Falkirk
Health and Social Care
Partnership

Falkirk Health and Social Care Partnership
Annual Performance Report

2017 -2018




INTRODUCTION ....cciiiitttttitiiiiiintitennsnsnnttsessssssssansseesssssssssnaseesssssssssnnstesssssssssssnstessssssssssnsasesssssssssnnnsnessens 3

WELCOME FROM THE INTEGRATION JOINT BOARD (IJB) CHAIR.....vvteiureeitreeniieesireesieeestteessseessteessseessseessseessseesssessssesssseesnns 3
WELCOME FROM THE 1JB CHIEF OFFICER 1uuuuieeerettruneeeeererertnnaaeeessessstnaeeeesssssssnseessssssssssneeessssssssnmaesesssssssnnneseesssssnnnnnens 4
OUR PARTNERSHIP....ceuiittniiittneettenneeetenseeerenseeesensesssenssssssnsssssssssssssnssssssnssssssnssssssnssssssnssssssnssssssnsssssnnsssssnnnans 5
STRATEGIC PLAN . ..ettttieeeeeeetttee e et ee ettt eeeeeeeeeeata e e eeeeeeessaa e eeesesssasansseessessssanssseesssssssnnssaessssssnnnnsessessssnnnnesesssssssnnnnns 5
LOCALITY PLANNING ....etttttuieeeeeetettttieeeeeeeerestaaaeeeessersstaaeeessssssananseesesssssnnssesssssssannnesesssssssnneeeesssssssnnneesesssssnnnnneneeens 7
HOW WE ARE MAKING A DIFFERENCE ....ccuittteuiiitenniirteneiereensereessseresssessessssesssssssssssssssssssssssnssssssnssssssnsssssanes 9
LOCAL OUTCOME 1: SELF-IMIANAGEMENT ...uteeeeeeeeesesesesesesesesssesssssasssssssasssssssssssssnsnsssnsssnsnssnnsnsssssnsssssnsnsnsnsnsssnsnsnsnsnnnnn 9
LOCAL OUTCOME 2: AUTONOMY AND DECISION=MAKING ....ueererereresesesesesssesesssesesssssasasssasssesssssssssssssssssnsnsnsnsnsnsnsnnnsnnnnn 16
LOCAL OUTCOME 32 SAFE uuuiiiieeiiiiteeeeeeeetttuiaeeeeseesstnnaeeessessstsnaeeessessstnnaessssessssnaseeesessssnnnesessessssnnneesessssssnnnneeeeens

LOCAL OUTCOME 4: SERVICE USER EXPERIENCE ...uueeeeevertuieeeeeereeestneeeeeesesssunnaeeesssessssnseeeesssssssnnseeesssssssnnnneesssssssnnnnnens
LocAL OUTCOME 5: COMMUNITY BASED SUPPORT

HOW WE ARE ENABLING CHANGE .....coottiiiiiiiiiiiiiiiiiiiiiiiiiiiiisiissssssisssssssssssssssssssssssssssssssssssssssssssssssssssssnns 33

UNDERSTANDING OUR LOCAL NEEDS....
HOW WE SUPPORT OUR WORKFORCE ... utttteeeeeeeeaitusteeeeeeseaasssssseassasianssssssssseasassssssssssessanssssesssesssnsssssssssssensssssnnees
How WE ARE WORKING WITH FALKIRK COMMUNITY PLANNING PARTNERSHIP ....uuuiieieieieeeeeseseseseseseses e s s aas 39
HOW WE ARE WORKING WITH CHILDREN'S SERVICES .....veeeeetreeeeiureeeeeiteeeeeetreeeeesseeesassssesasseseeasssseesnsssssasssesesnssessassssens
HOW WE ARE WORKING WITH HOUSING .....uvviiiiiieeiiiiiiiieeeeesessiiieeeeeesessatseaeeessessstsssesaeesssssssssessesssssssnssnseessssssnssnnees
HoOw WE ARE WORKING WITH FALKIRK ALCOHOL AND DRUGS PARTNERSHIP
HoOw WE ARE WORKING WITH COMMUNITY JUSTICE PARTNERSHIP....cceeeiieiieurrrreereeesseirerereeessssssneneseessesssnssnssesssssssssnnees
HOW WE ARE WORKING WITH THE THIRD SECTOR ....cuuvvtteeteeeeesintreeeeessessatreseessesssassssseseessssssssssessesssssssnsssssesssssssnssnnees
HOW WE ARE WORKING WITH PROVIDERS. ....uvttteeeeeeeeiturteeeeeseeaasssesseessasianssssssesseasasssssssssessasssssssssesssnssssssessssessssssnees
HOW WE ARE ENABLING INFORMATION AND DATA SHARING .......uuuviitieeeeeesitirteeseeeeaatssseeeseeseasssssessesesesssssssssesesessansssnees
HOW PARTNERSHIP FUNDING IS SUPPORTING TRANSFORMATIONAL CHANGE AND REDESIGN....uuuuuuuanereseserenenesenenenenasnans 45

OUR PERFORMANCE .....cuuuutiiiiiiiiiinntitiiiiiiiiinntesesisissnsteessisssssmmtsssssssssmsmsttesssssssssssteesssssssssssssesssssssssnnses 51

1JB GOVERNANCE AND DECISION IMIAKING. ... ieeeieeeeeeeeeeeeeeeeeeesesesssese s s s s se s e s e s e s s e sanasnnnnnnnsnnnnnnnnn 51
FINANCIAL PERFORMANCE ... uuttttteeeeeeietttteeseeeeeestussesseeeseaasssseseaaasaaasssassessseasasssssssassessasssssssssessenssssesssessanssssenees
AUDIT ARRANGEMENTS ..ccvvvvvrerennns

PERFORMANCE MANAGEMENT
LOCAL INDICATORS. ... vvtvteteeeeessutrereeeesessessreteeaeesssasesaeeeeessasssssseseesssasssnssnseessssssssssssesesssssmssssseesessssnssssseseessssnssssenees
INSPECTION OF FALKIRK HSCP REGISTERED SERVICES ...vvvvvvteeeeesiurrreeeeeessssenrsnneesesssssssssessessssssssssessesssssssssssssesssssssnssnnens 61

LOOKING FORWARD .....cuttiiiiiiiiiintiitiiiniiinnitesnnnssneneesssssssssssassesssssssssnsssessssssssssnssssssssssssssssssessssssssssnnnes 65

LIST OF TERMS USED IN THE ANNUAL PERFORMANCE REPORT ....ccouuutiiiiiiiiinnnnniiiniiinninnsiiinnenenmnssseen. 66

2  Falkirk Health and Social Care Partnership



Introduction
Welcome from the Integration Joint Board (1JB) Chair

Welcome to the second Annual Performance Report for the Falkirk
Health and Social Care Partnership. Our report highlights some of the
work of the Partnership over the reporting year — 1 April 2017 to 31
March 2018. If you’d like to know more about our work, you can find
information on our Board reports and webpages.

This has been another busy year for the Board, and | would like to acknowledge the
contribution of all Board members, those whose terms of office ended in the year, and to
our new members joining us. We have taken the time to reflect as a Board on our
responsibilities to increase the pace of change required to put integration into practice as we
remain in a transitional phase. We will continue to take important steps together, guided by
a Board development plan.

Collectively, and individually, we are committed to making a positive difference to people
who need our services, their carers and our communities. We will continue to make sure
our systems deliver high quality, safe, effective and person-centered care. The work ahead
of us this coming year is challenging. However, we have significant changes planned that will
allow us to put the benefits and opportunities that integrated services bring into practice.

In the coming year we will be reviewing the Strategic Plan. This plan will set out how the IJB
will plan and deliver services over 3 years from 2019 — 2022, using the integrated budgets
under our control. We are working with the Strategic Planning Group to prepare the new
plan. This means that the plan will reflect the views of a wide range of service users, carers
and partner organisations that work in the Falkirk area. Working in partnership with
members of the Strategic Planning Group helps the Integration Joint Board to understand
the needs of communities through locally based services.

| hope you find this report interesting.

Julia Swan
Falkirk 1JB Chair
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Welcome from the 1JB Chief Officer

Throughout the year we have continued to develop our engagement
with service users, partners and staff to explore how we can work
together to shape our Health and Social Care Partnership (HSCP) and
transform how we meet local need.

During the extreme weather in March, we saw how committed and responsive our
communities, partners and staff are to maintain essential services and support our
vulnerable service users. Individuals, communities and businesses made tremendous efforts
including: the school dinner ladies stepping in to cook the meals in our residential homes;
staff walking miles in the snow to provide care; neighbours clearing paths and roads to allow
ambulance access and; numerous small acts of kindness within our communities. Our
challenge is to harness this community spirit and collaboration to develop more community
based supports “to enable people to live full and positive lives within supportive
communities.”

During the year we have embarked on an ambitious change programme to reshape the way
we support adults in our communities and developing how our integrated health and social
care services will be delivered on a locality basis. Work has progressed to support the
delivery of our five priority outcomes. This ranges from the implementation of the new
commissioning contract for care at home to the recent introduction of ‘Living Well Falkirk’ a
web based tool to improve access to information, support and advice to support health and
wellbeing. Our work to improve supported discharges from hospital and reablement is now
embedded in our service.

While we are still working with our NHS colleagues to develop integrated teams, we are
learning from other HSCP’s who have been able to realise the benefits of collaboration. The
Partnership is not unique in the challenges that we face. By building on our strong track
record of partnership working, and sharing learning through our networks, we can deliver
innovative services that will respond to people’s needs and expectations.

The 1JB recognises that the pace of change needs to improve and that integrated services
must be operational to ensure delivery of the outcomes set out in the Strategic Plan. Plans
are underway to transfer operational management of in-scope health services to the Chief
Officer. This will facilitate the delivery of locality planning structures as a priority. As the
Partnership moves through this period of transition, we are committed to continuing to
engage with our service users, carers, communities, workforce and partners.

By working together we can improve the outcomes for our communities.

Patricia Cassidy
Chief Officer
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Our Partnership
Strategic Plan

The Falkirk Integrated Strategic Plan 2016 — 2019 describes how the Falkirk Health and
Social Care Partnership (HSCP) will continue to make changes and improvements to health
and social care services for all adults. The plan details how the partnership will prioritise
services in response to the key issues for the Falkirk area and is supported by a Joint
Strategic Needs Assessment (JSNA). Integration will focus on health and social care services
with third and independent sectors providing a valuable contribution.

The 1JB approved its Strategic Plan to deliver the vision for Falkirk:
“to enable people to live full and positive lives within supportive communities”

The Strategic Plan identifies five specific local outcomes which align with the Scottish
Government’s national health and wellbeing outcomes, the National Health and Social Care
Delivery Plan and the Falkirk Community Planning Partnership Strategic Outcomes and Local
Delivery (SOLD) Plan.

The Local Outcomes were created to address the key challenges highlighted in the Joint
Strategic Needs Assessment with the outcomes consistent with the views of service users,
carers and local communities.

The Five Local Outcomes are:

Service User
Experience

People have a fair
and positive
experience of health
\ “and social care ;

Figure 1: Five Local Outcomes v’

The following section of this Annual Report will explain in more detail what these local
outcomes mean for people and communities and what we are doing to help achieve these
outcomes.
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To complement these outcomes, under-pinning principles for the Falkirk Health and Social
Care Partnership were also agreed:

putting individuals, their carers and families at the centre of their own care by
prioritising the provision of support which meets the personal outcomes they have
identified as most important to them

recognising the importance of encouraging independence by focusing on reablement,
rehabilitation and recovery

providing timely access to services, based on assessed need and best use of available

resources

= providing joined up services to improve quality of lives

= reducing avoidable admissions to hospital by ensuring that priority is given to
strengthening community based supports

= sharing information appropriately to ensure a safe transition between all services

= encouraging continuous improvement by supporting and developing our workforce

= identifying and addressing inequalities

= building on the strengths of our communities

= planning and delivering health and social care in partnership with community planning

partners

= working in partnership with organisations across all sectors e.g. Third sector and

independent sector

= communicating in a way which is clear, accessible and understandable and ensures a

two way conversation.

The Scottish Government has set out nine national health and wellbeing outcomes to
improve the quality and consistency of services for individuals, carers and their families, and

those who work within health and social care.

outcomes.

People are able to look after
and improve their own health
and wellbeing and live in good

health for longer.

Health and social care services
are centred on helping to

maintain or improved the
quality of life of service users

People who use health and
social care services are safe
from harm.

Figure 2: National health and wellbeing outcomes

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

Health and social care services
contribute to reducing health
inequalities.

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
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Figure 2 below highlights these national

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

People who provide unpaid
care are supported to reduce
the potential impact of their

caring role on their own health
and well-being.

Resources are used effectively
in the provision of health and
social care services, without
waste




The Scottish Government has also identified 9 key national priorities areas for all 1JB’s to
address. These are to:

= reduce occupied hospital bed days associated with avoidable admissions and delayed
discharges

= increase provision of good quality, appropriate palliative and end of life care

= enhance primary care provision

= reflect delivery of the new Mental Health Strategy

= where children’s services are integrated, continue to invest in prevention and early
intervention

= support delivery of agreed service levels for Alcohol and Drugs Partnerships’ work

= ensure provision of the living wage to adult care workers and plan for sustainability
of social care provision

= continue implementation of Self Directed Support

= prepare for commencement of the Carers (Scotland) Act 2016 on 1 April 2018.

Locality Planning

The development of localities lies at the heart of the integration legislation — the Public
Bodies (Joint Working) (Scotland) Act 2014. It is also reflected in the Community
Empowerment Act.

The Partnership has identified its locality areas for service planning purposes. There will be
three localities within the Falkirk Council area, which are illustrated in Figure 3 and are:

1 Central — Falkirk central
2 East —Braes, Grangemouth and Bo’ness
3 West — Denny, Bonnybridge, Larbert and Stenhousemuir

Grangemouth

Larbert

Bo'ness

Falkirk

Bonnybridge

Figure 3: Falkirk H

Falkirk Health and Social Care Partnership 7



The following table summarises information on each of the locality areas.

