develop a virtual health and social care v

Prevention and Early marketplace through our Well Connected site to:

Intervention = jmprove information about services and how
to access them for self-directed support;

m  offer access to information about universal
services or lunch clubs, befriending and other
supports without having to engage with
statutory services.

Continue to work with our partners in housing v v v
to support people to live as independently as
possible in housing that is suitable for their needs:

1 Deliver care and repair services to ensure
access to adaptations for people in private
sector accommodation.

2 Review the use of aids and adaptations in
social housing.

3 Increase use of Technology Enabled Care
to compliment support for carers and to
reduce the need for care at home where this is
appropriate.

4 Support service users and carers to enable
them to use technology to support their
independence.

(continued)
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National Outcome
and Key Theme

National Outcome 1

Prevention and Early

Intervention
(continued)

Perth and Kinross Health and Social Care

Key Action

(continued)

5 Plan new social housing developments to
make sure people are able to live at home as
independently as possible.

6 Identify and plan new housing developments
for people with specialised support needs.

2016-17

Timescale

2017-18

2018-19

Develop the role of GP clusters to become an
integrated part of health and social care in order
to:

® share information between partners;

m explore different and improved ways of
working together and to support practices
to enable consistent and sustainable
changes and improvements in the delivery of
healthcare.

Roll out locally-based integration teams designed
around GP clusters, working in partnership with
GPs, pharmacies and the voluntary sector to
facilitate opportunities for personalised, joined up,
planned care and support for people.

Review existing services and pilot an enhanced
role for community pharmacy, dentistry and
optometry services to ensure closer integration
with locality teams.

Build on work with GP practices, community and
the third sector to engage with people who are
hard to reach and less likely to be in touch with
mainstream health services.

Review the pathways between hospital and the
community to ensure that patient care is provided
at the right time and in the right place.

Continue to develop and implement falls
prevention initiatives including public awareness,
staff education, and establishing effective multi-
agency falls referral pathways to falls assessment
services, treatment and rehabilitation in all three
localities.




Perth and Kinross Health and Social Care

National Outcome
and Key Theme

National Outcome 1

Prevention and Early

Intervention
(continued)

Key Action

Establish an integrated approach to support
people with/or before and after a dementia
diagnosis in partnership with General Practice and
the third sector.

2016-17

Timescale

2017-18

2018-19

Reduce the wait for diagnosis of dementia and
ensure early intervention and treatment by
implementing the diagnostic pathway across all
sectors.

Continue to develop community-based mental
health services for older people living with a long
and enduring mental health illness minimising
crisis and preventing hospital admission.

Develop community nursing teams to assess, plan,
implement and evaluate care for deteriorating
patients to support early intervention.

Support pharmacy service to be integrated within
the locality teams and able to develop their role to
support people with complex needs in a range of

settings within communities.

Support the priorities set out in the Pharmacy
Strategy.

Roll out the use of community pharmacy
technicians and develop care pathways to enable
engagement between patients, community
pharmacists, locality pharmacist and general
practitioner.

Support the development of self-management
programmes for people with long-term conditions
where there is evidence that people can benefit
from this approach.

Implement findings from the evaluation of the
Integrated Care Fund projects to inform our future
service delivery models and commissioning plans.
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National Outcome Key Action Timescale
and Key Theme

2017-18 | 2018-19

Outcomes 2 and 3 Implement the joint organisational and workforce 4 v v
Person-Centred development strategy to:

Health and Social B make sure that we have a sustainable well-

Care skilled flexible workforce across all sectors;

® encourage and support a person-centred
approach which will maximise people’s
potential and support sel-management for
long-term conditions;

®  empower people to make the most of their
lives through participation in decisions about
their healthcare and support;

® embed a person-centred approach to the
provision of healthcare and support services
across statutory, voluntary and private sector.

Require newly commissioned services to be v v 4
person-centred and outcomes-focussed.

Increase the number of opportunities for people v v v
to be able to exercise choice through self-directed
support and commission and control their own
care.

Implement the findings of the community nursing 4 v v
services review and move towards models of care
based on outcome-focussed assessments and care
plans.

Review care pathways between hospital and the v
community for people at the end of their lives to
ensure that they are supported to be at home or in
a homely setting with support appropriate to their
level of need.

Implement the recommendations in the v v 4
Technology Enabled Care Strategy in local services
in order to minimise people’s travel time to and
from hospital appointments.

Review Minor Injury & lliness Units to ensure v v 4
provision of clinical care is an appropriate
alternative to hospital care and implement
findings.

Raise awareness of support available to people 4 v v
whose first language is not English.
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National Outcome Key Action Timescale
and Key Theme

2016-17 | 2017-18 | 2018-19

Outcomes 4 and 6 Work with communities and provide more choice (4 v v
Work with and control for individuals through:
Communities ®  developing a community engagement

strategy in each locality;

B embedding community development to
support individuals, groups and communities
to work together to plan and deliver services;

® jncreasing opportunities for Participatory
Budgeting so that local communities and
special interest groups can take more control
over the way resources are spent.

Work with the Community Planning Partnership v 4 4
to embed community development to support

individuals, groups and communities to work with
us as partners in planning and delivering services.

Develop a Communities First Initiative to work 4 v v
alongside our communities to co-produce and
provide more choice and control for individuals in
their localities.

®  Work across Perth and Kinross to reshape the
marketplace to support local enterprise and
provide greater choice for people who need
care and support.

Develop dementia awareness within communities 4 v v
to ensure '‘Dementia Friendly Communities'.

Outcome 5 Develop initiatives to reduce the number of v v v
people who are overweight or obese, targeting

Reduce Inequalities .
resources at those most at risk.

Develop health interventions for people who are v v v
at the highest risk of ill health, to prevent illness
including:

" smoking
® glcohol and drug use
® oral health

®m  sexual health

® yndernutrition
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National Outcome
and Key Theme

Outcome 5

Reduce Inequalities
(continued)

Perth and Kinross Health and Social Care

Key Action

Reduce health inequalities for people who have a
learning disability through the development of a
SMART Action Plan:

® |ncrease take up of Health Screening & Health
Promotion activities for people with learning
disabilities.

®  Prepare information for other agencies
to inform them of the specific needs of
people with learning disabilities, eg health
inequalities agenda/accessible information
agenda etc.

2016-17

Timescale

2017-18 | 2018-19

Continue to work with the Community Planning
Partnership to address the health and social care
needs of the Gypsy/Traveller Community.

Embed recovery models of care in mental health
and substance misuse, including the development
of mutual aid groups within each of the 3 localities.

Promote the value of Power of Attorney
particularly when people are diagnosed with
dementia.

Promote the uptake of adult support and
protection training across the workforce in the
statutory, independent and third sectors.

Undertake healthcare needs assessment across the
prison establishments and review and redesign
prisoner healthcare.

Monitor the delivery of services to ensure they
are fair and inclusive for all individuals and
communities.

Outcome 9

Best Use of Facilities,
People and Resources

During 2016/17 review facilities across the health
social care and independent sectors; following
review, develop and implement plans for the best
use of local facilities to deliver integrated models
of care in local communities.

Review use of hospital beds for people with
mental health needs and learning disabilities in
hosted services and implement findings.
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National Outcome Key Action Timescale
and Key Theme 2016-17 | 2017-18 | 2018-19
Outcome 9 Increase the capacity of existing substance misuse 4
Best Use of Facilities inpatient facilities by improving throughput,
Peoble andResource,s keeping waiting times within the 3 week Scottish
(con£1ued) Government HEAT A11 standard. (JM)
Increase the use of Technology Enabled Care to 4 v v
compliment support for carers and to reduce the
need for care at home where this is appropriate.
Outcomes 4,8 and 7 | Develop and finalise the integrated workforce 4

and organisational development plan to engage,
support and develop staff across all sectors.