Central East West Falkirk
Locality Locality Locality HSCP
Total Population 44,500 67,136 47,477 159,380
Percentage over 65 years 18.9% 18.6% 17.3% 18.3%
EQUALITY (per 1,000 population)
Ethnicity(ethnic minority population) 5.1% 3.3% 3.3% 3.6%
Physical Disability 74.9 70 64.3 69.7
Learning Disability 53 3.9 5.6 4.8
CIRCUMSTANCES LIFESTYLE & RISK (per 100,000 population)
Population Income Deprived 14.3% 10.8% 10.1% 11.6%
Drug-related hospital stays 158.5 73.4 83 100.8
Alcohol related hospital stays 673.3 476.1 468.2 528.1
MENTAL HEALTH (QAF rate; per 1,000 population)
Dementia 360 460 361 1,181
Mental Health 11 7.7 6.2 8.1
Psychiatric Hospitalisation 389.1 248.4 281.1 297.6

Table 1: Locality Information, extracted from the HSCP Locality Profile produced in 2018

Locality working provides the opportunity for the partnership to design integrated services
and realign resources to deliver the Strategic Plan. This will also include working alongside

our partner’s key plans including the Community Planning Partnership (CPP) SOLD Plan. In

developing our locality structures we will align with the work being led by the CPP to:

= co-produce locality plans

= design integrated and localised services, including health improvement and
prevention support

= build community capacity to improve health and wellbeing outcomes, and address
health inequalities.

The Partnership will build on work that has been taken forward by front line locality based
managers between October 2017 and March 2018. This work consisted of 12 development
sessions across the 3 locality areas. The sessions were attended by staff from Community
Care Teams, Community Nursing, GP locality co- coordinators, home care; CVS Falkirk,
Carers Centre, NHS Allied Health Professional leads; Housing and Community psychiatric
nursing (older people).

The sessions focused on identifying areas of practice where there is already evidence of high
quality integrated working and also identified opportunities for more mainstreamed
working with less duplication. This work continues in each locality and we will identify
resources to assure the continued momentum of this work.
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How we are making a difference
Our Strategic Plan sets out the Partnership’s vision, outcomes and priorities for people who
live in the Falkirk area. In this section of the report we set out what our 5 local outcomes

will mean for people and communities and what we have achieved over the first year of the
Falkirk HSCP.

Local Outcome 1: Self-Management

Individuals, carers and families are enabled to manage their own health,

care and wellbeing

What will this mean for people? What will this mean for our communities?

People, their carers and families will be at Communities will feel they are involved in

the centre of their own care by decisions that affect them. Their views are
prioritising the provision of support which  gathered and they are listened to. They
meets the personal outcomes they have know what services we are able to provide
identified as most important to them. and have confidence in them.

Services will encourage independence by
focusing on reablement, rehabilitation
and recovery.

People are able to access services quickly
via a single point of contact. Information
that enables people to manage their
condition is accessible and presented in a
consistent way. This will include a range
of information on services and
community based supports.

In addition, services are responsive and
available consistently throughout the
year, on a 24/7 basis, if appropriate.

Examples of work progressed during 2017/2018

Living Well Falkirk

Reablement Pathway and establishment of the Reablement Project Team
Discharge to Assess

Intermediate Care

Delayed Discharge and Unscheduled Care

Enhanced Dementia Team

N SR

Falkirk Health and Social Care Partnership 9



1. Living Well Falkirk

In partnership with ADL Smartcare and the University of Newcastle, Falkirk HSCP has
implemented Living Well Falkirk. This is an online tool for people who live in the Falkirk
area and who want information, support or help with everyday living. The tool gives
people choice and control by sharing a wide range of information about local and
national health and social care services.

Living Well Falkirk allows people to connect in to local groups and services and so helps
them to live independently and do the things that they want to do. There is information
about local fitness classes, local charities supporting a range of physical and mental
health conditions, as well as how to access equipment privately or through the Joint Loan
Equipment Store. People can also use it on behalf of someone they live with or who they
help care for. If assistance is needed in using the tool, staff at local libraries are able to
help.

The Living Well Falkirk website is now live www.falkirk.gov.uk/livingwell and over 200
employees across all agencies have been trained in its uses and are equipped to direct
people to the online self assessment and in some cases guide them through it. This
initiative will support a reduction in waiting times for some interventions, for example
assessments leading to equipment provision, as people are enabled directly to access
simple solutions.

Reablement Pathway and establishment of the Reablement Project Team

Considerable work has been undertaken on the implementation of a reablement
approach across the Partnership. An integrated, Reablement Leadership Group has
developed a high level integrated pathway for service delivery across the HSCP. The
Reablement Leadership Group will continue to work to implement the changes required
to deliver reablement to all service users who would benefit from this approach. This will
not only support people to remain as independent as possible for as long as possible, but
will potentially deliver savings by avoiding some people using formal health and social
care services.

A Reablement Project Team (RPT) was developed in Social Work Adult Services
Assessment and Planning service in January 2017 to test out various reablement
approaches and processes. The team consists of Occupational Therapists (with
Community Care worker background) and Social Care Officers. Various strands of work
have been completed over the past year including undertaking reviews from both the
Community Care Teams and Home Care services where there is external home care
provided. The reviews are being completed using a reablement and outcomes focussed
perspective. Early indications suggest a significant impact of this work, with purchasing of
care from external home care providers reducing by £200,000.
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3. Discharge to Assess

Discharge to Assess (D2A) is a new approach to identify people in hospital who can be
discharged to their own home as soon as they are clinically fit. This can reduce the time
a person may spend in hospital. Avoiding unnecessary delays in a person’s discharge
from hospital is imperative to avoid deterioration in an individual’s health and
consequent loss of independence.

The following diagram describes the Discharge to Assess pathway.

Within 4
hours

Patient assessed by e Discharge home with
Medical Staff as - Mum:‘:::h"aw - Package of Care

commenced same day

Referred to

clinically fit for discharge

Further care Package of Care

s : required provided for up to 6
it _ weeks & reviewed

weekly by the MDT and
adjusted to meet needs

No further
care
required
Figu Service Stopped

The D2A pilot started in December 2016 and continues as part of the Partnership’s
Integrated Reablement Service. The pilot initially worked with an external provider
partner and is now delivered by the in house home care service. The approach identifies
appropriate discharge pathways for people including those who can be discharged and
assessed in their own home. Following discharge home, support with a reablement
focus is provided for up to six weeks. Regular reviews are completed and an outcome
focussed assessment involving the individual will identify any ongoing support required.

external provider

Case Study

Ethel lived at home and did not receive home care. She was admitted to hospital
following a fall. The Ageing and Health ward placed her onto the community hospital list
for rehabilitation and discharge planning. Following discussion with ward and family,
Ethel was discharged direct from the acute hospital to home. The ward assessed that an
ongoing care package of 4 daily visits would be required. Ethel was discharged within a
day of her placement on the community hospital waiting list.

Ethel was keen to regain her pre-hospital admission independence and was supported
to do so by the D2A model. Ethel regained full independence within 6 weeks of
discharge and achieved her personal goal. The daily care packaged of 4 visits was no
longer required. Family were at first concerned that there was no ongoing care, but
accepted it was not required following the 6 weeks of reablement support.

Falkirk Health and Social Care Partnership 11



Service users report satisfaction in regaining their independence. The reablement
approach also makes available a substantial number of staff support hours that can be
allocated to people who have a need for ongoing support.

The service was evaluated in late 2017 and determined to have contributed to successes
in some key areas:

Referral to discharge time: The average time between the care provider receiving a
referral and the patient being discharged from hospital was one day.

Patient experience: Although there is evidence of some areas for improvement the
patient survey produced evidence that the patient experience was positive. Positive
findings include 92% of patients feeling their care plan reflected their views and 95% of
patients received a consistent group of carers.

Success of reablement approach: 67% of patients with an IoRN (Indicator of Relative
Need) score recorded at the start and end of their D2A journey, experienced an
improvement in their score. 33% of patients (regardless of potential for reablement)
saw a reduction in home care hours.

Reduction on package of care delays and community hospital bed days

There has been a substantial reduction in delayed discharges due to delays in sourcing a
package of care (see figure 5 below) and there has been a reduction in community
hospital bed days. It would be inaccurate to say that these improvements are solely a
result of D2A, but it is likely to have made a significant contribution.

12 Months of D2A

12 Months Prior to

D2A 3022

0 500 1000 1500 2000 2500 3000 3500
Bed days

Figure 5: Bed days lost to POC delays before and after the introduction of Discharge to Assess

Intermediate Care

Bed based intermediate care where time limited episodes of care are provided in
Summerford Care Home or Tygetshaugh Housing with Care. This care provides an
opportunity for further assessment and reablement following discharge from hospital or
as an alternative to hospital admission.

Summerford was refurbished in 2017/2018 and capacity increased to 20 beds and

Tygetshaugh provides 5 beds. Both resources receive Allied Health Professional (AHP)
support from the ReACH. Further support is also provided by the Enhanced Care Team
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for people who may be unwell. A specialist psychiatric nurse input provides education
and support to staff and individuals.

Summerford and Tygetshaugh both offer the opportunity for people to leave hospital as
soon as they are clinically fit. This avoids unnecessary delays in a persons discharge from
hospital and using a reablement approach, ensures as many people as possible move
back to their own homes to live as independently as possible.

Various strands of work to support Summerford’s expansion has occurred in 2017/2018
including the implementation of a new referral criteria and pathway. This involves the
multi-disciplinary team which is also involved in the Discharge to Assess pathway and
the Reablement Project Team.

5. Delayed Discharge and Unscheduled Care

The partnership continues to have a focussed approach to prevent unplanned
admissions to hospital as well as identifying the reasons for people being delayed in
their discharge home. This work is led by the Delayed Discharge Steering Group which
oversees the delivery of an improvement plan that ensures there is a collective
ownership of the targets and improvement action plan.

Throughout 2017/2018 the action plan has been reviewed and ongoing work strands
include the Choice Policy Improvement Action Plan. This has resulted in the recent
implementation of a standardised letter about Interim Care Home Offer and revised
Moving to Care Home flow chart which will provide clarity on expectations in relation to
the Choice Policy. A delayed discharge micro-management group has been introduced
within mental health wards resulting in decreases in delayed discharges within this area.

To address the issue of high numbers of people delayed in their discharge from hospital
as a result of the Guardianship process a number of work strands are presently ongoing:

= implementation of dedicated Mental Health Officer time to monitor private
Guardianship applications, support families and improve peoples pathways

= standardised information regarding Adults with Incapacity (AWI) process to be
distributed to individuals and families prior to AWI meetings

= development of a simplified process for solicitors /applicants to obtain timeous
medical reports from Consultants to support Guardianship applications

=  AWI flowchart with target timescales to be completed including recommendation
about convening AWI meetings for all situations where use of AWI Act being
considered. This flowchart to be shared with local solicitors in order to convey
Partnership expectations.

= standardised letter to be issued, should progress with Guardianship application not
be demonstrated, advising of Falkirk Council’s intention to progress application

= education for community care workers through induction, briefings, supervision and
training opportunities will focus on supportive decision making and risk management
and ensure least restrictive options are being used wherever possible

= POA to be promoted more widely and consider inclusion on Living Well Falkirk
website.

Falkirk Health and Social Care Partnership 13



Following the national delayed discharge system called Edison being decommissioned,
each health board was required to formulate their own replacement. In May 2018 EDS,
an electronic reporting database, was successfully introduced as a replacement for
EDISON system. Following training of staff within the Partnership the system is being
used to provide daily, weekly and monthly census reports both locally and to ISD and
contributes positively to performance management.

The Unscheduled Care Programme Board oversee system wide activities, initiatives,
actions and performance around unscheduled care.

Enhanced Dementia Team

The national Dementia Strategy underlines the importance of timely, accessible and
person-centred care for people with dementia to enable them to achieve their personal
goals. The strategy estimates that by 2020 there will be approximately 20,000 new
cases of dementia each year in Scotland.

Dementia is a progressive illness which results in physical and mental changes for the
person. At times these changes can be sudden and this can be attributed to a range of
factors which require careful consideration and management. This can happen at any
time during the illness, create a crisis and this can have an impact on carers. Services for
people with dementia must therefore be integrated, seamless and readily accessible
irrespective of the stage of illness. The illustration below (figure 6) highlights the
spectrum of support that should be available.

Dementia Practice
Coordinator <

Support
for carers s!

0

General health
care and
treatment

Community
Connections

Environment

‘Copyright © Alzheimer Scotland 2015

Figure 6: Spectrum of Support for Dementia Patients
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During 2017/18, work has progressed to consider how services could be developed and
improved.

= an engagement event was attended by over 60 delegates, including services users
and carers. Key priorities and improvement actions were identified

= an amended, multi-agency governance structure has been developed and
implemented, providing Forth Valley wide oversight, with operational developments
being progressed at locality level

= partners have worked together to map current and future provision and proposals
about future service design have been approved by the Leadership Group and 1JB

= Transformation Funds have been allocated via the Primary Care Transformation
Funds and Partnership Funding to enhance provision and progress change

= Post Diagnostic Support (PDS) support has been extended and revised to ensure that
it is appropriate for people regardless of the level of their illness at the point of
diagnosis.

Next Steps - Future Service

Through analysis of performance information, mapping exercises and the engagement
process, it was recognised that whilst current support for dementia is effective, service
demand outweighs current provision and there is a need for improved joint working
between agencies.

During the course of 2018/2019, it has been agreed that an enhanced, multi-agency
dementia team, incorporating current Post Diagnostic Support, Dementia Outreach Team
(DOT) (which currently provides short term crisis support) and dedicated Social Work
capacity, be developed.

The co-located team will ensure that a resource is available to support the shared
assessment, information sharing and therefore improved support for people with dementia
and their carers. This team will have nursing staff from the DOT, with supervision from a
Consultant Psychiatrist, Alzheimer’s PDS Link Workers and Social Workers who have strong
links with the localities. The already improved governance structure will enable greater
operational and delegated authority within the locality structures as well as strategic
oversight.
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Local Outcome 2: Autonomy and Decision-making

Where formal support is needed people should be able to exercise as much control

and choice as possible over what is provided

What will this mean for people? What will this mean for our communities?
Health education and information is Communities are enabled to continue to
accessible and readily available to people,  develop and manage a variety of good
their carers and families, which allows quality local services to meet community
them to make informed choices and need.

manage their own health and wellbeing.
Person-centred care is reinforced,
acknowledging family/carer views. Care
and support is underpinned by informed
choices and decision making throughout
life.

Examples of work progressed during 2017/2018

1. Redesign of day services for younger adults
2. Anticipatory Care Plans
3. Palliative and End of Life Care

1. Redesign of day services for younger adults

The 1JB agreed to a programme of redesign of day services for younger adults. This is in
line with the outcome of consultation and engagement work with people who use
services, their carers and staff. The redesign work reflects Self-Directed Support
principles to empower and enable service users to have choice and control over the
design of their own support and develop alternative community based services.

Case Study 1
Miss L has attended the day service three days a week for a number of years. She was
picked up and dropped off by centre transport.

Some of her friends had left the day service and were part of a group that met up one
afternoon a week for a coffee, chat and a game of bowling. She was keen to maintain
her friendships, so joined the group.