Ensure that vulnerable people remain safe and v v v
are protected from harm from others, themselves
and the community through the monitoring and
implementation of clinical and care governance
standards and adult protection measures.

Remodel, decommission some services and 4 v v
recommission others to meet the strategic plan
priorities.

Develop a market position statement to ensure
that all stakeholders are aware of our plans and
where services are commissioned, potential
providers are able to plan and develop services
that will meet the health and wellbeing needs of
individuals and communities.

Utilise the statutory, third and independent v
sectors to deliver on National Personal Foot Care
Guidelines.

Promote recruitment and retention of registered 4

nursing staff by testing rotational models of care
across inpatient and community settings.

Continue to develop and deliver the Scottish 4 v v
Patient Safety Programmes, to reduce mortality,
harm and avoidable injury in a variety of care
settings including Acute Adult Care, Maternity,
Neonatal, Paediatrics, Mental Health and Primary
Care settings.

Complete the integration of Occupational Therapy
Services.

"
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National Outcome Key Action Timescale

el LG TG 2016-17 | 2017-18 | 2018-19

Transformation

We have a number of planned reviews that will
help the partnership transform community care
and health services and will:

= work with partners in the Council to achieve 4 v v
savings from procurement activities through
more collaborative procurements, closer
management of suppliers, reducing demand,
and avoiding unnecessary expenditure;

B review community care day services to v (4 (4
increase locally-based opportunities for people
to access support;

= review Older People’s Residential Care Services 4 (4

and implement changes to meet the demands
of an increasing older population;

® review and implement changes to Care at 4 v (4
Home to help people to remain at home for
longer, and shift the balance from traditional
services to community-focussed services;

B jn partnership with housing, review the v
homeless temporary accommodation service
and implement findings to provide options for
direct access to settled accommodation for
homeless people (Home First);

® work with communities to develop the 4 v v
health and social care market, encouraging
and empowering people to make informed
choices to improve their health and wellbeing
outcomes (Communities First Review);

B review community care packages to v v v
enhance the individual’s, their families, and
community’s assets to create more resilience
and which is financially sustainable;

®  develop sustainable community detoxification v v 4
models for substance misusing individuals
that allow treatment to be delivered in a safe
and cost-effective manner, and that link with a
wide range of longer term recovery orientated
treatment options;

(continued)
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National Outcome Key Action

and Key Theme

Transformation (continued)

implement enhanced dementia and mental
health services to provide support to people in
their own homes and in their communities;

review JELS management of equipment
accessed by community nursing teams to
ensure robust and efficient processes are in
place;

review Minor Injury & Illiness Units and
implement findings to ensure provision of
clinical care is an appropriate alternative to
hospital care;

explore opportunities for community hospitals
as local community hubs for health, social care
and third and independent sector with a range
of services and facilities to support health and

wellbeing in local communities;

review hospital activity to establish a
programme of transformation over the longer
term;

review and evaluate all services hosted by
the Perth and Kinross Partnership in order
to establish future service arrangements
including:
 delivery of an improvement plan for
mental health services;

e a healthcare needs assessment across
prison establishments;

o review and redesign of prisoner
healthcare;

use the Integrated Resource framework data to
inform future provision and commissioning of
services to meet the strategic plan priorities;

workforce review of Allied Health
Professionals;

9
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National Outcome
and Key Theme

Perth and Kinross Health and Social Care

Key Action Timescale
2017-18 | 2018-19

Transformation (continued)

® g review of hospital activity to establish a v (4 4
programme of transformation over the longer
term;

® review of inpatient beds - capacity and 4 v v
demand;

® review of pathways, including stroke pathway v (4 4

and prescribing pain pathway;

= we will work in conjunction with NHS Tayside v v v
to derive savings from efficiency work streams
initiated within NHS Tayside.
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Locality actions
2016/17-2018/19

We are still developing locality planning
arrangements and the action plans for the three
localities. The priorities identified for the three
localities below were developed through consultation
and engagement process. Further work is required.