With her support worker, she checked what was available in the same area that would
fill her morning. She was interested in an art group at the local adult education centre,
and was welcomed by the tutor and group. This has given her confidence to take part in
the group and look at other options and hopes to build on her interests over the coming
months.
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Her support worker helped her to write letters to various charity shops, offering to do
some voluntary work. Miss L now volunteers one day a week within a charity shop and is
enjoying giving something back to her community.

With the encouragement from her mum, sister and brother, and assistance from the
support worker, Miss L is trying out other interests. She is now travelling using public
transport with minimal support.

Case Study 2
Mr P lives in his own flat with support from his family, and attended the day
service three days a week. He left in May to pursue other activities that he wished to do.

He is part of a group of friends who meet up one morning a week to play pool as this is a
shared interest for them all. They have lunch together and make plans for the following
week. In the afternoon they go to the bowling where other friends join them.

Mr P travels to a local community centre by bus independently to play five aside
football. This group was initially set up with the aid of a support worker, who still comes
along to introduce others to join in.

Through trying different activities, he found he really likes to keep fit to music. He now
attends a Zumba class and a line dancing group without any support. Mr P attended a
Dates and Mates ceilidh event in Glasgow along with others, which he absolutely loved
and is looking forward to the next one.

This now fills the three days that he previously attended a day service, doing a range of
different activities within his community. Mr P is so proud at how far he has come.

2. Anticipatory Care Plans

The Partnership is working with people, particularly those at risk of hospital admission,
to have an Anticipatory Care Plan (ACP) in place. These plans have a focus on
prevention, anticipation and supported self management with the person at the centre
of all decisions regarding their care.

When a patient has particular health care needs that may make them more vulnerable
to readmission, the ACP forms an important part of the delivery of consistent care. This
will support clear communication between hospital and community teams. Through
work carried out by ACP nursing teams, the service aims to:

= prevent patients being readmitted to hospital, and if

= in the case of a hospital stay, the length of time spent there is shorter. This is
because home care needs are addressed on an ongoing basis and are not a reason
for delays in discharge.
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From September 2017 the ACP Team have been working with the Advice Line for You
(ALFY). The combined service now proactively contacts patients within a few days of
discharge. This is to check how patients and their carers are coping at home with the
services arranged for them. If further support is required, a referral for an ACP
assessment is made. On assessment, necessary interventions are determined and
initiated to ensure the best care plan can be delivered outwith the hospital setting
where appropriate.

The multi professional Forth Valley Anticipatory Care Planning Group promotes a whole
system model for anticipatory care planning built on existing good practice and
improvement work locally and nationally. The group have developed robust evaluation
and reporting arrangements.

3. Palliative and End of Life Care

Palliative care is the care given to a person who has an advanced life threatening illness
that can’t be cured. It helps to improve a person’s quality of life as much as possible by
managing social, physical and psychological symptoms. End of life care (EOLC) is the care
given to people who are in the last few months, weeks or days of their life to allow
dignity until they die.

When people are asked, about 70% wish to die at home. However it is thought the
actual numbers who achieve this is nearer 25%. This means that people are dying in
places such as hospitals, which may not be what a person or family wants or appropriate
for the needs of a person. Much of palliative and EOLC can be delivered within the
community with the support of trained health and social care professionals.

Anticipatory Care Planning (ACP) is a “thinking ahead” approach which allows an
individual to think about their future care, wishes and needs. By encouraging social and
health care professionals to have conversations around these issues, it is hoped that
people will receive the right care for them in the right place when this care is needed.

The Partnership is working to deliver a model of care for people with palliative and end-
of life care needs. This will provide high quality, effective, integrated and person centred
care. The model can be achieved by a skilled workforce with an increasing focus on
providing care in community settings as close to home as possible.

This work is being led by the Forth Valley Palliative and End-of-life Care Network and a
Forth Valley Strategic Group. The main areas of progress over the year have included:

= the Forth Valley Planning Ahead Anticipatory Care Planning Project are working to
ensure people have an ACP, and that Key Information Summaries (a summary that
can be accessed centrally) are updated. This will enable the person to be at the
centre of their care and that the team supporting them are aware of their needs. The
ability for professionals, both in and out of hours, to access important information
regarding an individual is vital to ensure the correct decision about their care is
made.
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= improving communications and encouraging earlier conversations. Conversations
about palliative and end of life care can be difficult for families, patients and
professionals. By having a trained team, these issues can be discussed in a timely,
efficient and sensitive way.

= staff education: the Network runs with an education sub-group. There are numerous
and varied education opportunities within Forth Valley aimed at those with different
roles and responsibilities. Highly skilled staff will be able to deliver quality care.

= care homes: A new education facilitator is working closely with care homes. The
facilitator is working on areas such as better communication with primary care,
recognising dying and documentation about EOLC. Care home staff are vital in
enabling quality palliative and EOLC for their residents and training in these areas
ensures their competence.

= EOL care planning education to support changes in practice. New documents and
processes are developed all the time for this area of health care. (eg My ACP,
ReSPECT). By supporting practices through education events and visits, they are
encouraged to use the most up-to-date and relevant resources.

= EOL care planning: Staff education is being supported by a nurse to provide peer
support in Community Hospitals. This nurse supports staff to undertake the most up
to date processes for EOLC and collating data around what is actually occurring. This
allows identification of further training needs for staff.

= developing Advanced Nurse Practitioner (ANP) role to support teams in the provision
of care for people with cancer and/or palliative or end of life care needs. Over recent
years there have been increasing challenges around recruitment in primary care. This
has resulted in the need to develop new ways of working with a different skill mix of
health care professionals. The ANP role is one way NHS Forth Valley has responded
to this challenge. The uniqueness of this particular role is that the person involved is
an ANP for 2 days and the Cancer and Palliative Care Facilitator for 3 days — what is
evolving is a new blended model which is proving to be very beneficial for patients
and the organisation.

= the Quality Improvement Team are supporting measurement of this work so we may
evidence the value of the ANP role.

= one of the key performance indicators will be in reducing the risk of admission to
hospital inappropriately in the last 6 months of life therefore reducing the number of
hospital bed days. This ensures that this area is kept as a priority for NHS Forth Valley
and encourages regular analysis.

= EoLCin the community. All these initiatives have resulted in an improvement in care
for people at the end of their lives within their local community. This is
demonstrated through individual patient stories along with ongoing larger scale
audits or quality improvement work. However, this is an ongoing development and
requires an ongoing commitment.
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To date the emerging priorities from the work are as follows:

= develop a revised future model to meet the national goal to ensure that everyone in
NHS Forth Valley area who needs palliative care and/or end of life care will have

access to it by 2021

= improve communication, coordination and care planning for those with palliative

and end of life care needs

= develop a balanced workforce with the right capacity, knowledge and skills.

Some of the key themes within these emerging priorities are outline in the diagram below

New models & improved
access

Communication, care
planning & coordination
e Seamless care

¢ |dentified early

¢ individualised plans

* Universal cccess

* Reduce time in hospital /
deaths in hospital

* Openness about death,
dying & bereavement

¢ Anticipation of needs
¢ Resilience & Support

¢ I[ncrease time at home /
deaths at home

e Signposting of services

¢ Rapid access to MDT

Figure 7: Key themes

Staff & skills

e Knowledge & core skills

e Confident & well
prepared

e Dignity & respect

e Warm & compassionate
e Consistency & equity

e Joint Learning

e Carers

After some further scoping work, it is envisaged that these broad areas will see significant

levels of improvement activity over the next 3 years.
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Local Outcome 3: Safe

Health and social care support systems are in place, to help keep people safe

and live well for longer

What will this mean for people? What will this mean for our communities?
People will be supported to live safely in Communities are confident that systems are
their homes and communities. People will in place for the identification, reporting, and
be involved and consulted on decisions prevention of harm.

about their care, treatment and support.

People will have timely access to services,
based on assessed need. Services will
improve quality of lives and be joined up to
make best use of available resources.

Examples of work progressed during 2017/2018

1. Closer to Home: Enhanced Community Team
2. Uninjured faller pathway with the Scottish Ambulance Services
3. Pharmacy Support

1. Closer to Home: Enhanced Community Team

The Closer to Home model is part of a broader portfolio of health and social care
services. The Enhanced Community Team (ECT) is a dedicated nursing team with GP
Fellows and Allied Health Professional (AHP) input. The team aim to support people to
remain more resilient at home at a time of escalating need or ‘crisis’ due to acute illness.

This can help avoid hospital admission by providing immediate and urgent advice and
/or treatment. It can also provide an enhanced supported discharge ‘step-down’ model.

The service operates 24 hours a day, 7 days a week. Since the service started in
December 2015 there have been 586 admissions to the service from Falkirk. When a
patient is admitted to the team a Medical Anticipatory Care Plan is carried out, so should
the person’s condition decline, there is a clear plan to indicate whether they wish to be
admitted to hospital or remain at home. Approximately 25% of patients are either
admitted or die fully supported by the team at home. Of the remaining people who
were cared for by the service, all patients were given the choice to give feedback. We
collect feedback in a number of ways; patient stories, NHS FV feedback cards, thank you
cards and video interview feedback. There have been no complaints received about this
service. All feedback has been positive.
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2. Uninjured faller pathway with the Scottish Ambulance Service (SAS)

A Forth Valley multi-agency group, including SAS, is taking forward work to develop
pathways and local services. This will avoid unnecessary transportation to hospital for
fallers who are uninjured or uninjured and medically unwell. They will refer this latter
group to the Enhanced Community Team for services. The group also receive support
from the Improvement Adviser from the national Active and Independent Living
Programme to facilitate learning and sharing of good practice.

The following diagram describes the new uninjured faller pathway being used.

Call received at Ambulance
Control Centre and triaged

\4

Pass to SAS Crew
for assessment

\

SAS
treat and refer at scene

¥
v v v

o nifi - I
S |.c?nt |njur.y/unwe ! Uninjured & unwell, Faller who is uninjured
requiring hospital level .
requiring GP level care and well
care
Refer to
Take to Refer to Mobile
Hospital Closer to Home Emergency Care
Services

Figure 8: Uninjured faller pathway
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3. Pharmacy Support

Practitioners within Community Pharmacy, Care at Home and GP practices worked
together to develop a 2 year pilot service to provide additional pharmacy support within
Community Hospitals, Care at Home and Care Homes. The pilot will test the impact of
having Pharmacist Prescribers and Technicians working across these three community
settings. The intended outcomes are that there will be a reduced demand on the GP
workforce, reduce medicines related hospital admissions and improved patient safety
through polypharmacy review and liaison with the health and social care teams.

The new service is intended to provide polypharmacy support within 2 Community
Hospitals and 23 Care Homes. Support will also be provided across Care at Home
Services, which provide care for approximately 4,000 services users across the Falkirk
area. Care at home visits typically include over 5,000 medication prompts per week.

Pharmacy Technicians will review people’s ability to manage their medicines
independently or with home care support. This will enable prompt discharge from
hospital settings and encourage self management, thereby enabling people to remain at
home longer. Home Care staff will also be trained and supported to administer some
medicines, where appropriate. This follows recommendations made by the Care
Inspectorate that resulted in changes in local policy to allow staff to administer some
medications.

Expected benefits include:

= updated education and training of care staff and carers in medicines management

= service users will receive an improved service where they have been identified as
requiring medication support and it is anticipated that this will reduce delays in
sourcing care packages for hospital discharge

= savings on medical resource by releasing GP workforce capacity as part of Primary
Care Transformation

= improving patient safety during transition between services e.g discharge from
Community Hospital to Home

= reduction in readmission rates

= improving medicines optimisation by providing poly pharmacy review (estimated at
£140 each year for every care home resident)

= efficiency savings in medicine expenditure (Estimated at 8% saving)

= reduction in medicines wastage, particularly in the community.
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Local Outcome 4: Service User Experience

People have a fair and positive experience of health and social care

What will this mean for people? What will this mean for our communities?

People feel services are responsive to their Communities will have the opportunity to be

needs and are available to them before engaged and involved in service redesign
reaching a point of crisis. These services are  and delivery within their local areas. This will
joined up and improve quality of lives. be based on a clear understanding of local

needs and available resources.
People are engaged and involved across the
HSCI Partnership. People will receive
feedback and understand what their
contribution has influenced.

Examples of work progressed during 2017/2018

Carer’s Act Implementation

Frailty at the Front Door Collaborative
National Health and Social Care Standards
Duty of Candour

Eligibility Criteria

S A

1. Carer’s Act Implementation

From 1 April 2018, the Carer’s (Scotland) Act 2016 extends and enhances the rights of
unpaid carers. The Act aims to ensure that carers are supported more consistently, so
they can continue to care if they wish, and are able to do so in good health and with a
life alongside their caring responsibilities.

The 1JB and Partnership, has over the course of 2017/2018 overseen and directed the
preparations for the implementation of the Carers Act. A Carers Act Implementation
Group was established. This has membership from across the HSCP, Falkirk Council and
importantly carers and carers’ representative groups. Through effective engagement and
co-production the group ensured that the requirements of the Act and its introduction
have been realised. A work programme to meet the additional ongoing requirements of
the Act for 2018/2019 has been developed.
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2. Frailty at the Front Door Collaborative

The Partnership and NHS Forth Valley are one of five partnerships participating in the
national Frailty at the Front Door Collaborative, facilitated by the iHub Acute Care Team.

The aims of the project are to improve outcomes and experience for older people and
their carers living with frailty and presenting to acute services by:

= rapidly and reliably identifying frailty at the front door

= delivering early Comprehensive Geriatric Assessment (CGA)

= ensuring the person experiences well coordinated care and support attuned to their
needs with the focus on support at home or a homely setting where possible

= improving interface and collaborative working between health and social care.

This work is being taken forward by an integrated Frailty at the Front Door Project Team
with representation from acute, health and social care staff.

3. National Health and Social Care Standards

Work has taken place in the Partnership to implement new human rights based National
Health and Social Care Standards from 1 April 2018. The objectives of the new standards
are to drive improvement, promote flexibility and encourage innovation in how people
are supported and cared for. Each Standard is underpinned by five principles: dignity and
respect, compassion, be included, responsive care and support and wellbeing. These
principles are not standards or outcomes but rather reflect the way that everyone
should expect to be treated. All services and support organisations, whether registered
or not, should use the Standards as a guideline for how to achieve high quality care.

4. Duty of Candour

The Partnership has prepared for the implementation of the Duty of Candour, which
came into effect on 1 April 2018.