North Perthshire locality

The North Perthshire locality consists of three distinct
areas: Highland Perthshire, Strathmore and Carse

of Gowrie. Most of its settlements are located on or
close to the main transport corridors (A9, A93 and
A90) but access to services remains a strong issue for
residents.

North Perthshire comprises of the following
major settlements of: Aberfeldy, Alyth, Blair
Atholl, Blairgowrie, Coupar Angus, Dunkeld, Errol,
Invergowrie and Pitlochry.

Population

With an overall population of 50,338 residents, it has
the highest number and proportion of individuals

- Carse of Gowrie

- Horn Partnsmine 1
B orth Perthanive 1
- Horth Perthshire 3

MBS0

Trunk Fosds
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aged over 65 years, and the lowest number and
proportion of children. Its population can be
summarised as below:

m 25685 (51%) females and 24,653 (49%) males.

® 7,919 (16%) under the age of 16. This is the lowest
number and proportion of all 3 localities.

® 30,603 (61%) working age (16 to 64).
® 11,818(23.5%) 65+ years.

Key issues

®  Highest number and proportion of those aged
over 65 of all 3 localities.

= North Perthshire has 45% of its population living
in the 15% most access deprived"' datazones in
Scotland.

= 9.6% of families with dependent children aged
under 20 receive Child Tax Credits or Income
Support/Jobseeker's Allowance. This is seen as a
proxy for children living in poverty. The figure for
the whole of Perth and Kinross is 9.4%.

®  Higher numbers of people with learning
disabilities compared with South Perthshire and
Perth City.

Dunkeld | Birnam

Luncary

" The Geographic Access domain was introduced in SIMD 2004 to capture the issues of financial
cost, time and inconvenience of having to travel to access basic services from different locations
in Scotland. It consists of two sub-domains. The first relates to journey times via private
transport to the nearest GP, retail centre, petrol station, school (primary and secondary), and
post office. The second sub-domain regards public transport (bus, train, metro, and ferry)
journey times to the nearest GP, retail centre, and post office only.
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People are able Prevention ®  EFmbed social prescribing model to

to look after and and Early support change in culture and increase
improve their Intervention referrals to mainstream services in the
own health and community.

wellbeing and live
in good health for
longer

® |dentify a range of community
champions and deliver support to
enable them to help people self-
manage and find the support they need.

m  Develop Dementia Ambassadors in
ordinary places within communities
such as post office, bus, supermarket.

®  Develop and embed role of link workers/
super conductors in GP surgeries. Roll
out across all GP practices.

® |dentify a range of community
champions and other key people and
support/train them to help people and
self-manage and find support they
need.

®  Promote prevention and a self-reliant
culture through education in schools
and other community spaces.

®  Through development of Technology
Enabled Care strategy, develop app for
accessing info/services.

®  Fnsure information is provided in
accessible formats.

m  Develop specific strategies for health
promotion, made relevant to local
communities.
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People, including
those with disabilities,
long-term conditions
or who are frail,

are able to live, as

far as reasonably
practicable,
independently and at
home or in a homely
setting in their
community

Person-
Centred
Healthcare
and Support

Working with
Communities

Create co-ordinated care pathways and
link to the development of integrated
and enhanced care teams.

Ensure co-location of teams where this
is possible.

Look to develop a health and wellbeing
‘hub’in Pitlochry.

Examine capacity of drop-in services to
improve access for people living in rural
areas.

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

Person- Explore options to reduce the number of
Centred different people providing care.
Healthcare 0 .
and Support Build in regular evaluation/feedback for
all services.
Review issues of access and transport
including scope for services to be
delivered locally.
Review issues of quality, governance
and workforce development.
Working with Identify sub localities issues for health

Communities

and social care in terms of community
engagement.

Prevention
and Early
Intervention

Person-
Centred
Healthcare
and Support

Assess the best use of facilities and
consider models that deliver care in our
local communities.