The overall purpose of the new duty is to ensure that organisations are open, honest
and supportive when there has been an unexpected event or incident that has resulted
in death or harm that is not related to the course of the condition for which the person
is receiving care. This requires organisations to follow a procedure which will include
notifying the person affected, apologising and offering a meeting to give an account of
what happened. The procedure will also require the organisation to review each
incident and offer support to those affected (people who deliver and receive care).

The 1JB Clinical and Care Governance Committee will be the lead for implementation
planning, monitoring and review.
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5. Eligibility Criteria

The Adult Eligibility Criteria for social care was revised with a new version being
approved by the IJB for implementation from October 2017. The new Criteria seeks to:

= identify the skills and abilities of individuals in managing their own support

= the informal support networks available to them (family, friends, neighbours,
community) and

= consequently to outline the role of formal services, if required, in supporting
individuals with care and support needs.

In this way support can be designed around identified personal outcomes with support

plans being agreed, including how formal support will be delivered alongside informal
support arrangements, using self-directed support values and principles.
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Local Outcome 5: Community Based Support

Informal supports are in place, which enable people, where possible, to live well for

longer at home or in homely settings within their community

What will this mean for people? What will this mean for our communities?

People are more confident, reliant and able ~ Communities are informed, involved and
to access local services and support to supported to work cohesively to develop
improve and maintain their health and well- and manage community based supports.
being and be more independent. There will

be a focus on early intervention and

prevention.

Examples of work progressed during 2017/2018

Primary Care Transformation Programme

Hope House: Specialist Low Secure Female Unit
Home Care Review

Falkirk HSCP Community Grants Scheme

FUSE Group

Community Capacity Building in Falkirk
Changing Places Toilet Facilities

L B g T g =

1. Primary Care Transformation Programme

Primary Care Transformation is set within the context of the new GP contract and a
background of general practice sustainability challenges. These challenges include an
aging General Practitioner workforce, rising workload and a lack of doctors training to be
GPs. Moving forward Primary Care Transformation will be driven by a Primary Care
Improvement Plan which is currently under development. This will outline the
implementation of the six priority areas for implementing the new GP contract. These
largely focus on augmenting primary care capacity and capability through
multidisciplinary supports such as pharmacists, Advanced Nurse Practitioners, mental
health practitioners and physiotherapists, supporting GPs to focus on complex and
undifferentiated care.

There are 3 strands to the Transformation Programme in place in Forth Valley focusing
on the following:

Urgent Primary Care (GP) Out of Hours Transformation: A plan has been developed to

deliver on the aim of creating a safe and sustainable multidisciplinary approach to
Urgent Out of Hours Care in Forth Valley.
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This new model will be delivered by significantly increasing the capacity for Advance
Nurse Practitioners to work safely with fewer GPs, supported by Mental Health Nurses,
Paramedic Specialists and improved integration with other over night supports. Five
advanced nurse practitioner training posts have been filled to support the new model.

Primary Care Transformation: Aims to encourage GP practices to work together in
clusters, taking a multi-disciplinary approach to care within practice and the community.
This involves developing the role of health professionals such as pharmacists,
physiotherapists, mental health professionals and advanced nurse practitioners in
delivering aspects of patient care — freeing up GPs to focus on more complex cases and
provide clinical leadership.

The key focus, to date, has been on improving access to GP services for mild to
moderate mental health issues within the Falkirk West Locality. Four mental health
primary care nurses and additional pharmacy sessions each week will provide an
additional 300 triage and face to face mental health appointments within 8 GP practices.
Baseline data has been collected with 10% of GP appointments found to be for mental
health support alone. A further 10% of consultations include a mental health component
presented alongside other complaints.

Mental Health in Primary Care: The investment for mental health services aims to
improve access for people with mental health needs to the most appropriate support as
quickly as possible, in the most appropriate setting. This aligns with the new Mental
Health Strategy for Scotland 2017-2027.

The Primary Care Transformation Fund (PCTF) is supporting the development of a more
efficient and integrated model which will bring Alzheimer Support Workers, the
Dementia Outreach Team and a PCTF funded social care dementia resource together to
improve the matching of support to the needs of users.

Aligning with the Autism Strategy recommendations, we are also developing an area
wide resource to support the diagnostic pathway and post diagnostic support for people
with autism spectrum disorders and their families.

Hope House: Specialist Low Secure Female Unit

The 1JB approved a proposal in 2017 to establish a six bedded low secure female unit on
the Bellsdyke site. The unit has been open since August 2017.

Hope House is a specially designed resource for women of adult age who have complex
needs requiring treatment in a low secure care setting. In the design of Hope House
there was significant consideration given to the therapeutic setting of the environment
and staff training was designed to support a homely model of care which is trauma-
informed and highly risk-managed.

Hope House has allowed us to repatriate women who were cared for in private
resources out-with the Forth Valley area, reducing the travel burden for families and
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providing care closer to home with the opportunity for appropriate community
engagement and integration making discharge planning much smoother.

The remaining beds have been utilised for NHS Forth Valley patients who were either in
medium secure inpatient facilities or in the local mental health service. This prevented
expenditure on out of sector treatment and care and embraced the principles of a least
restrictive alternative without compromising on risk management.

Since opening the Mental Welfare Commission have visited the unit and reviewed the
care and treatment. The findings of the Commission were very positive and in particular
the model of care and therapeutic alliance with patients was identified as a real strength
in the service.

3. Home Care Review

The Home Care Service is undergoing a review to ensure the service continues to meet
the outcomes of people who use the services. At the same time there is redesign work
ongoing towards a whole service reablement focus and ensuring availability of services
to support people with complex and challenging care needs.

In reviewing the service, the use of data from the real time monitoring system (CM2000)
is providing robust information about the needs of service users. This information
enables demand and capacity to be mapped in real time, providing evidence to design
how staff are deployed to deliver care at the right time and in the right place. The roll-
out of the CM2000 system across all of in-house provision was completed in November
2017.

The in-house home care service has focused on service review and improvements
informed by findings from the CM2000 scheduling system and through engagement
events targeted at the home care workforce. The objective in 2018 is to improve the
service and make sure it can respond in the future when the service user base is likely to
be older, frailer and have multiple disabilities. Initiatives currently being progressed
include:

= achieving efficiencies in scheduling

= embedding reablement and outcomes based approaches

= upskilling and mobilising the workforce

= steering the service towards delivery based on a locality model.

4. Falkirk HSCP Community Grants Scheme

Falkirk HSCP Community Grants Scheme was launched in April 2017. It offers small
grants of up to £2,000, to groups and organisations operating across the Falkirk Council
area. The scheme will fund groups to start up or extend activities within communities
that help people stay well or improve their health and wellbeing. During 2017/2018, 14
grants were made during 2017/2018. Applications are welcomed from both new and
existing groups.
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The main criteria for award are that the activities of the group have a positive impact on
the health or wellbeing of local adults. This may be an additional benefit rather than the
main aim of the group. Groups must be open to new people to join in with their
activities.

The HSCP would like to support a broad range of activities, however key areas of work
will be:

= support the reablement of people following an episode of ill health, to allow them to
live for as long as possible back in their own homes and communities with accessible
social interaction and activities.

= advocate and support preventative activity with people who have not yet entered
the health and care system to help minimise or postpone the need for formal health
or care services.

= develop the role that local organisations play in health and social care, including
participation in the design of future services.

Examples of grants that have been awarded:

Grangemouth Stroke Club: Support was provided towards their annual programme of
weekly meetings and activities, including local outings and Otago exercises. The
organisations members have varying disabilities and this offers them a day out and a
social opportunity for both them and their carers.

The Tuesday Club: grant awarded towards the running costs of the group, which
supports people with dementia and their carers. The group provides hot food and
company to help tackle the disadvantages of poor nutrition and isolation that older,
vulnerable people sometimes experience. Members pay a small fee which contributes
towards their lunch and running costs. The organisation receives referrals from
Alzheimer’s Scotland, GPs, Social Work and directly from older people and their families.

Make it Happen Falkirk District Forum: The organisation is open to anyone over the age
of 50 and/or those that are interested in the well-being of those over 50. The grant
supports the running costs of the group.

TocH Denny: The group is for adults with a disability. Members are supported by carers
and volunteers to participate in a range of activities safely, and without restriction.
Funds were awarded to the group to support a range of activities throughout the year.

FUSE Group

Staff within Bellsdyke and Community Mental Health services have worked in
collaboration with Stenhousemuir Football Club to establish the F.U.S.E. Group. This is
an integrated football team who have participated in the mental health and wellbeing
events, organised through the Scottish Football Association. The team’s hard work paid
off when they won the national Championship League in November 2017. This service
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demonstrates that through collaborative approaches and working in partnership,
innovative services can be developed.

6. Community Capacity Building in Falkirk

The aim of the project is to work with individuals and communities to help build capacity
within their community and empower them to continue initiatives when the project
funding comes to an end. This will enable communities to create solutions that are
desired to address the needs of individuals living there.

All activities undertaken will focus on facilitation and sustainability, enabling the
community to flourish in the future. Outcomes are to:

= create co-produced community action plans

= reduce inequalities

= support community champions

= facilitate engagement with Community Planning partners and the HSCP via third
sector forums.

The Health and Wellbeing Officer will work with community groups and individuals to
facilitate their plans for development and expansion, which will include a range of
activity based groups as well as sports clubs and community sports hubs, however it is
recognised that not all health and well being activities are sports related.

CVS Falkirk staff work jointly with the Community Learning and Development team and
Falkirk Community Trust. This work is also integrated with the SOLD delivery groups and
HSCP locality planning groups. To date we have worked with communities to:

= map community assets and existing groups
= jointly with service providers identify gaps in provision
= identify possible opportunities for Community Asset transfer.

7. Changing Places Toilet Facilities

Within the Falkirk Partnership area we are making progress towards having on Changing
Places Toilets [CPT] available at a range of locations. A stakeholder group, chaired by
the Head of Social Work Adult Services, has brought together family carers,
Occupational Therapy, Falkirk Delivers and the Community Trust to take this forward.

The provision of CPT facilities has been identified as a gap, which leads to denial of
dignity. People are feeling compelled to abandon planned time away from their homes,
having no choice but to return there to attend to their personal care needs.
Alternatively they and their carers are required to deal with personal care needs in non
adapted facilities.
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The group has made good progress over the year, including:

= the Community Trust has completed work on installation of a facility at the Mariner
Centre

= afacility at Grangemouth Sports Complex is nearing completion

= Forth Valley College have agreed to open their facilities for use by the wider
community

= the Social Work Service is taking steps to open some facilities, for example at Oswald
Avenue Day Service, for use by the wider public

= the Council’s Locality Hubs are being designed with the need for CPT included as
standard

= engaging with the private retail sector to make available CPT facilities.

By empowering people who have higher levels of personal care need to be involved in
their communities, new provision will support the Partnership outcomes of self
management, fair and positive experience, and access to community support. The
proposal supports the objectives of the Review of Day Services for Younger People
which can only deliver the shift towards more community based support if the
necessary physical infrastructure is in place.
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How we are enabling change
Understanding our local needs

The Partnership’s Joint Strategic Need Assessment (JSNA) has helped us to understand and
demonstrate the needs which exist and to inform the development of the Strategic Plan.

The JSNA brings together available data that allows us to understand the current supply of
services and gaps between need and supply. Understanding need and service provision
across the Partnership will be key to future success.

Over 2017-2018 the Partnership has published locality profiles and a Carers Needs
Assessment. Further work will be done in 2018/2019 to develop more detailed needs
assessment and these will support the preparation of a new Strategic Plan for 2019 -2022.

Health Inequalities

The National Health and Wellbeing Outcomes describe what health and social care
partnerships must achieve through integration. These are set out in the Our Partnership
section of this report. Outcome 5 states that health and social care partners will work with
local communities to “...contribute to reducing health inequalities.”

Life expectancy is one of the key indicators of health inequalities and the charts below show
the difference in life expectancy at birth for the 15% most deprived areas of Falkirk (and
Scotland) against the remaining 85%.

Addressing health inequalities is not just about providing quality health and social care
services. It involves working with local partners such as Housing, Employment and the
Falkirk Community Planning Partnership to create a better physical, social and economic
environment for all.

It also involves delivering services to those who have the greatest need. The evaluation of
the Discharge to assess service highlighted that 55% of the recipients of the service were
from the most deprived areas in Falkirk, while only 19% of service users were from the least
deprived areas.
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Figure 9: Expectation of Life at Birth for Falkirk & Scotland, by Sex, split by level of deprivation for the period 2011-2015
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https://falkirkhscp.org/wp-content/uploads/sites/9/2018/01/Joint-Strategic-Needs-Assessment.pdf
https://falkirkhscp.org/wp-content/uploads/sites/9/2018/01/Joint-Strategic-Needs-Assessment.pdf
https://falkirkhscp.org/wp-content/uploads/sites/9/2018/01/Locality-Profiles.pdf
https://falkirkhscp.org/wp-content/uploads/sites/9/2018/04/Unpaid-Carers-Needs-Assessment.pdf
https://falkirkhscp.org/wp-content/uploads/sites/9/2018/04/Unpaid-Carers-Needs-Assessment.pdf

Source - National Records of Scotland (NRS)

Note on Input data - Small Area Population Estimates for 2011-2015 and death counts at the data zone level
(obtained from NRS Vital Events) were used as input data. The population and death data was aggregated over
a five year period (as opposed to the three year period used for other life expectancy statistics published by
NRS) to ensure a higher level of statistical robustness.

Error bars signify 95% confidence intervals. Please note that the ‘Years’ axis does not begin at zero.

Key points on the charts above:

1 Male and female life expectancy at birth is broadly similar for Falkirk and Scotland.

2 The difference between male life expectancy at birth for the most deprived 15% and the least
deprived 85% is much greater than for females.

3 Estimates suggest that males born in one of Falkirk’s least deprived 85% areas will live on average 6.4
years more than males born in the least deprived 15%.

4 For females in Falkirk, there is only 2.3 years difference in life expectancy at birth between the 15%
most deprived and 85% least deprived.

Palliative and end-of-life care

In Forth Valley there are approximately 3,000 deaths each year, of which approximately 75%
could be anticipated or planned for (estimated by Information Service Division (ISD)). This
number is projected to increase by 22% from 2013 to 2035. Our current models of health
and social care delivery need to develop to meet this demographic challenge.

We also know that in Forth Valley:

= when asked up to 70% express a desire to die in their own home if possible

= 26% of deaths occur at home

= 42% of deaths occur in an acute hospital

= 8% of deaths in a community hospital

= 17%in a care home

= 7% in a hospice

= 30% of acute bed days are used by people in their last year of life

= 24% of people who are dying do not have access to the palliative care that they
need.