Redesign inpatient services to ensure
better use of local resources.

Improve use of Technology Enabled
Care to compliment support for carers
and to reduce the need for care at home
where this is appropriate.
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H H ® 28,103 (60.3%) working age (16 to 64) - the lowest
SOUt h Pert h S h ire & KI Nross number and proportion of all 3 localities.
|0ca I |ty ® 70,226 (21.9%) 65 years old and above, this

is slightly above the proportion for Perth and

The South Perthshire & Kinross locality consists of Kinross as a whole (21.5%).

the distinct areas of Strathearn and Kinross. Its main

settlements are mostly found on or close by the main = Forboth income and employment deprivation,

transport corridors (M90, A9 and A85). South Perthshire & Kinross has the lowest
percentages of all 3 localities.

Population .
Key issues
m 23,636 (51%) females and 22,636 (49%) males.

® 8269 (18%) under the age of 16 - the highest
proportion of under 16s in all the 3 localities,
though the number of under 16s is greater in m [ower level Ofdeprivation Compared with the rest
Perth City. of Perth and Kinross.

®  Similar levels of access deprivation to North
Perthshire - level of rurality a key factor.

I coath Pehaniee 1
B so-th perthtiine 2
I sooth Pesthstiiee 3

Mg
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People are able

to look after and
improve their
own health and
wellbeing and live
in good health for
longer

Prevention
and Early
Intervention

® |ncrease access to Technology Enabled
Care (TEC) though:

e the utilisation and promotion of
wellbeing self-help apps;

o promoting the use of TEC in all
aspects of health and social care
including video conferencing
with patients, GPs and hospital
staff.

B Embed social prescribing model to
support change in culture and increase
referrals to mainstream services in the
community.

People, including
those with disabilities,
long-term conditions
or who are frail,

are able to live, as

far as reasonably
practicable,
independently and at
home or in a homely
setting in their
community

Person-
Centred
Healthcare
and support

®  Develop integrated care teams to
provide a seamless care approach.

m  Develop 24 hour support at home using
independent providers in a different
way.

® |ncrease/promote the use of Technology
Enabled Care including Skype, video
conferencing with patients and GPs and
hospital staff.

®  Explore Nurse-led Discharge and
Admission to hospital.

®  Fncourage community resilience, eg
upskill volunteers to support people at
home and signpost to other services.

Health and Social
Care Services are
centred on helping to
maintain or improve
the quality of life of
service users

Making
Best Use of
Facilities,
People and
Resources

m  Develop a Single Shared Referral
process and one person-centred plan.

®  Fxplore the development of a
community wellbeing centre including
mobile options.

®  Develop ajoint organisational
development plan.
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Health and Social Care
Services contribute

to reducing health
inequalities

Making
Best Use of
Facilities,
People and
Resources

Working With
Communities

Develop one-stop health and social care
wellbeing centre.

Improve awareness of the use of
pharmacy services and broaden range
of services/referrals that can be made by
community pharmacy.

Increase engagement with community
independent providers.

Map local services and pathways to
reduce duplication.

People who work
in Health and
Social Care Services
are supported to
continuously improve
the information,
support, care and
treatment they
provide and feel
engaged with the
work they do

Making
Best Use of
Facilities,
People and
Resources

Working with
Communities

Explore opportunities for joint training
and learning opportunities.

Share good practice and examples of
what is working across all localities.
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Perth City locality

Perth City comprises of the following residential areas
of: Bridgend, Fairfield, Gannochy, Hillyland, Hillyland
& Tulloch, Huntingtower, Kinnoull, Letham, Muirton,
North Inch, North Muirton, Perth Town, Scone,
Tulloch, Burghmuir, Cherrybank, Craigie, Friarton,
Kinfauns, Moncrieffe, Oakbank, Perth Town, South
Inch, Upper Craigie, Viewlands, Viewlands/Craigie,
Western Edge.

Population

Perth City locality is the largest settlement in Perth
and Kinross and includes the sub-localities Perth City
North and Perth City South.