Use of Data and Intelligence

The Partnership has been working collaboratively with the Local Intelligence Support Team
(LIST) to promote and further the use of data and intelligence.

A visual and interactive dashboard has been developed that aims to assist managers
understand performance and variation. The dashboard is updated on a weekly basis and
provides managers with a near real-time picture of the current number of delays with an
added emphasis on identifying patterns in numbers of delays.
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Mumber of delays

Ng

The dashboard has been used by managers to monitor the drive to reduce delays due to
sourcing packages of care. The snapshot below (Figure 10) shows how numbers of package
of care delays have improved considerably since the inception of the dashboard:

You are viewing: POC Delays from 06/10/2016 to 28/06/2018
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Figure 10: Delayed Discharge Dashboard

How we are collaborating to improve

The Partnership is working with organisations such as Healthcare Improvement Scotland
and Improvement Hub (iHub) to ensure that health and care services continue to improve
and evolve so that they meet the changing needs of people that use them. The “How we are
making a difference” section of this report provided some examples of the range of work
being completed. In addition, we are working with Glasgow Caledonian University to
develop a Priority Setting Framework for the Falkirk Partnership.

Funding was secured the Chief Scientist Office’ for a three year research project to develop,
implement and evaluate a framework for priority setting based on principles and processes
from economics, decision science, ethics and law. Falkirk is the main site working closely
with the lead researcher.

The framework is being applied to Homecare Services in Falkirk. There is an established
Home Care Review Group looking at the provision of Home Care services. This is supported
by a recently established Home Care Performance Reporting Group. The framework is
building on this existing work.

The-pfejeet-temﬁ-mehrdes—Pfe-Fesee%Gam Donaldson, Professor Rachel Baker, Marissa Collins, and Dr Micaela Mazzei
Glasgow Caledonian University; Dr Lucy Frith, University of Liverpool; Professor Alec Morton, University of Strathclyde;
Keith Svrett. Universitv of Bristol: Paul Leak. Scottish Government

Falkirk Health and Social Care Partnership 35

Health and Social Care



The process will focus on the balance of the delivery of Homecare services and is looking to
answer the question

“what balance of internal and external provision would deliver a responsive, efficient
and sustainable Home Care provision that addresses quality, personal outcomes and
reablement?”

Using this area as the focus for priority setting will allow for a short, medium and long term
analysis for the service.

Workshops have been held with the 1JB, the Homecare Review and Performance groups
alongside Home Care managers and the Strategic Planning Group to outline and clarify how
this is being applied to the Home Care service and to begin to develop criteria to aid
decision making. Data on the current resource use for both internal and external Home
Care services is being collated. A research team has been set up to lead and facilitate the
process.

How we involve people

Falkirk HSCP Participation and Engagement Strategy sets out our commitment to effective
and meaningful engagement with service users, carers, communities, staff and partners.
Importantly, it also provides information about how people can participate and why
participation is important.

The table below shows some activity undertaken by the Partnership during 2017-2018.

Who was involved?

Activity Service | Carers | Comm-
Users unity

Representation on the 1JB and Strategic Planning

Group

Recruitment process completed for the service user,
carer and Third sector positions on the 1B v v v v v

Held 6 staff engagement sessions for a range of staff

across the HSCP, including Third and Independent

Sector. The emerging themes and opportunities for v v
better integrated working were developed.

Held 8 Homecare engagement sessions for frontline

workers and support staff at the end of 2017 and

January 2018. The events were attended by 42% of

frontline staff. The staff feedback provided has v
helped inform a number of key priorities for the

service being progressed during the course of 2018.

Implemented Living Well Falkirk. The website was

demonstrated to MECS users, the local Scottish

Health Council rep, CVS Falkirk, Action on Hearing ‘/ ‘/ ‘/ ‘/ ‘/
Loss at the Sensory Centre and the Public
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Who was involved?

Activity Service | Carers | Comm-
Users unity
Partnership Forum. Feedback is very positive and

any areas for improvement have been fedback to
the Steering Group and ADL Smartcare.

Redesign of day services for younger adults v v v

Conducted a public consultation on local Eligibility

Criteria for the Carers Act. This consisted of 2 public

events, an online and paper survey, information in ‘/ ‘/ ‘/ ‘/ ‘/
the local press, Facebook and Twitter.

Worked collaboratively to develop the Support at

Home (Home Support and Supported Living) v v v v
contract

Involved in work with service users, the three

Councils and NHS Forth Valley to put in place a Forth

Valley contract for Advocacy Services. This was led v v v
by Stirling Council.

Local networks in place e.g. Carers Forum, Public
Partnership Forum, Joint Staff Forum, Providers v v v v v
Forum and Community Care and Health Forum

Held a Third sector commissioning event to help co-
design how Falkirk HSCP take forward strategic v v
commissioning

Participation in Forth Valley wide Third Sector
Conference, facilitation support within 2 workshops v v
about Strategic Commissioning

Completed integrated locality development work
with health and social care teams and the Third v v
sector

Celebrated Older People’s Day - CVS Falkirk led the

organisation of an Older People’s Day 2017 drop-in v v v v v
event for the Partnership

Held a multi-agency Forth Valley planning event to

raise awareness of the new national Mental Health

Strategy. Fifty one participants from across a range

of statutory agencies and third sector organisations v v
working with adults, children, educational and

criminal justice services attended this event

Held a multi-agency event following the launch of

the Dementia Strategy. Delegates were engaged in

determining the current position in achievement of \/ \/ \/ \/
each of these commitments, where the gaps were,

who should lead on closing the gaps and how we
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Who was involved?

I I e I
Users unity

could measure success. This was followed up by

engagement with the Carers’ Centres to ensure wide

stakeholder participation. These outputs have

informed the redesign of specialist dementia

services detailed below and started the conversation

of how communities and organisations can work
together to achieve the commitments in the strategy

Published articles in the local press, Falkirk Council
newsletter, and delivered presentations to local v v v v
groups

Consultation with young people and their families in

the Partnership area about how we can improve the

way we support young people with additional ‘/ \/
support needs as they move from children’s to adult

services

Held a FV wide stakeholder workshop to review the

future priorities for palliative and end-of-life care

and to help shape the key actions required to deliver \/ \/
transformational change. The outputs were used to

refine the priorities and P&EOLC action plan

Reviewed the Social Work Adult Services Transport
Policy - a questionnaire, the draft policy and a
covering letter and were sent in hard copy to all 150
service users currently receiving assistance with
transport in early December 2017. This group
includes users of the buses for day services as well as
those for whom taxis or volunteer drivers provide v v v v
transport. Three drop in sessions were held in
January 2018. 83 people completed the
guestionnaire and approximately 30 people
attended the drop in sessions. Most respondents
were people or the carers of people who currently
use day services.

Table 2: Partnership engagement activity 2017-18

How we support our workforce

The Partnership remain committed to ensure our workforce, and that of partners, is
responsive and skilled and is able to provide care and support that is local, and of a high
quality, consistent with our ambitions. Our workforce is the single most important resource
in delivering high quality services and the transformation required to ensure the delivery of
health and social care integration.
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We ensure our workforce has a voice in the work of the partnership through the Joint Staff
Forum which involves senior officers and staff side/Trade Union representatives. We aim to
work in partnership with our workforce through this Forum to ensure the local knowledge
of our workforce is considered when improving our services. We have always contributed
to the Forth Valley Forum but have now set up a Falkirk specific Joint Staff Forum to ensure
we are focused on important local issues.

We are working with Forth Valley College and the independent sector to ensure the
availability of a flexible responsive workforce with the right skills, in the right place and at
the right time to ensure that our service users get the right level of support early enough.

A development workshop was held in Spring 2017 with care providers and stakeholders
from Falkirk Council and Third sector to consider working together to improve the quality of
vocational training in Falkirk. The overall aim of the workshop was to ‘ensure that potential
partners and stakeholders consider and help draft the design and initial function of a
potential Training Consortium in Falkirk’'.

During the workshop several exercises and discussions were completed to identify the key
areas for the consortium to consider and develop. The overall aim for the proposed training
consortium is to ‘enhance the quality and cost effectiveness of health and social care
vocational training in Falkirk.” Following the workshop work discussions have continued with
the aim of establishing a collaborative approach to training and workforce development as
reflected in Part 2 of the National Health and Social Care Workforce Plan.

The section above (How we involve people) also describes some of the work that involved
and engaged our workforce.

How we are working with Falkirk Community Planning Partnership

The Health and Social Care Partnership is a strategic partner within the Falkirk Community
Planning Partnership and makes a significant contribution to the CPP’s Strategic Outcomes
and Local Delivery (SOLD) Plan in a leading capacity, as follows:

= People live full and positive lives within supportive communities
= Improving mental health and wellbeing.

The Partnership also makes a distinct contribution to a number of other priorities and
outcomes within the SOLD plan.

In relation to mental health and wellbeing, the Chief Officer chairs a multi-agency Mental
Health and Wellbeing group, who have developed an area wide action plan, which all
partners are accountable for delivering. This is currently being reviewed following the
publication of the national Mental Health Strategy.
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How we are working with Children’s Services

Good Transitions — Improving Transitions Planning:

Young people with additional support needs and their families told us how we can improve
the way we support them as they move from children’s to adult services. The work found
optimism about the future and enthusiasm around how good transitions can be achieved
and a realistic appraisal of the work that will be required.

For young people with additional support to do this successfully they need the right support
to make the transition into young adulthood. Good transition planning is of central
importance to the achievement of their personal outcomes. This involves coordination
within and across services including education, children’s social work, the Health and Social
Care Partnership, health, housing, employment services and the third sector.

The Partnership has adopted the Principles for Good Transitions to guide service delivery
and practice and signal our commitment to excellence in transition planning. The
Partnership has agreed to identify resources to create a strategic role to co-ordinate
transition planning, implement the improvement actions and to create a Transitions
Steering Group, including the terms of reference for this group.

Safe and Together

November 2017 saw the launch of the Safe and Together approach in Falkirk. This initiative
is jointly supported by the Partnership and Falkirk Child Protection Committee and is
focussed on addressing the harmful impact of domestic abuse on children, young people
and families and communities.

The approach provides a means of assessing and describing the impact of domestic abuse
on family functioning and children’s wellbeing and development. It supports a move away
from a broad recognition of how domestic abuse tends to impact on individuals and children
as a group, to an understanding of how the specific abuse within that particular family has
impacted on the individual child’s wellbeing.

Safe and Together is an approach to intervene successfully with domestic abuse victims
(survivors) to:

= create non-blaming partnership
= recognise the victim’s strengths and parenting capacity
= strengthen the relationship between the non-abusing parent and child.

An approach to intervene successfully with perpetrators of domestic abuse to:
= assess risk
= assess impact on children’s wellbeing

= assess capacity to change
= hold them to a high standard of parenting
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= ensure they are visible within Child Protection processes and the Child’s Plan,
including safety planning.

The approach supports the need to change the way we view domestic abuse; to think
differently about how we currently respond and what we do in practice. As the approach is
being embedded across services in Falkirk this is helping to inform and achieve culture,
systems and practice change.

Partnership Funding was used to bring and launch the Safe and Together approach to Falkirk
and this includes evaluation of the impact of using the approach on practitioners, managers
and families. Practitioners who attended 4 days multi-agency core training in the approach
act in the role of mentor to support wider awareness raising, use of shared language and
embedding practice based on key principles. There is already a growing body of evidence in
relation to culture, systems and practice change across services.

How we are working with Housing

The Falkirk Housing Contribution Statement provides an essential link between the Falkirk
HSCP Strategic Plan and the Local Housing Strategy (LHS) with the key priority linking both
plans being “providing housing and support to vulnerable groups”.

The SCP Housing Contribution Group continues to progress actions from the LHS and the
Housing Contribution Statement and has representation from Falkirk Council Housing
Services, Falkirk HSCP and Registered Social Landlords(RSL). Three sub groups have been set
up to move these actions forward.

A report written for the group highlighted that there is an uneven geographic spread of
older people’s housing with less high end care/support and specialist housing in East
locality. There are also numerically greater numbers of older people in the East Locality. The
group have discussed using affordable housing grant to build specialist housing for older
people in the East Locality and looked at incorporating dementia friendly design features
into Council new build properties.

The group are reviewing the existing model of older people’s housing in order to assess if it
is fit for purpose. They are exploring if it could be used for Extra Care Housing or if it can be
reconfigured to address the current difficulties with the stock.

Visits have taken place with officers from Falkirk Council Housing Services, Falkirk HSCP and
Registered Social Landlord Managers to RSL developments for older people. These visits
considered communal facilities, housing support and social activities and how they can
increase their usage and involve members of the local community. Over 2018/2019 we will
continue to work with RSLs to explore opportunities to use of their facilities to develop
community based supports.
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How we are working with Falkirk Alcohol and Drugs Partnership

The Falkirk Alcohol and Drug Partnership is a multi-agency partnership that aims to reduce
the harm caused by the use and misuse of substances within our communities. The ADP
oversees a broad range of activity to support individuals and communities, including:

= adopt a Whole Population Approach - the team has widely distributed resources
which are designed to increase awareness of local services available to support
individuals and families affected by alcohol and/or drug use. This ranges from
leaflets to radio and plasma screen campaigns. The topics covered range from safe
drinking advice through to the dangers and legalities associated with buying alcohol
for those under the age of 18. It is thought that such work contributes, in part, to
self-referral being one of the most common referral routes locally. Future plans
include an alcohol campaign targeted at older adults.

= Forth Valley Recovery Community (FVRC) — this is a geographically based community
of people who are committed to making recovery from substance misuse a reality. It
is a community that hosts weekly events and regular activities that support people in
various stages of recovery from substance misuse. FVRC is open to anyone who is
affected by substance misuse with recovery activity now available 7 days of the
week. The FVRC is establishing strong links with other community groups across
Falkirk and is critical to making recovery visible within the area and to delivering a
clear message of hope and support to those contemplating or beginning their
recovery journey.

= continue to build a Recovery Oriented System of Care (ROSC), where treatment and
aftercare are integrated and priority is given to empowering people to sustain their
recovery. Features of a ROSC also link and contribute to the work of the 1JB.

= continue to operate a Critical Incident group which reviews all local drug related
deaths for learning points and relevant service developments. Wider Council
services are invited to reviews including Social Work services and Housing. Drug
related deaths continue to be a cause of significant concern across Scotland, with
2017 seeing the largest ever number recorded (934).