It has the largest population of the 3 localities,

50,814 with the highest number of individuals of
working age, and the lowest number 65 and older. Its
population can be summarised as below:

® 8,460 (17%) under the age of 16. This is the
highest number of under 16s of all 3 localities,
though the proportion is greater in South
Perthshire.

32,661 (64%) working age (16 to 64). This is the
highest number and proportion of all 3 localities.

9,693 (19%) 65 years old and above. This is the
lowest number and proportion of all 3 localities.

The highest proportion of its population in the
most deprived SIMD quintiles 1 and 2, at 46%.
Perth City also has the highest percentage of its
population in the least deprived quintile, with
27%.

For both income and employment deprivation
Perth City has the highest proportions of all 3
localities.

The percentage of dependent children under the
age of 20 in families that receive Child Tax Credits
or Income Support/Jobseeker's Allowance is

12%. This is seen as a proxy for children living in
poverty. This is the highest for the 3 localities and
the figure for the whole of Perth and Kinross.

Key issues

®  High levels of income and employment

deprivation.

= High numbers of older people (over 65) living

alone.



Meets National
Outcome

People, including
those with disabilities,
long-term conditions
or who are frail,

are able to live, as

far as reasonably

Key Theme

Prevention
and Early
Intervention

Working with
Communities

Perth and Kinross Health and Social Care

Key Action - Identified By Integrated
Leadership Group and Strategic Planning
Group Planning Sessions

Enhanced Community Support teams to
be rolled out across Perth City.

Timescale | Resources

Develop Integrated Care teams linked to
zones using existing premises in the city,

practicable, Reducing eg Letham Centre.

independently and at | Health . o .

home orinahomely | Inequalities Investin communllty in sub localities.

setting in their For example men’s sheds.

community Develop community engagement and
learn from good practice elsewhere, eg
Aberfeldy consultation as a model.
Develop role of community pharmacy
in relation to prevention and early
intervention.
Develop support structure for GPs to
divert people to other resources in the
community.

People, including Prevention Explore options to improve GP coverage

those with disabilities, | and Early in the Letham area.

I(;)rnvsht(f;r:\ecfcr);lc’htlons Inter\{entlo'n Develop Discharge to Home model to

AaesEie e 26 Working \{Vfth Assess from Acute Care.

’ Communities

far as reasonably Continue with the redesign of District

practicable, Reducing Nurse role and remit.

independently and at | Health : :

home orinahomely | Inequalities Redesign Care at Home service to

setting in their
community

increase capacity within rapid response
and crisis services.

Undertake process mapping to reduce
duplication and streamline services and
systems of referral within and between
agencies.

Make sure service users also have a
voice in the development of localities
and to inform what is required in their
community.
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Meets National Timescale | Resources

Outcome

Key Theme | Key Action - Identified By Integrated
Leadership Group and Strategic Planning

Group Planning Sessions

People, including Person- ®  Promote the use of apps and link
those with disabilities, | Centred with SMART city to support self-
long-term conditions | Healthcare management.

or who are frail, and Support

are able to live, as

far as reasonably

practicable,

independently and at

home or in a homely

setting in their

community

People who work Prevention Develop an organisational/workforce
in health and care and Early development plan within the locality

services feel engaged
with the work they do

Intervention

plan, encompassing a joint structure
across all sectors in the locality to

and are supported to (P:erson— promote shared ownership, eg NHS,
. . entred ; :
continuously improve PKC, independent/third/voluntary
the inf G Healthcare ;
e information, and Support sectors.

support, care and
treatment they
provide

Develop a shared training plan across
all agencies within the locality.

Develop and enhance peer support
models within agencies and across
agencies.

Promote the relevance of the strategy
with operational frontline staff within
workforce development plans to
encourage and motivate staff to take
ownership of the work they do.
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Appendix A:
Draft national indicators for integration of health and
social care

This annex sets out the core suite of indicators currently being developed to support integration. These indicators
have been developed where possible from national data sources so that the collection is consistent across areas.
Further work will be taken forward with stakeholders before the final set of indicators is confirmed.

Outcome indicators based on survey feedback:

Percentage of adults able to look after their health very well or quite well.
Percentage of adults supported at home who agree that they are supported to live as independently as possible.

Percentage of adults supported at home who agree that they had a say in how their help, care or support was
provided.

Percentage of adults supported at home who agree that their health and care services seemed to be well
co-ordinated.

Percentage of adults receiving any care or support who rate it as excellent or good
Percentage of people with positive experience of care at their GP practice.

Percentage of adults supported at home who agree that their services and support had an impact in improving or
maintaining their quality of life.

Percentage of carers who feel supported to continue in their caring role.
Percentage of adults supported at home who agree they felt safe.

Percentage of staff who say they would recommend their workplace as a good place to work.

Outcome indicators based on administrative data:

Premature mortality rate.

Rate of emergency admissions for adults.*

Rate of emergency bed days for adults.*

Readmissions to hospital within 28 days of discharge.*

Proportion of last 6 months of life spent at home or in community setting.

Falls rate per 1,000 population in over 65s.*

Proportion of care services graded ‘good’ (4) or better in Care Inspectorate Inspections.

Percentage of adults with intensive needs receiving care at home.
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Number of days people spend in hospital when they are ready to be discharged.

Percentage of total health and care spend on hospital stays where the patient was admitted in an emergency.
Percentage of people admitted from home to hospital during the year, who are discharged to a care home.*
Percentage of people who are discharged from hospital within 72 hours of being ready.

Expenditure on end of life care.
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Appendix B:
National outcomes and key indicators

National Health and Wellbeing Outcome 1 What people can expect

People are able to look after and improve their own ® |am supported to look after my own health and
health and wellbeing and live in good health for wellbeing.
longer.

® [am able to live a healthy life for as long as
possible.

SG Core indicators

. ® |am able to access information.
1 Percentage of adults able to look after their

health very well or quite well.
11 Premature mortality rate.

12 Emergency admission rate.

National Health and Wellbeing Outcome 2 What people can expect

People including those with disabilities or long-term ® /am able to live as independently as possible for as
conditions, or who are frail, are able to live, as far as long as | wish.

reasonably practicable, independently at home orin a
homely setting in their community.

®  Community-based services services are available to
me.

SG Core indicators ® | can engage and participate in my community.

2 Percentage of adults supported at home
who agree that they are supported to live as
independently as possible.

12 Emergency admission rate.

14 Percentage of adults with intensive care needs
receiving care at home.

15 End of life care.

21 Percentage of people admitted to hospital from
home during the year, who are discharged to a
care home.

22 Percentage of people discharged from hospital
within 72 hours of being ready.
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National Health and Wellbeing Outcome 3 What people can expect

People who use health and social care services have ® | have my privacy respected.
positive experiences of those services, and have their
dignity respected.

® | have positive experiences of services.

m | feel that my views are listened to.

SG Core indicators m |feel that|am treated as a person by the people
3 Percentage of adults supported at home who doing the work - we develop a relationship that
agree that their health and care services seemed helps us to work well together.
to be well co-ordinated. -

Services and support are reliable and respond to
4 Percentage of adults receiving any care or what I say.
support who rate it as excellent or good.

5 Percentage of people with positive experience of
accessing their GP practice.

15 End of Life Care.

17 Proportion of care services graded ‘good’ or
above in Care Inspectorate inspections.

22 Percentage of people discharged from hospital
within 72 hours of being ready.

National Health and Wellbeing Outcome 4 What people can expect

Health and social care services are centered on helping ® /'m supported to do the things that matter most to
to maintain or improve the quality of life of people me.
who use those services.

m  Services and support help me to reduce the
symptoms that | am concerned about.