= Adult addiction services working across Falkirk continue to exceed the Scottish
Government LDP Standard in relation to waiting times. At the end of the last
published quarter (October — December 2017), Forth Valley exceeded the national
target. During this quarter, 100% of people referred for drug and/or alcohol
treatment, were seen within 3 weeks. This includes those in prison within Forth
Valley. More rapid access to treatment reduces risk not only to individuals but also
to families and communities.
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How we are working with Community Justice Partnership

The 1JB is a Community Justice partner, and as such is required to engage in the planning
and delivery of services. The Chief Officer represents the 1JB on the Falkirk Community
Justice Partnership (CJP), which sits within the Community Planning Partnership structure.
People with lived experience of Community Justice Services often have a range of needs.
These will require partnership working between the IJB and CJP to ensure people access and
make use of relevant services to address areas of need such as physical and mental health,
housing, social welfare, education and employment.

In 2017/2018, the Falkirk Community Justice Partnership was successful in funding bids for:

Aspiring Communities Fund: Led by Cyrenians, in partnership with CVS Falkirk, the Prepare,
Support and Sustain (PSS) project aims to scope out what the needs, skills, assets and
deficits are across Falkirk for people coming to the end of their involvement with the
criminal justice system who wish to access volunteering or work opportunities.

Employability, Innovation and Integration Fund: The Tackling Inequalities and Improving
Outcomes project aims to reduce health inequalities and improve the health and wellbeing
of people in the criminal justice system in order to improve their ability to engage in
employment and training. The project aims to work with people to improve their mental
health, deliver anticipatory care through keep well assessments, liaise with other health
professionals over compliance and changes to medication, liaise with psychiatry and
psychology and work with criminal justice and employability services to jointly plan
supported pathways to employment.

How we are working with the Third Sector

In August 2017, the partnership hosted a Third sector commissioning event. This provided
around 60 Third Sector Partners with information and the opportunity to help co-design
how Falkirk HSCP take forward strategic commissioning in a way that develops a robust and
sustainable partnership with Third Sector organisations, in order to deliver local services.
The event was jointly facilitated by ALLIANCE Scotland, CVS Falkirk and HSCP
representatives.

In February 2018, at a Forth Valley wide Third Sector Conference, 2 workshops were jointly
facilitated by representatives from Procurement and Commissioning Units within Falkirk and
Stirling Councils. The workshops focussed on strategic commissioning with a particular focus
on health and social care. A representative from the HSCP supported the facilitation of both
workshops.
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How we are working with providers

Care Homes During 2017 Care Home Managers meetings were held in January, March and
for Older October. So far in 2018 meetings have been held in January and April
People (meetings now held quarterly). These meetings provide the opportunity to

discuss prudent information with the managers as a group. To build greater
collaboration, the Care Home Managers are encouraged to set the agenda to
ensure discussion points that are important to them are raised. There are
often guest speakers e.g. Care Home Education Facilitator, the Care
Inspectorate and ASP Lead Officer.

Care Homes The first Care Home Managers meeting (for 2017) was held in June and then

for Adults a further meeting in November. For 2018 there has been one meeting which

(LD, MH, PD & was held in March 2018. It is the providers meetings and managers are asked

Complex Care) to add items to the agenda. It is a meeting aimed at partnership working
whereby the providers share good practice, engage in reflective practice and
discuss lessons learned.

Guest speakers are also invited to the meetings and also staff from Social
Work Adult Services. To date we have had the Care Inspectorate attend, ASP
lead from Adults services and Service Manager from Adult Services. OTs have
been invited along to discuss the provision of equipment in Care Homes.

Information is shared with the group in terms of forthcoming changes i.e.
Care Inspectorate (Cl) reorganisation, Duty of Candour, GDPR and new care
standards. Adult services and Cl shared good practice guidance with group
such as SSSC guidance on supervision, etc.

The feedback from participants has been very positive and the group are
working really well together. It has been a good demonstration of joint
working with providers and other organisations to deliver better outcomes.

Support at The engagement that we have had with Providers and others throughout
Home 17/18 in relation to Support at Home:

On 23 March 2017 and 20 October 2017 we held provider consultation
events. These were a continuation of a series of provider workshops that
commenced in Dec 2016. The whole process was aimed at ensuring that we
consulted with and involved providers in the development of the new
Support at Home framework which commenced in April 2018.

A total of 35 contract mobilisation meetings were held with providers by
Procurement and Commissioning staff and colleagues from Falkirk HSCP.
Meetings were held to give an opportunity for providers and colleagues to
share information around the work of the HSCP and operation of the
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framework. The meetings also gave an opportunity to understand the work
of organisations within the framework and what they can offer those in need
of support living within the Falkirk area.

In September 2017 a survey of carers was undertaken in partnership with
Falkirk Carers Centre. The aim of the survey was to engage with carers and
gain their views on what elements of home support were of importance to
them when receiving this service.

Now that the Support at Home Framework has been established, we intend
to work alongside colleagues in the HSCP to develop Provider Forums and
aiming for the first one to be later in the year.

The purpose of these forums is to give an opportunity for providers and staff
from HSCP and Procurement and Commissioning to meet and share practice,
talk about innovation within the sector, any challenges and how these may
be overcome and also any changes to legislation within the sector.

We expect these meetings will develop organically and that, through time,
providers will take much more of a role in leading on the agenda rather than
these being led by Procurement & Commissioning staff and the HSCP.

How we are enabling information and data sharing

There has been a significant level of work undertaken by the Data Sharing Partnership (DSP)
and IT colleagues across councils and health. This work supports a number of integration
strategic strands with a focus on enabling information sharing and access across the care
settings.

This has resulted in established infrastructure links now being in place between the main
health and council settings. In practice this means that access to both key health and social
care core systems (MIDIS, SWIFT, SWISS, Care Partners and TOPAS) can be undertaken at
the main health and council settings across the area.

There has also been work around developing a Health and Social Care Information Sharing
Portal to support clinical services.

How Partnership Funding is supporting transformational change and redesign

During 2015-2018, the Scottish Government has provided funding in the form of Integrated
Care Funding (ICF) and Delayed Discharge (DD) Funds. These two resources are collectively
known as Partnership Funding. A single governance and monitoring process has been
implemented in relation to Partnership Funding. This ensures that the collective resource
has the potential to enable transformational change and improvement to health and social
care provision, across the whole system.
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The four local investment priorities are:

= Avoiding unplanned admissions

= Health and wellbeing in communities
= Support for unpaid carers

= Infrastructure.

2017/2018 was the final year of the current Partnership Funding Investment Programme.
The Scottish Government have confirmed that Partnership Funding will continue to be
allocated to Integration Authorities, however funds will be issued via the NHS baseline
budget as opposed to a centrally monitored, ring-fenced allocation. The Scottish
Government are keen that partnerships continue to use ICF and DD Funds to support the
progression of local health and social care outcomes.

Activity and Progress during 2017/2018

This information provides an overview of how Partnership Funding has been used during the
period 2017/2018.

Partnership Funding Spend 2017-18

Total Spend £3,059,000
ICF Spend £2,661,000
Delayed Discharge Spend £398,000
Projects Supported 40
Table 3
Number of Projects by Priority / Theme 2017-2018 Percentage of Resource by Priority /

Theme 2017-18

2 6 % m Community Capacity

NHS Forth .
B Condition Specific
Valley
2 7 % u Enablers
Falkirk
HSCP B Intermediate Care /
Reablement
m Leadership
B Carers

Figure 11: Overview of Partnership Funding
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Programme Learning, Challenges and Changes

Areas of learning and proposed improvement actions were provided within the 2016/2017
Annual Report. The table below (table 3) provides an update on progress against
programme improvement actions during 2017/2018. Further improvement actions are also

highlighted.

Proposed Improvement Actions Progress during 2017/2018

Initiative
Sustainability

Performance
Management

Commission-
ing Approach

Financial
Management

Table 4

Moving forward a proactive approach to
commissioning will be adopted with the
Partnership working with partners to clearly
define what services are required, based on
evidence of local need and linkage with the
whole system.

Evaluation process will also continue, with
consideration being given to sustainability and
service redesign. This work should sit within the
context of longer-term local strategies and
planning processes across the Partnership.

Continue to work with project leads to embed
performance frameworks and encourage the use
of this information to drive service development
and improvement.

Ensure that performance information is
established at the point of initiative design.

A more pro-active commissioning approach
should be adopted to enable service
development in line with evidence based need.
This model of commissioning should link with
work being undertaken regarding strategic
commissioning.

In relation to current initiatives, work will
continue to evaluate and streamline provision.
This will include on-going discussion via the
Reablement Leadership Group and
commissioning sessions for Third sector
providers, focussing on Partnership priorities and
collaborative service development.

Principles regarding financial governance have
been developed. These principles have been
applied to all initiatives to help inform how
variance in actual expenditure to approved
allocation is treated. The implementation of the
principles will ensure consistency of practice and
clear accountability.

Three year Partnership Funding
Investment Plan approved by IJB in
March 2018. The plan sets direction for
investment in key areas for the period
2018 —2021. Investment is subject to
governance process.

Evaluation continues to inform
continuous improvement and
development within initiatives and also
between initiatives. Programme links
with Primary Care Transformation
Programme, Unscheduled Care Board
and Frailty Collaborative.

Performance management has
improved, however leads continue to
require some support.

Action:

Maintain support and assert escalation
process consistently for non-
compliance.

Three year investment plan approved.
Wider commissioning work has
progressed, with focus on:

e Mental Health

Support for Carers

e (Care and Support at Home

e Reablement

Action:

Develop single contract between
Partnership and organisation
incorporating all funding strands to
enable effective service planning,
collective oversight of impact and
sustainability.

Financial principles and an initiative
‘Change Request’ process are in place
and provide consistent and effective
approach to programme management.
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Strategic Commissioning

Falkirk Council and NHS Forth Valley support a wide range of services delivered through
external providers. The transfer of budgetary authority to the 1JB, has provided an
opportunity to consider how existing funding arrangements support the delivery of the
HSCP Strategic Plan and achieve best value, whilst also adequately supporting local
providers to develop and improve services in line with need and demand within localities.

In March 2017, the 1JB requested that the Leadership Group progress with work to develop
a robust approach to the way that services across Falkirk HSCP are put in place, particularly
within the Third Sector. Strategic commissioning is the term used for all the activities
involved in assessing and forecasting needs, linking investment to agreed desired outcomes,
considering options, planning the nature, range and quality of future services and working in
partnership to put these in place. Central to the implementation of effective strategic
commissioning process is outcomes for people. Therefore, partner, services user and carer
involvement is critical. The commissioning cycle is shown within figure 12, below.

-
*Needs Assessment 1 *Service Design
—

eInvolve Partners / S *Work with service

N // users and carers
*Set Priorities
/
ﬁ / Analyse | Plan v
J

*Supportsupplier
development

eMonitor Delivery e|mplement Service

USSR sValue for Money / Best

*Re-Commission Value

¢De-Commission
eAward Contract

Figure 12: Commissioning Cycle

The 1JB agreed that a whole-scale review should consider:

= clear alignment of investment with HSCP priorities and potential de-commissioning
of some services which no longer meet with HSCP priorities

= how best to engage with Partners, Services Users and Carers in the evaluation and
design of services

= development of contracts which enable sustainability for organisation, including the
ability to plan ahead and better develop and retain their workforce

= development of collaborative approaches to service delivery, encouraging providers
to work together to support provision
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= maintenance of services supported through short-term funding, in line with service
specific commissioning strategy and priority e.g. development of the Mental Health
and Wellbeing priority of the SOLD Plan

= the introduction of new legislation, which may change current statutory
responsibility.

In order to progress the implementation of a Partnership approach to strategic
commissioning, it was agreed that a phased approach should be taken. On this basis, due to
high level of need identified, the complex nature of funding, new legislation and priority
status within the Community Planning Partnership’s SOLD plan, initial work has focussed on
the following services:

= support for unpaid carers

= community based Mental Health
= reablement

= Home Care provision.

A multi-agency group has oversight of the strategic commissioning work, with sub-groups of
thematic experts taking forward activity.

Mental Health

Strategic Commissioning work in relation to community based mental health services, is
intended to ensure appropriate pathways are in place to enable people experiencing mental
health related illness to be supported within communities. In August 2017, an initial
Strategic Commissioning Event was held for Third Sector agencies. The feedback and key
learning from the event has informed the work of the Mental Health Strategic
Commissioning Working Group. This group was tasked with progressing a plan for
commissioning mental health services that have traditionally been delivered within the third
sector.

Several Third Sector organisations are commissioned to provide services for improving,
promoting or supporting the mental health and well being of the Falkirk population;
however the process of commissioning these services has been fragmented with numerous
funding streams created separately by Health and from Social Work. Fragmenting the
funding and commissioning process has created challenges for planning and service delivery
in both the statutory and third sector organisations across the HSCP.

The publication of the Scottish Government’s Mental Health Strategy (2017-2027) in March
2017, the priority status allocated to Mental Health within local strategy such as the
Community Planning Partnership’s Strategic Outcomes and Local Delivery Plan (SOLD) and
the requirement for Integration Authorities to discharge duties in line with local, regularly
reviewed Strategic Plans, mean that the development of a commissioning plan specific to
community based Mental Health Services is timely and critical.

The team agreed that in order to meet the needs of the population it would be important to
commission services based on need. This would include adult and older adult services with
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no distinction made, wherever possible, on the age group the intended intervention is

for. Child and Adolescent specific services were excluded as these services are not within
the scope of integration, however consideration was given to transition points. In addition,
specialist alcohol and drugs services are commissioned through a separate process, which is
led via the Alcohol and Drug Partnership and therefore specific alcohol and drugs services
were not directly a remit of this group. However, owing to the incidence of co-morbid
substance misuse within the group being considered it is essential that addictions services
are considered within the overall context of need and provision.

Early meetings of the group focussed on learning how the current commissioning
arrangements were working and what could be improved on in terms of process. An
exercise was also undertaken to gather information about existing service provision,
including internal provision, service funded by the NHS Forth Valley and/or Falkirk Council
and independent provision. The group has also reviewed interventions employed, the
consistency of performance information and data available from services and also
communication across services as a network.

Following this initial work, the group has now established opportunities to engage with GPs
and other colleagues within Primary Care and with providers, potential providers and
partners working with Mental Health Services.

Support for Carers

Similar to the process undertaken by the Mental Health group, the Carers Strategic
Commissioning Group initially gathered information about existing provision for carers as
well as national and local data. This information formed a baseline for the group to then
progress the identification of needs gaps between existing service and future service
delivery.

The Carers Act (Scotland) became operational on 1 April 2018. A considerable amount of
work has been undertaken to understand the current and projected need for provision
within the Falkirk Council area. The pace and complexity of the implementation
requirements from the Act, for example, eligibility criteria and the waving of charges have
been significant.

Support for Carers is currently in place, consistent with previous years. To date, additional
commissioning has related to supporting the implementation of the Act and undertaking
Carers Support Plans. Performance information is being gathered to enable the group to
establish and identify emerging service need. This will then inform ongoing commissioning.
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Our Performance

1JB Governance and Decision Making

Falkirk Integration Joint Board (1JB) has had responsibility for the health and social care
functions that were formally delegated to the Board since 1 April 2016. This means the 1JB
takes responsibility for the strategic planning and commissioning of delegated functions.
They are also responsible for ensuring the delivery of its functions, through the locally
agreed operational arrangements of:

= Social Work Adult Services

= Community and Family Health Services relating to in-scope functions

= Large hospital services planning, with partners who will continue to manage and
deliver the services as part of the pan Forth Valley structures.

NHS Forth Valley and Falkirk Council delegate budgets to the 1JB, which decides how
resources are used to achieve the objectives of their Strategic Plan. The 1JB then directs the
partners, through the Health and Social Care Partnership, to deliver services in line with this
plan. The IJB controls an annual budget of approximately £213m, and is responsible for
providing health and social services for the Falkirk area population.

A governance framework is in place which covers areas including the Integration Scheme,
1JB Standing Orders, Risk Management and Clinical and Care Governance. This framework
covers the rules and practices by which the IJB ensures that decision making is accountable,
transparent and carried out with integrity. The 1JB has legal responsibilities and obligations
to its stakeholders, staff and residents of the Falkirk Council area.

Membership of the Integration Joint Board is set out in legislation and is made up of 19
members. The Board has 6 voting members — 3 Falkirk Council Elected Members and 3 NHS
Forth Valley non-executive Board members. The membership must also include senior
officer representation from health, social work and wider stakeholders including service
users, carers, Third Sector and staff representatives.

The range of Board members has enabled insightful contributions from different
perspectives, and informed decisions. The voice of service users and carers in particular, has

been of importance and value to the Board.

The diagram (figure 13) provides an overview of the key activities of Falkirk IJB during
2017/2018.
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Figure 13: Key Activities of the Falkirk 1)B 2017/18

Financial Performance

The 1JB Annual Accounts 2017-2018 report the financial performance of the 1JB. Their main
purpose is to demonstrate the stewardship of the public funds which have been entrusted
to the 1B for the delivery of the IJB’s vision and its core outcomes as expressed within the

Strategic Plan. This section summarises the information contained in the Annual Accounts
2017 -18.

The funding available to the Integration Joint Board to support the delivery of the Strategic
Plan comes from contributions from the constituent authorities (Falkirk Council and NHS
Forth Valley) and funding allocated from Scottish Government. This funding includes the
Integrated Care Fund, Delayed Discharge Funds and the Primary Care and Mental Health
Transformation Funds. The combined funding is used by the 1JB to support the delivery of
the Strategic Plan.

The IJB issues directions to the constituent authorities to utilise the funding available to
deliver and/or commission services across the partnership on its behalf to deliver the
priorities of the Strategic Plan.

A financial report to the June 2017 meeting of the 1B highlighted that in 2017/2018 the

Partnership faced a financial risk in respect of in scope NHS budgets of c£1.490m. This was
due to a number of factors including recurring pressures carried forward from the
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2016/2017 budget and a number of savings options included in the 2017/2018 budget
which were rated as high risk for deliverability.

Despite efforts to address the financial risk, including the creation of a financial recovery
group which met regularly, the risk did not reduce, albeit some of the pressures on the
Partnership changed during the year. The most significant pressure facing the Partnership
in 2017/2018 was prescribing costs, due in part to higher drug costs for a number of
reasons, including short supply of some medications. This pressure was reflected nationally.

A risk sharing agreement was reached between the 1JB, Falkirk Council and NHS Forth Valley
for 2017/2018. The agreement sets out that each Partner will take responsibility for their
overspend if applicable. It was also agreed that general reserves carried forward from
2016/2017 of £0.213m would be applied to the overspend.

The impact of the risk sharing agreement was as follows at Table 5:

Overspend on budget delegated to NHS Forth Valley 1.593
Transfer from General Reserves (0.213)
Net Position 1.380
Additional funding received from NHS Forth Valley (1.380)

Final Net Position -

Underspend on budgets delegated to Falkirk Council (0.297)
Transfer to General Reserves 0.297
Table 5

A summary of the 2017/2018 financial position for the 1JB is shown below at Table 6:

Total Resources Available 212.847

Total Expenditure (211.198)

Total Comprehensive Income & Expenditure 1.649
Table 6

The £1.649m shown in the table above represents an underspend against funds earmarked
for specific funding. This unused funding has therefore been carried forward for use in
2018-2019.

The 1JB adopted a reserves policy and strategy in March 2017. The reserves of the 1JB have
increased from £4.841m as at 31 March 2017 to £6.490m as at 31 March 2018. Of the
£6.490m, £0.297m is a general reserve (effectively a contingency fund) and £6.193m is
made up of a number of earmarked reserves, where funds have been ring fenced for a
specific purpose.
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The Set Aside budget covers the in-scope integration functions of the NHS that are carried
out in a large hospital setting — in the case of the Falkirk Partnership, this is Forth Valley
Royal Hospital - and this covers areas such as geriatric medicine, palliative care and mental
health inpatient services. The distinction is that such settings will usually provide services to
the population of more than one local authority.

NHS Forth Valley meets the pressures associated with the set aside budget and therefore
the financial risk does not currently lie with the 1JB. In 2017-2018, expenditure on Set Aside
services was £26.300m against a budget of £25.207m. NHS Forth Valley met the additional
£1.093m of costs.

To help address financial challenges, the 1JB is committed to developing a medium term
financial plan. Work will progress on this during the summer 2018 with a report back to the
1B in the autumn. Part of this work will include identifying sustainable budget savings
through service change and efficiency.

Financial Reporting on Localities

The 2017/2018 financial information is not split into localities. Work is underway to allow
the Partnership to report financial information at locality level. This work forms part of the
overall locality planning arrangements.

Best Value

The governance framework is the rules, policies and procedures by which the IJB ensures
that decision making is accountable, transparent and carried out with integrity. The Board
has legal responsibilities and obligations to its stakeholders, staff and residents of the Falkirk
area.

Falkirk 1JB ensures proper administration of its financial affairs by having a Chief Finance
Officer (section 95 of the Local Government (Scotland) Act 1973).

As part of the governance arrangements the Chief Officer chairs the HSCP Leadership Team.
The partnership considers that key performance indicators, measureable progress in
delivering the priorities of the Strategic Plan and financial performance form the basis of
demonstrating Best Value. Therefore the evidence of Best Value can be observed through:

= The Performance Management Framework and Performance Reports

= Financial Reporting; and

= Reporting on Strategic Plan delivery through both the Chief Officer’s reports to the
IJB and topic specific reports.

This approach is visually demonstrated in Figure 14 Best Value diagram below
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Figure 14:

Audit Arrangements

The 1B Audit Committee is responsible for the promotion of best practice in the areas of risk
management, financial procedures, internal controls, development of continuous
improvement and review of both Internal and External Audit recommendations. The
Committee approved the Internal Audit plan for 2017/2018 in September 2017, which was
based on an assessment of the risks facing the 1JB. Their review will cover Corporate, Staff,
Care, Financial and Information Governance.

The Audit Committee will consider an Internal Audit progress report and the Annual Internal
Audit Report for 2017/2018 which will provide the Chief Internal Auditor’s opinion on the
1JB’s internal control framework.

Ernst & Young is the external auditor of the IJB for the five year period from 2016/2017 to
2020/2021. They prepare an Annual Audit Plan, for the benefit of IJB management and the
Audit Committee that sets out their proposed audit approach for the audit of the financial
year ahead.

These reports will be available from September 2018 and can be found through the link.

Performance Management
The 1JB fulfils its ongoing responsibility to ensure effective monitoring and reporting on the

delivery of services, relevant targets, and measures which are set out in the Strategic Plan
and integration functions.
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The Partnership reports progress against the suite of national integration indicators. This
enables us to understand how well our services are meeting the needs of people who use
our services and communities.

Our performance for 2017/2018 is set out in the following table:

National Indicators

Comparator
Falkirk Partnership Average Scotland
NI Title 2015/16 2017/18 2017/18 2017/18
NI -1 Percentage of adults able to look after their
health very well or quite well 93% 92% 93% 93%

Percentage of adults supported at home
NI -2 who agreed that they are supported to live
as independently as possible 85% 83% 81% 81%
Percentage of adults supported at home
NI-3 who agreed that they had a say in how their
help, care, or support was provided 80% 76% 75% 76%
Percentage of adults supported at home
NI -4 who agreed that their health and social care
services seemed to be well co-ordinated 79% 72% 77% 74%
Total % of adults receiving any care or
support who rated it as excellent or good 81% 81% 81% 80%
Percentage of people with positive
NI -6 experience of the care provided by their GP
practice 84% 81% 83% 83%
Percentage of adults supported at home
who agree that their services and support
had an impact on improving or maintaining
their quality of life 84% 78% 82% 80%
Total combined % carers who feel
supported to continue in their caring role 43% 37% 37% 37%

Percentage of adults supported at home
who agreed they felt safe 85% 84% 84% 83%
Percentage of staff who say they would
NI-10 recommend their workplace as a good

place to work NA NA NA NA
Note: Figures are not available for 2016/17 for indicators 1-10 as the Health and Care Experience Survey (HACE)
is completed every two years. Additionally for these indicators, a different weighting methodology was used in
the most recent Scottish Government publication in May, and the previous years were recalculated. As a
consequence, figures in this year’s annual report may not align with last year’s annual report.

NI -5

Outcome Indicators

NI -7

NI -8

NI -9
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Comparator
Falkirk Partnership Average Scotland

NI Title 2015/16 2016/17 2017/18 2017/18 2017/18
NI-11 Premature mortality rate per

100,000 persons 440 466 427 416 425
NI - 12 Emergency admission rate (per

100,000 population) 11,524 11,768 12,362 13,067 11,959

Emergency bed day rate (per
NI-13 .

100,000 population) 136,656 144,727 133,709 123,786 115,518

Readmission to hospital within 28
NI -14 .

days (per 1,000 population) 112 121 117 100 97

Proportion of last 6 months of life
NI-15 spent at home or in a community

setting 86% 86% 87% 88% 88%
NI- 16 Falls rate per 1,000 population

aged 65+ 20 20 22 21 22

Proportion of care services graded
NI-17 'good'(4)or betterin Care
Inspectorate inspections 84% 86% 88% 88% 85%
Percentage of adults with
NI - 18 intensive care needs receiving care
at home 64% 63% NA 63% 61%
Number of days people spend in
NI-19 hospital when they are ready to be
discharged (per 1,000 population) 864 1,023 921 724 772
Percentage of health and care
resource spent on hospital stays

Data Indicators

NI-20 where the patient was admitted in
an emergency 25% 26% 25% 23% 23%
Percentage of people admitted to

NI - 21 hospital from home during the

year, who are discharged to a care
home NA NA NA NA NA
Percentage of people who are

NI -22 discharged from hospital within 72

hours of being ready NA NA NA NA NA
NI-23 Expenditure on end of life care,
cost in last 6 months per death NA NA NA NA NA

Source: ISD Scotland

Note: NA indicates where data is not available yet.

Comparators: Include members of Family Group 3: Dumfries and Galloway; Fife; South Ayrshire; West Lothian;
South Lanarkshire; Renfrewshire and Clackmannanshire.
http://www.improvementservice.org.uk/benchmarking/how-do-we-compare-councils.html

Table 7: National Indicators
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Local Indicators

The following section provides an ‘at a glance performance summary of local indicators’
for 2017/2018 where this data is available. The tables also provide “a direction of travel”
compared to 2016/2017 performance, where this can be compared.

The Partnership has produced a Strategy Map which details the Partnership’s vision,
local outcomes, and maps these against the national Health and Wellbeing Outcomes,
National Core Indicators, MSG integration indicators and local Partnership indicators.

1. Local Outcome: Self-management
2016/2017
25 Emergency department 4 hour wait Falkirk
2. Local Outcome: Autonomy and Decision Making
2016/2017 *
29 Emergency admission rate per 100,000 Falkirk population 1,036 -
31 Acute emergency bed days per 1000 Falkirk population 592 -
33 Number of patients with an Anticipatory Care Plan in Falkirk e
35 Key Information Summary as a percentage of the Board area list size n/a
Falkirk
March %
Self Directed Support (SDS) options selected: People choosing 2017
37 SDS Option 1: Direct payments (data only) 32 (1.2%)
38 SDS Option 2: Directing the available resource (data only) 83 (3.1%)
39 . . 1,749
SDS Option 3: Local Authority arranged (data only) (66.3%)
40 SDS Option 4: Mix of options, 1,2 (data only) 45 (1.7%)
1
4 No recorded SDS Option (data only) 730 (27.7%) o
3. Local Outcome: Safe
2016/2017 *
43 Readmission rate within 28 days per 1000 Falkirk population = o
44 Readmission rate within 28 days per 1000 Falkirk population 75+ Lo A 4
) 540
45 Number of Adult Protection Referrals (data only)
46 Number of Adult Protection Investigations (data only) Y

58  Falkirk Health and Social Care Partnership



10

47 Number of Adult Protection Support Plans (data only)
' . . . 4,481
48 The total number of people with community alarms at end of the period
' . . . 91%
49 Percentage of community care service users feeling safe
4. Local Outcome: Service User Experience
2016/2017
54 | Standard delayed discharges 29
55 | Delayed discharges over 2 weeks 14
56 | Bed days occupied by delayed discharges 631
57 | Number of code 9 delays 9
58 | Number of code 100 delays 5
59 | Delays - including Code 9 and Guardianship 38
Percentage of service users satisfied with their involvement in the design
60 ) 98%
of their care package
61 Percentage of service users satisfied with opportunities for social 93%
interaction °
Percentage of carers satisfied with their involvement in the design of care
62 93%
package
63 | Percentage of carers who feel supported and capable to continue in their 90%
role as a carer OR feel able to continue with additional support °
2016/2017
64 | The number of Social Work Adult Services (Stage 1 & 2) complaints 62
completed within timescales.
The proportion of Social Work Adult Services (Stage 1 & 2) complaints 57.4%
completed within timescales. e
2016/2017
S1 S2
| 65 Proport_ion of Social Work Adult Services % upheld
complaints upheld
% partially upheld n/a

% not upheld
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5. Local Outcome: Community Based Support

2016/2017
Annual
Indicator
67 The total respite weeks provided to older people aged 65+ 1527
68 The total respite weeks provided to older people aged 18-64 578
2016/2017
69 Number of people aged 65+ receiving homecare * 1.807
70 Number of homecare hours for people aged 65+ * 13.949
71 Rate of homecare hours per 1000 population aged 65+ * 489
72 Number receiving 10+ hrs of home care * 401
73 The proportion of Home Care service users aged 65+ receiving personal 92.4%
care * i
76 Percentage of Rehab At Home service users who attained independence 92.3%
after 6 weeks (target — 80%) =
77 Percentage of Crisis Care service users who are retained in the community 75.2%
| when service ends (target - 70%) e
78 Number of new Telecare service users 65+ (data only) 75
79 | The number of people who had a community care assessment or review 3932
completed !
80 | The number of Carers’ Assessments carried out 1624
81  The number of overdue 'OT' pending assessments at end of the period 316
2016/2017
82 Proportion of last six months of life spent at home 86%
83 Number of days by setting during the last six months of life: Community 241,236

* Direction of travel relates to previously reported position
A Improvement in period

4> Position maintained
v Deterioration in period
— No comparative data
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Inspection of Falkirk HSCP Registered Services

The Care Inspectorate is responsible for the regulation of care standards and assess quality
under 4 themes:

= care and support

= environment

= staffing and management
= leadership.