SG Core indicators ; ; _
m | feel that the services | am using are continuosly

6 Percentage of adults supported at home who improving.
agree that their services and support had an ; ; ; )
impact in improving or maintaining their quality m The services | use improve my quality of life.
of life.

12 Emergency admission rate.

19 Delayed discharge bed days.

National Health and Wellbeing Outcome 5 What people can expect

Health and social care services contribute to reducing ® My local community gets the support and
health inequalities. information it needs to be a safe and healthy place
to be.

SG Core indicators ®  Support and services are available to me.

11 Premature mortality rate. ® My individual circumstances are taken into

12 Emergency admission rate. account.
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National Health and Wellbeing Outcome 6 What people can expect

People who provide unpaid care are supported to

look after their own health and wellbeing, including to
reduce any negative impact of their caring role on their
own health and wellbeing.

SG Core indicators

7 Percentage of carers who feel supported to
continue in their caring role.

14 Percentage of adults with intensive care needs
receiving care at home.

I feel | get the support | need to keep on with my
caring role for as long as | want.

I am happy with the quality of my life and the life of
the person I care for.

I can look after my own health and wellbeing.

National Health and Wellbeing Outcome 7 What people can expect

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

SG Core indicators

8 Percentage of adults supported at home who
agree they felt safe.

10 Suicide rate.
12 Readmission to hospital within 28 days.
18 Falls.

| feel safe and am protected from abuse and harm.
Support and services | use protect me from harm.

My choices are respected in making decisions
about keeping me safe from harm.

National Health and Wellbeing Outcome 8 What people can expect

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

SG Core indicators

10 Percentage of staff who say they would
recommend their workplace as a good place to
work.

| feel that the outcomes that matter to me are
taken account of in my work.

| feel that | get the support and resources | need to
do my job well.

| feel my views are taken into account in decisions.




Perth and Kinross Health and Social Care

National Health and Wellbeing Outcome 9 What people can expect

Resources are used effectively and efficiently in the m | feel resources are used appropriately.
provision of health and social care services.

m  Services and support are available to me when |

SG Core indicators need them.

12 Readmission to hospital within 28 days. m Theright care for me is delivered at the right time.
19 Delayed discharge bed days.

20 Percentage of health and care resource spent on
hospital stays where the patient was admitted in
an emergency.

23 Expenditure on End of Life Care.




If you or someone you know would like a copy of this
document in another language or format, (on occasion only
a summary of the document will be provided in translation),

this can be arranged by contacting
Customer Service Centre on 01738 475000.
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Jezeli checialbys lub ktos chcialby uzyskaé kopige owego
dokumentu w innym jezyku niz jezyk angielski lub
w innym formacie (istnieje mozliwosé uzyskania
streszczenia owego dokumentu w innym jezyku niz jezyk
angielski), Prosze kontaktowac sie z
Customer Service Centre 01738 475000

P ejete-li si Vy, anebo n kdo, koho zndte, kopii této
listiny v jiném jazyce anebo jiném formdtu (v n kterych
p ipadech bude p eloZen pouze stru ny obsah listiny)
Kontaktujte prosim Customer Service Centre 01738 475000
na vy izenf této pozadavky.

Ecnun sam unu komy niubo Koro eel 3HaeTe Heobxoauma
KOMWA 3TOro AOKYMEHTA HA JPYIroM A3bIKE WNK B JPYromMm
hopmaTe, Bbl MOXKETE 3aNPOCUTh COKPaLLEHHYIO
KOMMIO AOKYMeHTa o6paTuBLIKCE
Customer Service Centre 01738 475000

Ma tha thu fhein neo duine a dh'aithnicheas tu ag iarraidh
leth-bhreacden phaipear seo ann an canan eile neo ann an cruth eile,
(aig amannan cha bhith ach gearr-chunntas a-mhain ri fhaighinn air
eadar-theangachadh) faodar seo fhaighinn le bhith a' cur fios gu:

Customer Service Centre 01738 475000

an also send us a text message on 07824 498145.
All Council Services can offer a telephone translation facility.
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