Throughout 2018/2019 we will continue to work with providers to strengthen relationships
and develop systems to effectively monitor all registered and commissioned services being
delivered across the Falkirk Council area.

Residential Care Homes (Older People)

Falkirk HSCP area has 941 care home beds between 21 residential and nursing care
homes. Five of these residential care homes are owned by Falkirk Council and 16 care
homes owned by the independent sector care homes.

At the end of the 2017/2018 financial year the percentage scores from all homes in the
Falkirk Council area were as follows:

Good Unsatisfactory Weak
Very Good Excellent Adequate
Care & Support 87% 13%
Environment 83% 17%
Staffing 91% 9%
Leadership & Management 78% 22%

Over 2017/2018, Care Inspectorate grades for Care Homes improved. The general position
continues to be held across the sector with 85% of providers scoring excellent, very good or
good across all 4 Care Inspectorate themes. By comparison last year, 70% of providers
scored excellent, very good or good. The area of focus in 2018/2019 will be to eliminate any
weak and unsatisfactory grades, particularly in the theme of Care and Support.

Residential Care Homes (Adults)

Falkirk HSCP area has 11 adults residential care homes in the area with a capacity of 141
beds. Ten of the care homes are owned by the independent sector and one is owned by
NHS Forth Valley.

At the end of the 2017/2018 financial year the percentage scores from all Adult Care homes
in the Falkirk Council area were as follows: -
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Good Unsatisfactory Weak
Very Good Excellent Adequate
Care & Support 64% 36%
Environment 73% 27%
Staffing 73% 27%
Leadership & Management 64% 36%

Over 2017/2018, Care Inspectorate grades for Adult Care Homes improved. The general
position continues to be held across the sector with 69% of providers scoring excellent, very
good or good across all 4 Care Inspectorate themes. By comparison to last year, 64% of
providers scored excellent, very good or good. The area of focus in 2018/2019 will be to
eliminate any weak and unsatisfactory grades, particularly in the theme of Care and
Support. As at 31 March 2018, none of the adult care homes scored a weak Care
Inspectorate grade.

Care at Home and Housing Support Services

Falkirk HSCP area has 38 organisations engaged in the delivery of Care at Home and Housing
Support Services, supporting in excess of 1000 people to remain living in their own homes in
their local communities.

The Care Inspectorate is responsible for the registration, regulation and inspection of all
care at home and housing support providers carrying out inspections under 3 themes:

= care and support
= staffing
= management and leadership.

At the end of the 2017/2018 financial year the percentage scores from all Care at Home and
Housing Support providers engaged in service delivery in the Falkirk Council area were as
follows:

Good Unsatisfactory Weak
Very Good Excellent Adequate
Care & Support 97.4% 2.6%
Staffing 55.3% 2.6%
Leadership & Management 60.5% 5.3%

Due to changes to the way in which services are inspected not all organisations are
inspected under all themes at each inspection which accounts for the lower percentage of
providers graded under the themes of Staffing and Management and Leadership.

The following key themes emerged during the financial year 2017/2018:

= 97.4% of providers attained grades of excellent, very good or good in the theme of
Care and Support an increase of 5.9% from the previous year
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= annual spend increased by over £2.5M due to increased demand for services and
due to the continuing financial investment to support the payment of the Scottish
Living Wage throughout the social care sector

= providers were engaged in a number of workshop sessions seeking their input to the
development of a new framework agreement. Following a successful tender exercise
carried out in late 2017 a framework agreement was established for a period of 2
years from 1 April 2018.

Inpatient Mental Health and Learning Disability Services

The Mental Welfare Commission (MWC) undertakes a rolling programme of visits to mental
health and learning disability inpatient services. Some are planned visits (announced) and
others are unannounced or are part of a national themed approach by the Commission.

Reports from all visits are published on the MWC website and services are asked to provide
an action plan within 3 months of a Report being published. Reports cover areas of good
practice as well as areas where the Commission would like to see improvements.

There have been seven reports published in Forth Valley in recent months covering
inpatient facilities at FVRH, Bellsdyke and Lochview (Learning Disability).

A detailed report is being prepared for discussion at the next meetings of both the Health
Board Clinical Governance and IJB Clinical and Care Governance Committee. Some of the
highlighted by the Commission include:

= the need to ensure, through audit, that care plans are person centered and outcome
focused

= the need to review and improve provision of meaningful activity within inpatient
settings

= more priority needs to be given to providing a more comfortable therapeutic
environment, particularly in acute admission wards.

Good practice examples were also highlighted in reports including the improved focus on
physical care in the acute admissions wards with the establishment of the National Early
Warning Score (NEWS) system; positive feedback on the innovative and positive ethos
developed in Hope House and the quality of leadership and care observed in Trystview,
Russell Park and Lochview in particular.

Action Plans to address the recommendations arising from visits have now been submitted
to the Mental Welfare Commission and will be discussed at the Forth Valley MWC End of
Year Review meeting to be held November 2018. There are some consistent themes and
there is ongoing action in the following areas:

= Person Centred Care Planning: Ongoing work is required to ensure there is
consistency in the quantity of care plans across all inpatient areas with clear
evidence of person specific interventions and patient involvement. This is being
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achieved through a process of audit with additional teaching and training of staff as
required, and re-inforcement through staff supervision.

Meaningful Activity: Plans are in place to introduce 3 Activity Co-ordinators into the
Mental Health Unit who will have protected time to ensure activity programmes are
available consistently. These posts will be introduced over the summer as part of a
wider review of the nursing workforce across the Unit.

Ward Environment: Ward staff continue to take action to improve the ward
environment and there has been recent investment in more comfortable furniture in
the Inpatient Units. Artlink resources are also being prioritised to support work in
the Inpatient Unit. Upgrading of showers in Trystview have been approved together
with other improvements to the infrastructure of the ward.
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Looking forward

The Annual Performance Report highlights our work in the past year, some of which will
continue into the year ahead.

Further areas of work that will take place in 2018/2019 include:

= develop our Strategic Plan 2019 — 2022, working with the Strategic Planning Group

= continue work to further delegate services from NHS Forth Valley into an integrated
health and social care structure

= work with Primary Care to implement the Primary Care Improvement Plan

= work with the West of Scotland Regional Planning Group to prepare a regional
delivery plan to implement the Health and Social Care Delivery Plan. The
development and delivery of the regional plan requires ongoing engagement with
partners across the region with the aim of continuous improvement in wellbeing and
care of the population.

= continue to implement the Carer’s Act, including the production of the Short Breaks
Services Statement; monitor the uptake of Adult Carer Support Plans and the
outcomes to carers and implement our commissioning approach for carer support

= develop our approach to the national Digital Health and Care Strategy, including
replacement of technology from analogue to digital platforms

= deliver a comprehensive workforce development programme that is responsive to
the needs of the workforce now and in the future. This will make best use of all
available learning platforms, including modern and digital technology. We will
continue to actively promote Health and Social Care as a positive career destination.
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List of terms used in the Annual Performance Report

A&E

Accident and Emergency Department (casualty)

Activities of daily living

Tasks that people carry out to look after their home,
themselves and when taking part in work, social and
leisure activities

Admitted (to hospital)

Being taken into hospital

Adult support and protection

Things we can do to identify, support and protect
adults who may be at risk of harm or neglect and
who may not be able to protect themselves

Alcohol and Drug Partnership

ADPs are multi agency partnerships established to
implement and respond to the national strategies on
alcohol, drugs, tobacco and volatile substances
across the whole population. ADPs also have a
responsibility to develop a local substance strategy
which addresses prevention. This must ensure that
the range of treatment options that are required to
promote recovery from substance use problems are
provided for and available at point of need.

Anticipatory Care Plans (ACPs)

A plan prepared by a person with health/care needs
along with a professional. The plan lays out what the
person would prefer if/when their condition
changes.

Assessment

Process used to identify the needs of a person so
that appropriate services can be planned for them

Balance of care

How much care is given in the community compared
to how much is given in hospitals etc

Bed based services

Those services such as inpatient wards in a hospital
where people are cared for overnight

Bed days The number of days that beds in hospital are
occupied by someone
Carer A carer is a person, of any age, who looks after

family, partners or friends in need of help, because
they are ill, frail or have a disability and need
support to live independently. This care is unpaid
however the carer may be in receipt of carers
allowance but this is not considered to be payment.

Adult Carers Support Plan

An assessment to find out what a carer (unpaid,
informal carer) needs (such as respite, short breaks
etc) and how services can support them better
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Clinical and Care Governance Clinical and care governance is a systematic
approach to maintain and improve care in a health
and social care system. This will provide assurance
to the IJB on the systems for delivery of safe,
effective, person-centred care in line with the 1JB’s
statutory duty for the quality of health and care
services.

Commission (a service) Buying a service from another to meet the needs of
a population

Community assets The building and other resources owned by a
community
Community Planning Partnership Where public agencies work together with the

community to plan and deliver better services which
make a difference to people’s lives

Delayed discharge Where someone is unable to leave hospital because
the appropriate care and/or support is not yet
available for them at home

Delegated function A service that the new partnership will be
responsible for

Delivering (a service) Carrying out a service

Demographic challenges Changes in population (e.g. more older people) that
mean we have to change how we provide our
services

Direct payments Means-tested payments made to service users in

place of services they have been assessed as
needing. This allows people to have greater choice in

their care

Early intervention Giving support, care and/or treatment as early as
possible

End of Life Care Addresses the medical, social, emotional, spiritual

and accommodation needs of people thought to
have less than one year to live. It includes a range of
health and social services and disease specific
interventions as well as palliative and hospice car for
those with advanced conditions who are nearing the
end of life.

Engagement Having meaningful contact with communities e.g.
involving them in decisions that affect them
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Facilitate/facilitator/facilitation

Making a process easy or easier

Front line staff

Staff who work directly with users of a service

Governance

The way that an organisation is run

Health inequalities

The gap that exists between the health of different
population groups such as the well-off compared to
poorer communities or people with different ethnic
backgrounds

Independent sector

This includes voluntary, not for profit, and private
profit making organisations. It also includes housing
associations

Integrated care

The aim is to enable better co-ordinated, joined-up
and more continuous care, resulting in improved
patient experience while achieving greater efficiency
and value from health and social care systems

Integration

The term used to describe the partnership working
between health and social care services as outlined
in the Public Bodies (Joint Working) (Scotland) Act
2014

Integration Joint Board (1JB)

The 1JB is responsible for running the partnership
and has members from Falkirk Council and NHS
Forth Valley, staff representatives, the Third Sector
and the public

Integration Scheme

The detail of our model of integration is laid out
within our Integration Scheme. This scheme sets out
a robust and transparent framework for the
governance and operation of the Falkirk Health and
Social Care Partnership. This includes detail such a
financial arrangements, governance arrangements,
data sharing, liability and dispute resolution.

Joint working

Different teams and organisations working together

Locality

One of the three areas Falkirk will be divided into for
planning purposes

Locality-based

Situated in a locality

Long term conditions (LTC)

Conditions that last for a year or longer and may
need ongoing care and support (such as epilepsy,
diabetes etc)

Multi-agency

Where several different organisations work together
in the interests of service users and carers

Multidisciplinary

Where several different professionals work together
in the interests of service users and carers
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Multi-professional Where several different professionals work together
in the interests of service users and carers

National Health and Social Care Scottish Ministers developed the National Health
Standards and Social Care Standards to ensure everyone in
Scotland receives the same high quality of care no
matter where they live

Outcomes See “Personal outcomes”

Palliative care Is an approach that improves the quality of patients
and their families facing the problem associated
with life-threatening illness, through the prevention
and relief of suffering by means of early
identification and impeccable assessment and
treatment of pain and other problems, physical,
psychosocial and spiritual.

Partnership see Falkirk Health and Social Care Partnership

Personal outcomes The changes or improvements that have taken place
during the time someone has been receiving support

Person centred Putting the needs and aspirations of the individual
service user at the centre of our work

Priorities Things we think are important to do

Proactive Creating or controlling a situation rather than just
responding once it’s happened

Readmission Being taken back into hospital shortly after having
been discharged

Recruitment and retention Being able to recruit and keep staff

Reablement service Reablement service will begin at the point of
assessment and have a focus on independence
through the delivery of a short-term person centred
approach by a multidisciplinary team of well-trained
staff working with patients, carers and their families

Resilience Being able to cope with and recover from difficult
situations
Risk management The process of identifying, quantifying, and

managing the risks that an organisation faces

Self management Where people take responsibility for and manage
their own care. Encouraging people with health and
social care needs to stay well, learn about their
condition and remain in control of their own health
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Self directed support

When the person who needs services directs their
own care and has choice when it comes to their
support

Social Care

Any form of support or help given to someone to
help them take their place in society

Strategic Plan

The plan that describes what the partnership aims to
do and the local and national outcomes used to
measure our progress

Sustainable

Can be maintained at a certain level or rate

Third sector

Voluntary and community groups, social enterprises,
charities

Transformational change

A complete change in an organisation, designed to
bring big improvements

Unplanned admissions

Being taken into hospital as an emergency
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http://dictionary.cambridge.org/dictionary/english/change
http://dictionary.cambridge.org/dictionary/english/organization
http://dictionary.cambridge.org/dictionary/english/design
http://dictionary.cambridge.org/dictionary/english/bring
http://dictionary.cambridge.org/dictionary/english/bring
http://dictionary.cambridge.org/dictionary/english/improvement

If you would like this information in another language, Braille, large print or audio tape
please call 01324 504021 or email integration @falkirk.gov.uk
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